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GOP CO^^^!ITTEE PROPOSES PARTNERSHIP 
HEALTH PROGRAM 

A national Republican committee task force on 
“Human Rights and Needs” called for a fu'c-point 
“partriersliip’ health program to he carried out by 
federal, state, and local governments. At the same 
time, the committee rejected as “unsound" proposals 
to extend the social security system to co\'cr health 
care for: the aged. 

Recommended goals of the six-member commit-, 
tee of goveniment and private experts included 
enlarging the capacitx’ of medical schools so that 
3,000 more physicians could be graduated each 
year; providing* more hospital and nursing-liome 
beds; and supplementing hospital facilities with 
clinics, day-care centers, and more visiting nurses 
to care for patients in their onxti honies. 

Continued federal support for basic medical re¬ 
search “should be accomplished in a manner that 
will encourage the maximum possible increase in 
nonfederal support of research and that will not 
result in too great a diversion into research of doc¬ 
tors required for the urgent needs of teaching and 
medical practice,” the group stated. 

Tlie report was one of a series of reports by task 
forces of the Republican committee on program and 
progress that has been setting forth part)' goals and 
proposals for the federal government’s role in all 
fields. 

By 1965, the committee predicted spending 1 bil¬ 
lion dollars annually—equally divided between the 
federal government and nonfederal sources—would 
be required fo" medical research. 

A five^point “partnership” program was set forth, 
inclj^ng (1) short-term federal aid for construction 
of iW ‘' -al school buildings; (2) changes in the 
prese stl^spital construction program to encourage 
renova ^ and repair of outmoded hospitals; (3) 
federal ^arantees of mortgages to encourage con¬ 
struction of private nursing homes on a basis assur¬ 
ing high standards of construction and operation; 
(4) encouragement of construction of diagnostic and 
. outpatient facilitiqp in rural areas and the building 
of mental health clinics; and (5) federal aid to cities 
“in more effective planning and coordination of 
health serx'ices.” 


The committee also recommended vigorous fed¬ 
eral support of preventive health programs, and 
expansion and greater flexibility of vokmtar)' health 
insurance programs. 

“A free people and a free medical profession can 
achieve these goals with the wise support of govern¬ 
ment, without bureaucratic restrictions or interfer¬ 
ence with the physician-patient relationship which 
has made American healtli serx'ices a model for the 
free world,” the committee said. 

As for proposals in Congress to broaden the 
social security system to include health care for the 
elderly, the committee said “Such a law would rep¬ 
resent an irreversible decision to abandon voluntary 
insurance for the aged in the hospital field antj 
would probably mark the beginning of the end of 
volunt.ar)' insurance for the aged in the health field 
generally. 

“Private insuring organizations and medical asso¬ 
ciations are in the process of developing medical 
and health insurance programs which will meet the 
needs and fit the pocketbooks of people over 65. 
Ultimately it should be possible for a person to 
purchase, tlirough payments in advance of retire¬ 
ment, insurance against the concern that postretire¬ 
ment illness might wipe out a lifetime’s saA’ngs.”i 

Members of the committee are; Bertha S. Adl^s,] 
Undersecretar)' of Health, Education and Welfare; 
Benjamin S. Adamowsld, state’s attorney. Cook 
Count)', Illinois; Corinne B. Gah'in, professor at 
Ithaca College, New York; Mrs. Oliver R. Rowe, 
President of Mecklenburg Count)', North Carolina, 
Republican Women’s Club; George M. Shapire 
New York Cit)' attorney, and Cecil H. Underxyoou 
Governor of West Virginia. 

HEALTH MANPOWER REPORT 

A Public Health Service report said the numbe' 
of graduating students at medical schools will hav, 
to increase substantially to avoid a decline in thi 
ratio of physicians to the population. Unless there 
is a step-up in such graduations, the ratio will drop 
to 126 physicians per 100,000 persons by 1975, 
compared with the current range of 131 to 135 to 
100,000, tire report said. 

The report, entitled “Health Manpower'Source 
Book, Section 9: Physicians, Dentists and Nurses,” 
also indicated that the ratio of dentists would de¬ 
cline even more sharply. 

This year, the 85 medical schools in the United 
States graduated 6,895 physicians. To maintain the 
present physician-population ratio, the report de¬ 
clared, U. S. medical schools would need to grad¬ 
uate about^l0,360 students by 1975-nearly' 3,000 
above tire 7,410 graduates currently predicted for 
that year. 
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The 47 dental schools graduated 3,083 dentists in 
the academic year 1957-1958. Despite tlie addition 
of eight new dental schools since World War II and 
large increase in the number of graduates, the ratio 
of dentists to population remains below pre-M^orld 
M^ar II levels. This decline is e.xpected to continue, 
PUS said. To regain the current dentist-population 
ratio, about 2,700 more dental graduates above the 
number currently predicted will be needed in 1975. 
This calls for a 75% increase in the number of den¬ 
tal students wbo, according to present estimates, 
will be CTaduates during that year. 

According to the report, tlie ratio of dentists was 
62 per 100,000 in 1940, 57 in 1958, and is e.\-pected 
to decline to about 50 per 100,000 by 1975. 

There should, however, be an increase in the 
ratio of professional nurses—from 268 per 100,000 
population in 1958 to 284 per 100,000 in 1970, the 
report indicates. The nurse-population ratio has 
increased almost fivefold in the United States since 
1910. 

Tlie report said the current combined ratio of 
doctors of medicine and osteopatliy to population 
ir about 140 per 100,000 persons. This is e.x'pected 
to decline to 133 per 100,000 by 1975. 

The District of Columbia was reported to have 
the highest ratio of physicians to population—302.9 
per 100,000. New York led the states \\dth 191.2 
physicians per 100,000. 

The report is tlie latest in a series on healtli man¬ 
power, and contains state and regional as well as 
national data. Listed as Public Health Service pub¬ 
lication no. 263, section 9, it may be purchased 
'rom the Superintendent of Documents, Govem- 
nent Printing Office, Washington 25, D. C., at 50 
cents per copy. Single free copies may be obtained 
from tlie Division of Public Health Methods, Public 
Health SerWce, M^ashington 25, D. C. 

SURGEON GENERAL SUGGESTS 
INFLUENZA VACCINATION 

U. S. Surgeon General Leroy E. Burney recom- 
ended that certain groups seriously consider vac¬ 
cination before tbe influenza season starts. He listed 
hese groups as (1) persons for whom the onset of 
fluenza might represent an added health risk, such 
those with cardiovascular or pulmonary condi- 
ons, persons over the age of 55 years with clironic 
.Iness of any U'pe, and pregnant women; (2) per¬ 
sons responsible for the care of the sick; (3) persons 
responsible for providing essential public services; 
and (4) industries and other commercial enterprises 
wishing to keep the employee absenteeism rate 
from rising. 

Dr. Burney said no widespread attacks of influ¬ 
enza are presently anticipated but that localized 
outbreaks of the disease imdoubtedly will occur 
during the nevt sev-eral months, “and v'accination is 
considered a prudent measure for the groups and 
individuals named.” 

He added that tlie predominant tjme of influenza 
this fall and vv’inter probably will be the A-2, or 
Asian strain, rather tlian influenza-B which was the 
major form last year. 


CASES OF POLIOMYELITIS DECREASE 

The Public Health Service reported tliat the inci¬ 
dence of poliomyelitis _ w’as dropping through the 
last weeks of September and early October. After 
an upsurge in early September after a previous 
decline, the number of cases began falling off again 
later in the month. 

There were 279 cases of iDaralytic poliomyelitis 
during the week ended Oct. 3, compared with 304 
and a peak 332 in the two previous weeks. For the 
latest week, small localized concentrations of cases 
continued, scattered about the country. New out¬ 
breaks were recognized in North Carolina and 
Tennessee. Little activity was reported in areas of 
previous epidemics and no new epidemics were 
reported. 

Through the week ending Oct. 3, a total of 4,013 
paralytic cases were listed for the year, in contrast 
to 1,931 during the same 1958 span and 7,886 in 
1955, the first year tlie Salk vaccine became gener¬ 
ally available. 

PHS said the vaccine supply situation had im¬ 
proved, “and the acute shortages e.vperienced by 
some U. S. communities during late July and August 
apparently no longer exist.” 

In a previous report, PHS said the increase in 
cases of poliomyelitis this year did not reflect on the 
efficacy of the Salk vaccine, since most of the cases 
were in persons who had not received the required 
vaccine dosage. 

PERSONNEL 

Dr. Aims C. McGuinness, special assistant for 
health and medical affairs to the Secretary of 
Health, Education and Welfare, resigned after tliree 
years in the post. In accepting the resignation. 
President Eisenhower said McGuinness had “helped 
significantly in the development of an effective 
health program for the American people.” 

Dr. Robert L. Bennett, Warm Springs, Ga., was 
named to the national advisory' council on voca¬ 
tional rehabilitation of the Department of Health, 
Education and Welfare to succeed Dr. Frank H. 
Krusen, w'ho resigned to become special assistant 
for health and medical affairs to Miss Marj' E. 
Switzer, director of the office of v'ocational rehabili¬ 
tation. 

The exceptional service award x»f the 'Varans 
Administration was presented to Dr. Mr^‘.» M. 
Cummings for his work as director of ^"ical 
research for the VA. Dr. Cummings left tff V A to 
become chairman of the department of mfcrobiol- 
ogy at the Oklahoma Univ'ersity School of Medi¬ 
cine. 

Dr. Clifton K. Himmelsbach was appointed asso- 
ciate director of the clinical center of the National; 
Institutes of Health, succeeding the late Dr. Ken-; 
neth W. Chapman. Dr. Himmelsbach has been^ 
with the U. S. Public Healtli Service since 1931. He 
is an expert in the pharmacology of drug addiction. 
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The girl was 2 years old when her mother went 
to the hospital to deliver her third child, a boy. 
She was kept by her aunt while her mother was in 
the hospital. “While at her aunt’s she b6gan to 
spend time rocking back and forth on the floor. 
She became afraid of cars and of being left alone. 
Feeding and sleeping problems also started. When 
it was brought to our pediatrician’s attention he 
said to bring her home immediately, which we did. 
Following this, she had a bladder infection wliich 
was treated with shots for over a year. Marj' be¬ 
came intensely afraid of the doctor during this 
time and began to be afraid of any man, including 
her daddy. She would go screaming through the 
house, shutting all doors as she went, until she was 
in the farthest closet. There she would be found, 
sitting and rocking on the floor. 

“Our pediatrician refused to recognize these 
symptoms at this time, saying that I was an over¬ 
anxious mother and Marj' was a spoiled child. Her 
fears continued to grow [and] her cries [became] 
sharper and her screaming more intense until Au¬ 
gust, when the doctor suggested putting her in 
nursery school to break up what he called ‘the 
strong mother-daughter tie.’ This we did in a nurs¬ 
ery school one block away. She seemed to enjoy 
the first half-hour or so, but when I left to go 
home she started screaming hysterically. I took her 
home in a state of shock, and every time I moved 
her in my arms she clung and started to scream. 
The mucus ran from her mouth and she had a lost, 
wild look. Mary regressed very rapidly from this 
point, almost into infancy. She slept in a fetal 
position and the sitting and screaming became 
much worse, with poor appetite, little sleep, and 
rocking during the night. 

“I was frantic and, receiving no help from my 
jpediatrician, contacted another friend who sent 
me to her doctor. He referred us to another pedia¬ 
trician who sedated her and sent her to a psychol¬ 
ogist. He tested Mar>^ and diagnosed her as [hav¬ 
ing] ‘complete brain damage.’ At this point Mary’s 
fear of the car, noises, and vibrations was so great 
that u'hen we took her to the psychologist she was 
stifE in my arms, almost unconscious. Many varied 
diagnoses and treatment approaches followed. It 
wasn’t until she entered the hospital at tlie age of 
7 years that we finally realized she was suffering 
from childhood schizophrenia.” 

Just as cancer must be treated early to secure a 
reasonable chance of success, so childliood schizo¬ 
phrenics should have treatment as early as possible. 
Certainly part of the reason for the present poor 
prognosis in this condition is due to the delay in 
onset of therapy. 

Methods of Study 

The children at Camarillo State Hospital Chil¬ 
dren’s Unit were studied intensively by us. For a 


complete description as well as a detailed discus¬ 
sion of diagnostic criteria, readers are referred to 
anotlier publication.* 

Diagnosis was established by observation in eight 
areas: appearance, speech, motility and posture, 
play patterns, interpersonal responses, thought con¬ 
tent, psychometrics, and clinical history. Admission 
to the hospital and diagnoses were made by other 
psychiatrists, and in aU the children included in the 
study the opinion was unanimous among at least 
three psychiatrists (and concurred in by us) that 
the child should be classed as a “childhood schizo¬ 
phrenic.” The group studied consisted of 34 schizo¬ 
phrenic children, of whom 30 were hospitalized at 
the time. All had developed clinical schizophrenia 
before the age of 5 years. 

In an effort to determine what the initial signs and 
symptoms are, a detailed questionnaire was filled 
out by the parents of these children. As a control, 
parents of 14 hospitalized and 5 nonhospitalized 
children with behavior disorders filled out the same 
questionnaire. The hospitalized children with be¬ 
havior disorders were living with the schizophrenic' 
children. The answers to most of tlie 70 items on 
the questionnaire showed no significant difference 
between the two groups, as would be expected. 
There were, however, 25 significant items, and 
from them a picture of a young schizophrenic 
child can be assembled. 

Results 

Results can be grouped under three headings— 
decreased socialization, unusual play patterns, and 
neurophysiological disturbances. These classifica¬ 
tions are arbitrary and there is considerable over¬ 
lapping, but the dichotomy does have some value. 

Evidence of Decreased Socializafion.—Indica¬ 
tions of decreased socialization are found in the 
following eight questions, which reflected eight 
significant differences between the schizoplrrenic 
and the nonschizophrenic child. All the questions 
have been slightly rephrased and were originally 
in a form which gave the parent the chance of 
answering on a continuum varying from “very fre¬ 
quently” to “seldom.” 1. The schizophrenic child 
played games like “patty-cake,” “bye-bye,” and 
“so-big” less frequently than the nonschizophrenic 
child. 2. Interest in surroundings in the early 
months of life was much less in most of the schizo¬ 
phrenic children. 3. The schizophrenic child was 
more of a behavior iDroblem after the arrival of a 
new baby in the family than was the nonschizo¬ 
phrenic child. 4, In keeping with the above, the 
ability of most of the schizophrenic children to 
share with a brother or sister was very much less 
than that of the nonschizophrenic children. 5. 
Toilet-training the schizophrenic child was more of 
a problem. 6. Nighttime bladder training was also 
a great problem in the schizophrenic child, much 
more so than in the nonschizophrenic. 7. Parents of 
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schizophrenic children felt that the home situation 
had improved to a great e-vtent since the hospitali¬ 
zation of the child, while parents of the nonschizo¬ 
phrenic children thought it had improved only 
slightly. 8. Masturbation was often uninhibited and 
usually much more frequent among the schizo¬ 
phrenic as compared to the nonschizophrenic chil¬ 
dren. 

The above findings were in keeping with the 
general impression that schizophrenic children very 
early show signs of decreased interest in their sur¬ 
roundings and in other children and people. They 
were less impressed by standards of social values 
and therefore had much less motivation to train 
themselves in bowel and bladder control. Many of 
the children in the study had not obtained this 
control when they entered the hospital at the age of 
6 or 7 years. The greater improvement in the home 
situation after their hospitalization showed how 
much more disturbing tlie schizophrenic child was 
considered to be by the j)arents. 

Evidence of Unusual Plaij Pfl/<cnis.—There were 
eight questions concerning which there was a sta¬ 
tistical difference between the schizophrenic and 
behavior-problem children. 1. Interest in music was 
more likely to be great in tlie schizophrenic than 
in the nonschizophrenic child. 2. The schizophrenic 
children were often preoccupied in their early 
years widi stacking blocks or placing items next to 
one another for long periods of time, sometimes for 
hours. This was not found to any great e.vtent in 
the nonschizophrenic children. 3. There was a great 
deal of difficulty in changing the schizoplirenic 
child’s interest once he had established a play pat¬ 
tern, whereas there was only a moderate amount of 
difficulty in distracting the nonschizophrenic child. 
4. Schizophrenic children often had a great interest 
in spinning toys, such as tops and wheels, and this 
was infrequent among the nonschizopluenic chil¬ 
dren. 5. Interest in round objects was especially 
great among die schizophrenic children. 6. Com¬ 
pared to die nonschizophrenic children, die schizo¬ 
phrenic children were often interested in climbing 
up on tables and jumping off, as well as in jumping 
off other objects onto the floor. 7. Interest in boats 
or water play was especially great among the 
schizophrenic children; this seemed to be one of 
their chief diversions. 8. Pica (placing nonedible 
objects in the mouth) was observed frequently in 
the schizophrenic children but was relatively rare 
among the other children. 

The finding that there was great difficulty in 
changing the play patterns of schizophrenic chil¬ 
dren is consistent with general clinical experience; 
parents often complained that they could not change 
them from one activity to another. This interest in 
sameness is quite in contrast to that of the organi¬ 
cally disturbed child, who is more apt to have a 
short attention span and to flit from one activity to 
another. 


Evidence of Neurophysiological Disturbance.— 
Seven questions, answers to which were significant 
among the parents of schizophrenic children, seem 
to be more closely related to neurophysiological 
disturbance dian some of the previously mentioned 
items. 1. Among the schizophrenic children the 
sleeping pattern was a great problem. 2. Some of the 
children would cling to the parent with a tenacious 
grip. This occurred in a significant number of the 
schizophrenic children and was rarely reported in 
the nonschizophrenic children. 3. Many schizo¬ 
phrenic children would frequently slap their heads 
or otherwise hit themselves, at the same time being 
fairly oblivious to any ensuing pain.' 4. An unusual 
symptom seen almost exclusively among schizo¬ 
phrenic children was sensitivity to sounds and loud 
noises which would not bother the average child or 
adult.® 5. Another unusual symptom seen in these 
schizophrenic children was persistent toe-walking, 
a subject commented on previously by us.'* 6. The 
schizophrenic child showed a much greater interest 
in moving objects, such as swings, merry-go-rounds, 
cars, or airplanes, tlian did the nonschizophrenic 
child. 7. A symptom seen almost exclusively among 
school-age schizophrenic cliildren was the tendency 
to whirl themselves about in circles spontaneously. 

This pattern of disturbances, seemingly based on 
neurophysiological changes but with no evidence of 
neurological damage, is seen consistently among 
schizophrenic children. The clinging behavior is 
comparable to tlie "symbiosis” of Mahler.® Occa¬ 
sionally the whirling is seen in children with brain 
damage and is therefore not diagnostic of child¬ 
hood schizophrenia. 

Comment 

It has been the feeling of several investigators, in¬ 
cluding Bender “ and Fish," that childhood schizo¬ 
phrenics often have neurophysiological manifesta¬ 
tions of their condition which can be noted clinical¬ 
ly at an early age. Fish has reported her preliminary 
work in which tliese manifestations were used for 
the successful diagnosis of the condition within the 
first 6 months of life, with confirmation bjf the later 
development of the child. 

It is difficult to say what the causes of the neuro¬ 
physiological changes are, but they lead to interest¬ 
ing speculations. Certainly there is evidence that 
some schizophrenics have difficulty in conceiving 
the position of tlreir bodies in space, as was pointed 
out by Schilder many years ago.® It appears likely 
that this disturbance is responsible for the toe- 
walkmg, the preoccupation with spinning toys, and 
the attraction for jumping from heights. Some of 
these symptoms may result directly from this con¬ 
fusion about space, and others perhaps represent 
a way in which the children attempt to solve their 
confusion through repeated testing. 
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The repetitive play pattern and the difficult}' in 
getting them to change their play from one activitj' 
to another may be another example of tlie children’s 
attempt to reassure themselves about their ou'n 
bodies and environments. By repeating over and 
over again the play pattern that they are familiar 
with they trj' to avoid the confusion resulting from 
new e.xperiences. With this disturbance in the con¬ 
cept of their ovm bodies it it also possible to under¬ 
stand why they would cling to the few objects they 
are sure of, including mother. 

One of the most prominent neurophysiological 
disturbances is in the area of vestibular function, 
as we pointed out in a pre\'ious study of these same 
children.' Many of the schizophrenic children 
showed minimal or no reaction to caloric vestibular 
stimulation. Perhaps, because of resultant confusion 
about spatial orientation, they are not able to pro¬ 
gress in learning about their bodies and themselves 
in relation to the outside world and continue to 
have a disorganized concept of what this relation¬ 
ship is. It may be connected wdi what Bender® 
calls “maturational lag.” She pointed out that these 
children showed normal progression in some areas 
but retarded development in other physiological 
areas. Vestibular function may be a prominent area 
in which maturation is delayed (“lags”). 

As time goes on, and the children continue to be 
at a disadvantage, tliey adopt many symptoms of 
more immature behavior which help to reassure 
them but make them more and more odd in com¬ 
parison to their peers. Thus, initial dysfunction may 
be compounded by attempts to compensate. The 
ultimate condition of childhood scliizophrenia is a 
conglomeration of disturbed physiology and dis¬ 
turbed psycholog}', combined with compensator}' 
reactions. Withdrawal from realit}', often the most 
obvious s}'mptom, is really more a compensation 
than an original s}'mptom. 

As was er'idenced by tlie case of Mar}', psycho¬ 
logical and standard neurological examinations are 
generally not helpful with these children, and the 
primar}' diagnosis must be made by careful de¬ 
velopmental history and clinical examination. Al¬ 
though there may be a disorder of the neuro¬ 
chemical or neurophysiological substrates in the 
brain in tlris condition, it is not of the order that rvill 
become manifest on general clinical examination of 
refle.xes and of motor skill. The child with definite 
exidence of localized brain damage is not similar to 
the childhood schizophrenic and his problems are 
different from those of the scliizophrenic child. Any 
brain changes in childhood schizophrenia are un¬ 
doubtedly subtle and wdespread, witli no evidence 
of localized destruction of brain tissue. A possible 
site of tire origin of the most significant neuro¬ 
physiological changes is the reticular core, since 
tlris area of the brain influences bodr upstream and 
downstream conduction and in general is the only 


area wlrich has an influence on every other area; 
disease or abnormality here could account for the 
widespread neurophysiological changes noticed in 
childhood schizophrenia. Deflnition of the extent 
of tire disorder in this area and tire specific nature 
of it will have to wait for more refined research 
techniques and more knowledge of how brain func¬ 
tion is integrated. 

Implications for the Family Physician 

Early diagnosis in childhood behavior disorders 
and early referral to appropriate treatment facilities 
are vital if any progress is to be made in treating 
childhood schizophrenia. 

In making referrals to any psychiatric facility it 
is most important to adopt a noncritical attitude in 
dealing with the parents. An excess of sympathy for 
the child can do much to place the blame on the 
parents and may indeed block any further investi¬ 
gations of the problem. If questioned about the 
etiology of childhood schizoplirenia by a parent, 
one must state that medicine does not yet know the 
answer. It can certainly be said that no dynamic 
factor can of itself produce schizophrenia in a child 
and that tlie child must have an X factor, or con¬ 
stitutional predisposition, which of itself or in 
combination with stress produces the syndrome. 

We have seen many children who have had an 
"autistic” response in the 1st year of life, in the 
presence of both adequate and inadequate parents. 
The behavior of these parents was often rejecting 
when the children were first seen in the clinic at 
the age of 5 or 6 years, but was this rejection pri¬ 
mary or secondary? Peck and co-workers '® studied 
the parents of over 200 schizoplirenic children and 
found the one group characteristic to be the reac¬ 
tion to the child’s illness. They believed that the 
parents’ problems arose from tiiis reaction. Erick¬ 
son ” also noticed the problem within the child and 
stated that in the cases of infantile schizophrenia 
which he has seen there is a primary deficiency in 
“sending” power within the child. 

Many of our patients appear to have done well 
until the 3rd year of life and then to have regressed 
when some incident occurred which would have 
bothered a normal child only mildly, such as the 
mother’s going to the hospital or the birth of a new 
sibling. These events are tr}'ing times in any young 
life, but they can be surmoimted by the majority of 
children. Here, too, tlie problem appeared to be 
within the child and may indeed be an inability to 
differentiate himself from his mother." 

It is important to emphasize that constitutional 
factors play a role in childhood schizophrenia; over¬ 
emphasis on the role of the parents in producing the 
illness has been partly responsible for the tre¬ 
mendous guilt which is characteristic of these 
parents and which interferes wtli therapy. The 
historical development of methods of treatment in 
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childliood scliizoplirenia is partly responsible for 
the guilty reaction of parents. Treatment of neurotic 
children has been traditionally clone in child guid¬ 
ance clinics in the United States and has empha¬ 
sized the role of the parents (particularly the 
mother) in producing the emotional pathologc’. Out 
of this grew the well-hno\\m phrase, “There arc no 
bad children, only bad parents.” 

M^hen childhood schizophrenia became recog¬ 
nized during the 1940’s as an important syndrome, 
it was thought by many to be just another emotional 
reaction in childhood and therefore was gathered 
under the prolcctic'e wing of the child guidance 
clinic. It was also assumed that the parents were 
to blame, and treatment emphasized the role of 
the mother in producing the condition. 

Parents are assailed through the mass culture 
mediums such as television and national magazines 
about their role in “causing” emotional problems 
in children, and they accept their burden of guilt 
without much question. Little information is avail¬ 
able to parents concerning the constitutional factors 
in childhood schizophrenia, and they are assured 
by the child guidance authorities that parental re¬ 
jection is the etiological agent. The resultant guilt 
often becomes so overwhelming that many are 
unable to tahe their hospitalized children out for 
visits for fear of again “injuring” them. 

Questions of adoption concerning infants of 
schizophrenic mothers are frequently asked of 
physicians. We have seen at least hvo cases in which 
children of schizophrenic mothers were never legal¬ 
ly adopted by the new parents because of their fear 
of schizophrenia. This, of course, is a situation to 
be avoided. On the other hand, we have also seen 
many instances in which no mention was made of 
any possible inherited factor. This approach is 
equally at fault.Obraously the child deserves a 
warm, affectionate household, and the adoptive 
parent should know that he may face a problem in 
the future. 

In the final analysis, it should be stated tliat we 
do not have sufficient e.xplanation of the genesis to 
be sure about the optimal ti-eatment for childhood 
schizoplirenia. Bender’s follow-up studies have 
shown that two-thirds of the children who were 
childhood schizophrenics were out of hospitals and 
doing fairly well in their teens and later. We must 
discover the reason for the differences in the out¬ 
come of these patients, many of whom were not 
treated with psychotherapy. An accepting home 
and an accepting school situation appear to be im¬ 
portant factors in determining a good prognosis. 
Hospitalization, while often necessary, tends to iso¬ 
late the child. It is to be hoped that day-care centers 
will be the ultimate answer to the treatment prob¬ 
lem in childhood schizophrenia, at least in many 
cases. Tliey will only succeed if parents can be 
helped to accept their- role and the child’s role in a 
treatment program of many years’ duration. 


Summary and Conclusions 

Parents of schizophrenic children were ques¬ 
tioned about the early symptoms of their children 
and the results were compared with the responses 
of the parents of children wth behavior disorders. 
Many areas of significant difference were found. 
These fell into the broad general categories of de¬ 
creased socialization, abnormal play patterns, and 
evidence of neurophysiological disturbance. 

There was disorder in many areas, including the 
sleep pattern. Many of tlie symptoms showed the 
concern of the child with the relationship of his 
body to the external world. Related to this was the 
tendency to be preoccupied witli spinning objects, 
a lack of interest in other people and other chil¬ 
dren, and a tendency to withdraw from the external 
world. Play patterns were repetitive and it was diffi¬ 
cult to get the children to change their play, 
probably on tlie basis of the function of this sjunp- 
tom as an attempt to reassure tlie child about his 
own position in space. Persistent toe-walking and 
spontaneous whirling were frequently noted. 

This study tends to confirm die belief that tliere 
is evidence of neurophysiological differences be¬ 
tween schizophrenic and nonschizophrenic children. 
The possible site of dysfunction in tliis disease is in 
the brain stem reticular core, but it is emphasized 
that the changes are subtle and widespread over the 
entire nervous system. The main method of diagno¬ 
sis is by developmental histor>' and clinical observa¬ 
tion of the neurophysiological status of the patient, 
with attention to the degree of socialization and 
the play pattern. This is primarily tlie responsibilitj' 
of the physician; results of psychological testing 
have been disappointing with these children and 
are almost completely valueless with those under 
5 years of age. 

One of the problems in the treatment of child¬ 
hood schizophrenia is the usual delay in diagnosis, 
which often renders treatment impractical because 
of the many years the condition has gone unrecog¬ 
nized. With increased awareness by tlie family 
physician and pediatrician, it is probable that treat¬ 
ment will be more successful and that many more 
of these children will become useful citizens. 

Dr. Norbert Rieger, Chief of the Children’s Unit of Cama¬ 
rillo State Hospital, cooperated in carrying out the research 
involved in this study. 
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ELECTROENCEPHALOGRAPHIC ABNORMALITY IN “UNCOMPLICATED 

CHILDHOOD DISEASES 

Frederic A. Gibbs, M.D., Ema L, Gibbs, Phyllis R, Carpenter, M.D. 

and 

Harold W. Spies, M.D,, Chicago 


Clinically evident encephalitis occurs as a rela¬ 
tively infrequent complication of measles, mumps, 
chickenpoX', rubella (German measles), and scar¬ 
let fever. The incidence of these types of encepha¬ 
litis varies from year to year, from one locality to 
another, with tlie age of the patients, and \vith the 
different diseases. The reported incidence ranges 
from one in 428 to one in 1,300.“ Our previously 
reported ~ and present observations indicate, how¬ 
ever, that children with supposedly uncomplicated 
measles, mumps, chickenpo.x, rubella, and scarlet 
fever often show electroencephalographic ewdence 
of brain involvement. Follow-up studies are need¬ 
ed to assess the long-term effects of such involve¬ 
ment, but tire present evidence indicates clearly 
that the number of cases in which the brain is af¬ 
fected is far greater than the number with clinically 
obvious encephalitis. 

Materials and Method 

T-i..,-,... 1,.1 -facings were obtained 

on ■ ■ -.o the Municipal Conta¬ 

gious Disease Hospital of Chicago from Oct. 15, 
1956. to Oct. 15, 1958, witli a diagnosis of measles, 
mumps, cliickenpo.v, rubella, or scarlet fever. The 
total number of patients was 1,298 and the number 
in each diagnostic category is sho%vn in the table. 
Patients were carefully observed in order to detect 
any s^miptoms indicative of central nervous sys¬ 
tem complications. The initial recording was made 
from one to tliree days after admission and usually 

From the Department of Neurology and Neurological Surgery, Uni- 
versitj' of Ulmois, School of ^^edicine, and tlie Municipal Hospital 
for Contagious Diseases. 


Electroencephalograms were obtained 
from 1,298 children who bad been admitted 
to a hospital with diagnoses of measles, 
mumps, chickenpox, rubella, or scarlet fever. 
The tracings were studied in relation to clini¬ 
cal evidence of encephalitic processes 
accompanying these diseases. The body 
temperature itself was not a factor, and 
normal EEC's were obtained in a number of 
patients whose rectal temperatures exceeded 
40 C (104 F). Of 717 patients with measles, 
37 had clinical evidence of encephalitis and 
all of the 37 had abnormal EEC's; of the 
680 patients with measles without clinical 
evidence of encephalitis, 344 (51 %) had 
abnormally slow EEC's during the acute or 
immediate postacute phase of their illness. 
The probability of brain involvement was 
greatest at the age of 3 years for measles 
and chickenpox, and 2 years for mumps. Of 
the five diseases studied, rubella was the 
least likely and measles the most likely to 
be accompanied by clinical or electroen¬ 
cephalographic evidence of encephalitis. In 
three cases impairment of intellectual ability 
and general behavior was noted in spite of 
a return of the EEC to normal. The number 
of patients in whom the brain is affected by 
these diseases is far greater than the number 
with clinically obvious encephalitis. 
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two to seven clays .after tlic onset of symptoms. Tlie 
usual antipjTctic treatment with aspirin and teiJid 
sponges was used to control fever. All patients 
with scarlet fever received procaine penicillin for 
7 to 10 days. Children with other diseases were 
giv’en antibiotics only if bacterial infections, such 
as otitis media, sinusitis, or pneumonia, were pres¬ 
ent. 

Electroencephalographic recordings were made 
on a Grass eight-channel console (model III D) 
while the patient was awake and, in most cases, 
also while asleep. Electrodes were applied to the 
frontal, parietal, temporal, and occipital areas on 
each side and to the lobes of both ears. Intercon¬ 
nected ear lobes were used as a common reference 
(monopolar recording). Normal and abnormal elec- 
hoencephalograms w'ere evaluated according to 
the standards for age in the “Atlas of Electroen¬ 
cephalography.” 

Abnormal Elcctroencephalosraphic Tracings in 
Contagions Cliildliood Diseases 

KEO AliDorniiil 

In.Ccutcor Convulsions In 

Iminwiiutc , -*-. 

rostiicutc Acute Chronic 

rhn«c Phase Phase 

,_ /. _ ■■■ „-e-, 


Disease .No. Vc Eo. So So. to 

Measles . fiSn 3n D1 49 7 

Measles cneephniitis . 37 37 100 17 40 0 16 

Mumps. no 31 31 3 3 

Mumps encephalitis . 10 10 100 0 3S 2 12 

Chlckenpox . 237 4S 22 S 3 

Chickenpox encephalitis .. 1(1 1(1 100 6 38 1 6 

Scarlet fever. 136 3.7 21 1 0.0 

Rubella . 45 0 12 

Ruhelln encephalitis . 1 1 100 

Total . 1,293 


Patients whose records showed abnormalities 
were given repeat tests within a week, and then at 
longer intervals as indicated until tlie tracing re¬ 
turned to normal or became stabilized. 

Patients showing signs or symptoms of encepha¬ 
litis were followed up with repeated tracings, some 
for as long as two and one-half years, and will be 
reported in another communication. 

Results 

At the beginning of this study we tried to elim¬ 
inate fever as a factor by recording the electroen¬ 
cephalograms only when the child’s rectal temper¬ 
ature was below 101.6 F (38.1 C). The objection 
could still be raised, however, that the slow activity 
was the result of either the present mild fever or 
a residual of high fever. We checked a number of 
cases and found no correlation between the level 
of die patient’s fever prior to die electroencepha¬ 
lographic study and the presence or absence of slow 
waves. Some children who had very little fever 
had e.Ntreme slowing, whereas odiers who had very 
high fever (sometimes n'itli pneumonia) had no 
electroencephalographic abnormality. In order to 
investigate the question further, electroencephalo¬ 


grams were scheduled for 340 consecutive patients 
without regard to the presence or absence of fever. 
The rectal temperature of the patient was meas¬ 
ured at the time of the electroencephalographic 



Fig. 1.—Incidence of nomi.il and elevated temperatures 
in children with normal and abnormal electroencephalo¬ 
grams during and immediately after infectious diseases of 
childhood. Black portion of column shows percentage of 
patients with particular type of electroencephalogram, indi¬ 
cated by label of column, who had rectal temperature above 
102 F; double crossbatebed portion, 100-102 F; white por¬ 
tion, below 100 F. Figure should be read as follows: 8% of 
children with normal electroencephalogram had greatly ele¬ 
vated temperatures (102-104 F). 


recording. The findings are set forth in figure 1; 
from this it will be seen tliat there is no significant 
relationship in these cases betu'een the degree of 
electroencephalographic abnormality and the body 
temperature. 


X 



Fig. 2.—Incidence, degree, and age distribution of ab¬ 
normal electroencephalograms in acute and immediate 
postacute phase of measles, without clinical evidence of 
encephalitis (680 cases). Number of cases in first age group is 
insufficient to make percentage reliable; included merely to 
show that, although measles in youngest age group is rare, 
it may produce electroencephalographie abnonnality when 
it occurs. 


Measles.—Because of a high incidence of measles 
in Chicago during the period of our study, we 
were able to obtain recordings on a large number 
of patients with this disease. Of the 717 patients 















74/1052 


ELECTROENCEPHALOGRAPmC ABNORMALITY—GIBBS ET AL. J.A.M.A., Oct. 24, 1959 


.studied, 37 liad clinically evident encephalitis. 
All with encephalitis had abnormal electroenceph¬ 
alograms, and 51% of the 680 patients with no clin¬ 
ical evidence of encephalitis had abnormally slow 
electroencephalograms during the acute or imme¬ 
diate postacute phase of their illness (see table). 


X 



Fig. 3.—Incidence and degree of electroencephalographic 
abnormality among children of various ages in acute and 
postacute stage of mumps, without clinical evidence of 
encephalitis (110 cases). 

Figure 2 shows the age distribution and the in¬ 
cidence and degree of electroencephalographic 
abnormalit)' among children with measles having 
no clinical evidence of encephalitis. As mil be seen 
from figure 2, it is at 3 years of age that children 
are maximally susceptible to brain involvement by 
measles as judged by electroencephalographic ab¬ 
normality; 72% of children 3 years of age had ab¬ 
normal electroencephalograms and 25% of children 
in this age group had electroencephalograms that 
were e.xtremely abnormal. 

Mumps.—Oi 126 patients with mumps, 16 had 
clinically evident encephalitis. All patients with en¬ 
cephalitis and 31% of the 110 patients witli no 
clinical evidence of encephalitis had slow electro¬ 
encephalograms in the acute and immediate post¬ 
acute phase (see table). 

Figure 3 shows the age distribution and the 
incidence and degree of electroencephalographic 
abnormality among children with mumps and 
without clinical evidence of encephalitis. With this 
disease the highest incidence of brain involvement, 
as judged by electroencephalographic abnormality, 
is at the age of 2 years. 

Chiclcenpox.—Two lumdred fifty-tlrree patients 
wdth chickenpox were studied. Sixteen of these had 
clinically ewdent encephalitis; in all cases their 
electroencephalograms were abnormal. Of the re¬ 
maining 237 patients who had no clinical signs 
of central nen'ous system involvement, 22% had 
abnormal electroencephalograms in the acute or 
immediate postacute phase. The age distribution 
of these cases and the incidence of abnormality 


are shown in figure 4. The peak incidence of brain 
involvement as judged by the electroencephalo¬ 
gram was at 3 years of age. 

Rubella.—Because rubella is ordinarily a very 
mild disease which does not require hospitaliza¬ 
tion, we had not expected to have an opportunity 
to study it. However, shortly after the present 
project got under way, many cases of this disease 
occurred in several “children’s homes” in the Chi¬ 
cago area. The patients were sent to the hospital 
for isolation and thus became available for our 
study. Recordings were obtained on 46 of these 
children. In this group, one child had clinically 
evident encephalitis and his electroencephalogram 
was abnormal. Six of the remaining 45 (12%) had 
abnormal electroencephalograms. The number of 
cases was too small to provide significant informa¬ 
tion regarding age distribution, but the incidence 
and degree of abnormality in the group without 
clinical evidence of encephalitis are shown in 
figure 6. 

Scarlet Fever.—In addition to the findings among 
children with viral diseases, interest attaches to 
changes in patients with scarlet fever. Of 156 chil¬ 
dren with scarlet fever, none had clinical evidence 
of encephalitis. Twenty-one per cent had abnor¬ 
mally slow electroencephalograms in the acute or 
immediate postacute phase of their illness (see 
table). The age distribution and the incidence and 
degi'ee of abnormality are shown in figure 5. The 
highest incidence of abnormality, but also the least 
severe, occurred at 5 years of age; but there was no 
definite peak. Children of all ages from 2 to 6 years 
seem to be equally prone to develop slow activity 
during scarlet fever. 


X 



Fig. 4.—Incidence and degree of electroencephalographic 
abnormality among children of various ages in acute and 
postacute stage of chickenpox, without clinical evidence of 
encephalitis (237 cases). 

Comment.—Figure 6 is a summary of the fore¬ 
going findings. It shows the ineidence of various 
degrees of abnormality in supposedly uncompli¬ 
cated cases of the common contagious diseases of 
childhood witliout regard to age, svith measles as 
the worst offender and rubella as the most innocu- 
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ous; only in one case where there was clinical evi¬ 
dence of encephalitis did rubella produce extreme 
abnormalih’. 

Follow-up Studies 

As part of our follow-up study on these children 
we have recorded 904 electroencephalograms at 
the time of return r'isits to the hospital. These re¬ 
cordings were all made on children who showed 
persistent slow activity at the time of their dis¬ 
charge. The study is continuing and it is still too 
early to make a definiti\'e report of our findings. 
However, only 1% of those patients who showed 
electroencephalographic abnormalit)’ in the acute 
or immediate postacute phase continue to show 
persistent electroencephalographic abnormality for 
months or years afterward (fig. 7 and 8). In some 
cases the slow activity is replaced by low-voltage 
spikes, usually in the occipital area. These may in¬ 
crease in voltage and after an initial period of 
increase the)’ may subside. We have seen patients 
in whom the electroencephalogram e^'entualIy 
normalized who did not develop symptoms, even 
though spikes developed and were present for a 
period of some months. Two patients u’hom we 
followed up closely, because they showed persist¬ 
ent electroencephalographic abnormalit)' and in¬ 
creasing spike activit)’, developed convulsions 
(fig.f). 

Comment 


The results of this study indicate that for every 
case of evident clinical encephalitis there are hun¬ 
dreds of cases in which the childhood illness is 
accompanied by electroencephalographic abnor¬ 
malities. These are not due to fever. The incidence 
and degree of abnormality var)' from one disease 
to another and from one age to another. The period 
of ma.vimum soilnerability as indicated by the elec¬ 
troencephalogram is in the 3rd year of life for 
measles and chickenpox but for mumps it is in the 



Fig. C .—Summary of incidence and degree of electro- 
encephalogr.iphic abnormality in acute and postacute stage 
of infectious diseases of childhood, without clinical evidence 
of encephalitis; black section represents “e.xceedingly ab¬ 
normally slow”; black and white “abnormally slow”; and 
gray “slightly slow." 


High-voltage slow waves in tlie postacute and 
chronic stage, which are later mixed with spikes 
of var)’ing voltage and location, have been de¬ 
scribed in clinically evident encephalitis occurring 
as a complication of the common contagious dis¬ 
eases of childhood.'' Such cases are not without 
interest, and this part of the over-all problem will 



Fig. 3.—Incidence and degree of electroencephalographic 
abnormality among children of various ages in acute and 
postacute stages of scarlet fever, w’ithout clinical evidence 
of encephalitis (156 cases). 


be dealt with in later publications. In this report 
we are concerned with cases of common conta¬ 
gious childhood diseases without clinical evidence 
of brain disorder. 


2nd year. Children of all ages below 7 years seem 
to be about equally rmlnerable to brain involvement 
by scarlet fever. 

The question may arise as to whether the tran¬ 
sient appearance of slow activit)’ in the electro¬ 
encephalogram is of any practical importance. The 
question may also be asked as to whetlier persist¬ 
ent and increasing abnormality is of real clinical 
significance. We believe tliat the answer to both 
these questions in the light of the total evidence 
is in the affirmative. How significant it is remains 
to be determined; it can only be determined by 
follow-up studies whicli are reinforced by cross- 
sectional studies on normal and abnormal persons 
at various ages. These are under way but, in tire 
meantime, we believe that tliere is good reason to 
accept the electroencephalographic abnormaliUes 
that appear during the acute and postacute phase 
of the common diseases of childhood as evidence 
of a type of disorder which is similar to, but less 
severe than, the types of cerebral disorder occur¬ 
ring in cases of clinical encephalitis. Since clinical 
signs and symptoms are less sensitive indicators 
and are present only in those cases vrith eridence 
of severe damage, we believe that the electroen¬ 
cephalograph allows us to detect mild damage. 

We have watched the development and evolu¬ 
tion of increasing electroencephalographic abnor¬ 
mality after measles in two patients. Both have gone 
on to have convulsions. One was diagnosed as 
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ha\dng “idiopathic epilepsy” by die family physi¬ 
cian after his third con\Tilsion. We knew, of course, 
that this was not a case of “idiopathic epilepsy” 
but a case of postmeasles epilepsy, because we 
watched the entire process develop from continu¬ 
ous ver>' slow acti\dt>' during the acute phase of 
measles to slow acti\dty mixed with very low-volt- 
age spikes; these gradually changed to high-\'oltage 

"■"VWHAaa. 

-y/VvAjV-V 

""lAAAAMr 

•' VX/VWm/" 

■■■° V\aV\A/\/ 

/VH/k/Wx/Ur 

Fig. 7.—Electroencephalographic evidence of subclinical 
brain disorder produced by measles, svith subsequent prompt 
recovery. A, exceedingly abnormal slow electroencephalo¬ 
gram of 5-year-old boy with measles (rectal temperature 
99 F); no clinical evidence of brain involvement. B, 10 days 
later, greatly improved; slightly slow activit>’ in all leads and 
slow wave foeus in left occipital area. C, three weeks after 
first recording (shown in A), electroencephalogram normal. 

spikes. We know tliat tliis tj'pe of electroencephalo¬ 
gram is usually associated with a historj' of seizures 
and we had e.xpected seizures to occur. 

What percentage of patients will subsequently 
develop convulsions or neurological symptoms can¬ 
not be estimated from the small number of cases 
and tlie short e.xperience tliat we have had tlms 
far. The present evidence indicates, however, diat 
the common contagious diseases can produce late 
sequelae in children who show no clinical evd- 
dence of brain involvement during the acute or 
postacute phase of the disease. 

Even though a child’s electroencephalogram re¬ 
turns to normal, there is tlie possibility that signifi¬ 
cant injurv' has occurred which may cause subse¬ 
quent emotional instability, psychiatric symptoms, 
or a reduction of intellectual power. We know 
tliat in cases of encephalitis which are followed by 
severe behavdor disturbances or intellectual de¬ 
fects udthout compulsions, the electroencephalo¬ 
gram commonly normalizes. In hjppsarhythmia * tlie 
electroencephalogram from the 1st to the 3rd year 
of life is usually extremely abnormal and epilepti¬ 
form attacks are frequent; in the 3rd year of life 
seizures often cease and tlie electroencephalogram 
commonly normalizes, but the child is usually left 
witli a severe intellectual defect. Postencephalitic 
paralysis agitans (parkinsonism) and postencepha¬ 
litic chorea (for example, Sydenham’s chorea) are 
usually associated udth normal electroencephalo¬ 
grams, e\-en tliough during tlie acute phase of the 
encephalitis which initiated tlie cerebral disease 
process tlie electroencephalogram was abnormal. 

In our follow-up studies we have three cases 












in which the child’s parents and teachers have re¬ 
ported behavior disturbances and decrease in the, 
child’s intellectual ability after recovery from 
measles, in spite of a returh of the electroencepha¬ 
logram to normal. No case of this type has been 
reported to us from the group of children whose 
electroeneephalograms remained normal through¬ 
out their illnesses. 

If we are to identify all the disturbances pro¬ 
duced by childhood diseases u'e cannot assume that 
a return of the electroencephalogram to normal 
means that the brain has not been injured. Many 
things can go wrong with the brain and still not 
show in the electroencephalogram. However, by 
interpreting both the negative and the positive 
findings in the light of what we know about the 
uses and limitations of electroencephalography, we 
may be able to get clews to some of the factors 
underlying behavior disorders, intellectual retard¬ 
ation, mental disease, and epilepsy in that great 
majority of cases where the cause is at 25resent un- 

knowm. Summary and Conclusions 

Electroencephalographic tracings obtained from 
1,298 patients who had measles, mumps, chicken- 
pox, rubella (German measles), or scarlet fever 
supposedly uncomplicated by central nervous sys¬ 
tem involvement, if judged by clinical signs and 
symptoms, show a high percentage of cases with 
marked electroencephalographic abnormalities dur¬ 
ing the acute and postacute periods. The great 
majority of these cases clear up within 10 days but 
some do not. 

Long-term follow-up of as many of these chil¬ 
dren as possible is under way to determine the ul¬ 
timate outcome. Two children whose electroen- 

AA/w/’/'W'* 

c c> 

Fig. 8.—Electroencephalographic evidence o£ subclinical 
brain disorder produced by measles, with subsequent de¬ 
velopment of spike focus and clinical epilepsy. A, exceed¬ 
ingly abnormally slow electroencephalogram of 7-year-old boy 
with measles (rectal temperature 100 F); no clinical evi¬ 
dence of brain involvement. B, one week later; waking ac- 
livit>' returned to normal. C, during sleep, focus of spike 
seizure activitj- evident in right parietal area. D, one year 
later; patient had tsvo major convulsions in six-month period; 
condition diagnosed as “epilepsy.’’ Spike seizure activity is 
present in right parietal and right temporal areas. 

cephalograms did not normalize have developed 
convulsions. It seems possible that childhood con¬ 
tagious diseases are responsible for more central 
nervous system disease than is generally supjrosed. 
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NEW CLINICAL CONCEPT OF SYSTEMIC LUPUS ERYTHEMATOSUS 

ANALYSIS OF 100 CASES 

Clarence E. Rupe, M.D. 

and 

Stewart N. Nickel, M.D., Detroit 


The major features of systemic lupus erythemato¬ 
sus have been well known since the early part of 
the 20th century. Jadassohn,’ Libman and Sacks,” 
and Goeckerman ® in particular noted the dissemi¬ 
nated character of the disease and reported a wide 
variety of manifestations. Systemic lupus erytlie- 
matosus was regarded as a dread and imiformly 
fatal disease occurring almost e,\clusively in women. 
The cardiovascular, ardiritic, renal, and systemic 
toxic features were especially well defined, and the 
erj'thematous butterfly rash v’as considered diag¬ 
nostic. However, available literature contains little 
information on benign cases of systemic lupus 
erythematosus. In addition, few papers on the sub¬ 
ject critically correlate specific symptomatology in 
the disease and prognosis of the patient. It is the 
purpose of tliis paper to present a new clinical pic¬ 
ture of systemic lupus erythematosus. 

The results of this investigation indicate that 
systemic lupus erythematosus is a more benign 
disease than previously suspected. It appears to 
arise from a hypersensitivity reaction. The illness 
usually follows a chronic course, being more serious 


The case histories of 100 patients with 
lupus erythematosus were studied for the pur¬ 
pose of identifying factors of greatest value 
in determining the prognosis. All patients 
satisfied certain diagnostic criteria, either a 
positive L. E. cell test result with typical 
history or else positive biopsy or autopsy 
findings. In more than half of these patients 
the survival time exceeded JO years. Com¬ 
plete remissions sometimes followed treat¬ 
ment or occurred spontaneously. The 34 
men in the series were far less seriously ill 
than the women, less frequently gave a posi¬ 
tive L. E. cell test result, and rarely had the 
classic butterfly rash. When neurological 
manifestations occurred the prognosis was 
grave. The least favorable prognosis wos in 
female patients with butterfly rash, systemic 
involvement, and no arthritis; male patients 
free from evidence of renal involvement bad 
the best prognosis. Systemic lupus erythema¬ 
tosus in this series appeared to be a more be¬ 
nign disease than was formerly supposed. 


From the Department of Internal Medicine, Henry Ford Hospital. 
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in women but common, altliougb mild, in men. 
The major system involvement appears to be one of 
the determining factors in the severity and eventual 
prognosis in patients with the disease. 

Method of Study 

The medical records of 100 patients at the Henry 
Ford Hospital with a diagnosis of systemic lupus 
erj'thematosus were selected for study. Consecutive 
cases were e.vamined and the patients chosen on the 
basis of a well-documented history and physical 
e.xamination in association with a positive L. E. 
test result (read by Dr. John Rebuck, Henry Ford 
Hospital) or biopsy or autopsy findings of lupus 
er)'thematosus. The L. E. test gave a positive result 
in 83% of the patients, 52 women and 31 men. Pa¬ 
tients with characteristic systemic manifestations 
and a positive L. E. cell test result, with at least 
five L. E. cells, were considered to have lupus 
er^'thematosus as defined by a committee of the 
American Rheumatism Association.^ Patients with a 
positive L. E. cell test result, with less than five 
L. E. cells, were not considered to have the disease 



Fig. 1.—Age at onset of disease in 100 patients with sys¬ 
temic lupus erythematosus. 


without, in addition, either the diagnostic butterfly 
rash or the characteristic renal findings. This was 
done to exclude patients with rheumatoid arthritis 
demonstrating the “false-positive” L. E. cell test 
result. There were 12 complete autopsies in the 
series diagnostic of lupus erythematosus. Six had 
negative and six positive L. E. test results. Excep¬ 
tions to the above rule were five patients (three with 
a butterfly rash and two with renal changes) in¬ 
cluded because of typical history, physical findings, 
and supporting laboratory evidence of lupus 
erji:hematosus who lacked the added diagnostic aid 
of an L. E. cell test or biopsy. The progress of all 
patients was followed to the time of yvriting, ex¬ 
cept for four who have been lost to follow-up. Each 
case was analyzed for clinical manifestations, 
morbidity, natural history from onset, and response 
to treatment. These various obsers'ations, sex of 
the patient, clinical behawor, and duration of dis¬ 
ease, were in tiuii correlated with each other. 
Morbidity in tliis study was graded on the bases of 


bodi die course of the disease and the capacity of 
the patient to live a normal life at.tlie time of re¬ 
view. The grades of function ranged from full 
activity to incapacitation. Intermediate betyveen 
these were slightly decreased activity and less than 
one-half capacity. 

Results 

Systemic lupus erythematosus was noted to have 
a relatively prolonged and generally benign course. 
The age at onset ranged from 2% to 74 years and the 
duration of the disease, as characterized by the 
onset of symptoms, from 10 months to 36 years 
(fig. 1). The two-year death rate was 3% while the 
five-year death rate was 11%. Fifty jyatients (50%) 
survived at least 10 years after the onset of the 
disease, and 45 of these are still living. The henign 
course was illustrated by the fact that only 2% of 
the total group proceeded to incapacity. In addi¬ 
tion, 58% of the men remained in good health and 
at full capacity. Fifteen per cent had slightly de¬ 
creased activity, 12% had less than one-half activity, 
and no men were incapacitated. In conti'ast the 
women were more incapacitated than the men: 
26% of the women continued at full activity; 32% 
were incapacitated to a slight extent; 9% had less 
than one-half capacity; and 3% were totally in¬ 
capacitated. There were 25 deaths by the end of 
the present study, 23 from the disease (19 women 
and 4 men) and 2 from other causes. Of these 
patients 14 had survived at least five years from 
the onset, while 3 patients lived less than two 
years. The mean survival time in the 25 patients 
who died was six years from the onset of the dis¬ 
ease. Seven of these patients did not receive the 
benefit of treatment with corticosteroids during 
their illness. From the above data a classification 
was made, consisting of three clinical types of 
systemic lupus erythematosus: (1) chronic con¬ 
tinuous, (2) severe intermittent, and (3) acute 
fulminating. Most patients had the chronic con¬ 
tinuous type, which smoldered along with but oc¬ 
casional exacerbation of symptoms. Ten patients 
had cases that presented a severe intermittent pic¬ 
ture, and they died within five years either of pro¬ 
gressive renal damage or of fulminating exacerba¬ 
tion. One patient had rapid progression of the ill¬ 
ness and died 10 months after onset. 

Hypersensitivity in the Pathogenesis 
of Lupus Erythematosus 

The etiological agent in lupus erythematosus 
was sought by studying events just prior to the onset 
of the disease. In many patients this was not pos¬ 
sible, since the disease had started months to years 
before the patient was seen here. The description 
of an instance in which a streptococcic sore throat 
preceded systemic lupus erythematosus in a young 
woman follows. 
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Report of a Case.—A 27-ycar-olci woman was seen 
in the outpatient clinie with the chief complaint of 
sore throat of six clay.s’ duration. No pleuritic or 
joint pain was present. Physical examination showed 
a well-nourished, acutely ill woman, with a tem¬ 
perature of 101.4 F (38.5 C). Her throat and tonsils 
were moderately inflamed. The rest of the examina¬ 
tion was within normal limits. The initial impres¬ 
sion was that of a streptococcic sore throat. A cul¬ 
ture of the pharynx produced a moderate number 
of beta hemolytic streptococci. The patient’s anti¬ 
streptolysin titer was 500 units, and the heterophil 
agglutination test gave negative results. The patient 
was treated with 1,200,000 units of benzathine 
penicillin G (Bicillin, long-acting). 

The patient had been seen at this hospital seven 
months prior to the present illness for a preemploy¬ 
ment examination and had been found to be com¬ 
pletely well. Her historj' was negative except for an 
episode of pneumonia at the age of 3 months and 
a tonsillectomy at the age of 21 years. There was 
no histoiA' of scarlet fever, rheumatic fever, growing 
pains, arthritis, or allergies. Many injections of 
penicillin had been given the patient prior to the 
present illness, without a reaction. Review of sys¬ 
tems and family historx' were noncontributor)'. 

Two weeks after the initial illness the patient 
returned with a burning, pruritic, plaque-like 
erythematous eruption over the bridge of the nose 
and cheeks. There was abdominal cramping and 
backache. Physical examination showed a typical 
erj'thematous butterfly rash over the cheeks. ’Tem¬ 
perature was 99.2 F (37.3 C) (normal for patient 

97.2 F [36,2 C]). Blood pressure was 100/80 mm. 
Hg and pulse, 80 per minute. Cervical adenopathy 
was the only additional finding. 

Laboratory studies showed hemoglobin level of 

11.2 Gm.%; four white blood cell counts ranging 
from 2,650 to 4,500 per cubic millimeter, with 
segmented neutrophils 45%, eosinophils 1%, 
basophils 1%, lymphocytes 45%, monocytes 8%; 
platelets adequate; and red blood cells normocytic. 
Serum protein electrophoresis showed total protein 
content of 7.6 Gm.%, with alpha-1 globulin 5%, 
alpha-2 10%, beta 12%, and gamma 32% and albumin 
42%. Cryoglobulin test result was 2-(- in 48 hours, 
and nonprotein nitrogen content was 27 mg.%. The 
electrocardiogram and chest .x-ray were normal. 
Result of the L. E. cell test was positive and result 
of biopsy of a skin specimen was compatible with 
the diagnosis of lupus erythematosus. 

The skin lesion cleared with bed rest. One month 
later the patient was asymptomatic and thought to 
be completely well. Result of an L. E. cell test was 
negative. 

Other Cases.—Thirty-three per cent of the pa¬ 
tients gave a historj' of eitlrer a sore throat or an 
earache just prior to their illness. Throat cultures 
in five of the patients demonstrated beta hemolj'tic 
streptococci, alone or together with nonhemo¬ 


lytic streptococci, while in another five a clinical 
diagnosis of strejrtococcic throat infection was 
made, but no culture was taken. In three patients 
with skin abscesses and in another with a chronic 
draining osteomyelitis, beta hemolytic streptococci 
were cultured from the lesions. Other nonspecific 
infections such as pneumonitis, draining otitis 
media, cellulitis, carbuncles, and upper respiratory 
tract infections were noted on occasion to antedate 
the onset of symptoms. In four patients whose initial 
illness was felt to be allergic in origin skin testing 
was done. All were found to have a 2-{- to 4-1- 
reaction to beta hemolytic streptococcic, non¬ 
hemolytic streptococcic, and pneumococcic protein 
extracts. In one patient there was a 4-t- reaction to 
histamine, but other skin tests to weeds, house dust, 
and animal dander gave negative results. 

There was a historj' of some type of allergy in 
51% of the patients of this series, 38 women and 
13 men. Of this group 16 were sensitive to penicillin, 
11 to sulfonamide drugs, 3 to “caine” drugs, and 2 
to tetanus antitoxin. In addition, the history of fire 
patients revealed 11 cases of rheumatic fever, 12 
cases of scarlet fever, and 3 cases of nephritis. Tliree 
of the patients had had toxemia of pregnancy with 
eclampsia many years prior to the onset of lupus 
erj'thematosus. The family of patients in this series 
often contained a member with one of the collagen 
or related diseases. Ten patients had immediate 
relatives mth rheumatic fever, 10 with rheumatoid 
arthritis, 8 with asthma, 6 with nepliritis, 3 with 
what was probably lupus erythematosus, and one 
each with thrombocytopenic purpura and Ray¬ 
naud’s phenomenon. Nine patients had more than 
one member of the family involved with one of the 
above diseases. 

Organ Involvement and Prognosis 

Most organs of the body were affected to some 
extent by lupus erythematosus. There appeared to 
be definite correlation between the organs involved 
and the prognosis. An erj'thematous butterfly rash 
carried a grave prognosis. Of the patients in this 
series 97% had some type of skin involvement; 38% 
demonstrated the classic butterfly dermatitis. It 
seldom occurred in men. There were 34 women 
(51%) with a butterfly eruption compared to 4 men 
(12%). Of the female patients with the butterfly 
rash 11 died, 2 were totally incapacitated, 2 had 
less than one-half capacity, 8 had slightly dimin¬ 
ished capacit)', and 11 had full capacitj'. Two of the 
males with a butterfly eruption died, one had less 
than one-half capacity, and one was asymptomatic, 
with discoid lupus erythematosus. Sun sensitivitj' 
was present in 50% of the patients with a butterfly 
rash, compared to 16% without it. Systemic symp¬ 
toms were more severe and neurological manifesta¬ 
tions occurred oftener in the group witli the butter¬ 
fly rash. Convulsions occuiTed in six of these 
patients, psychoses in three, and diplopia in t\vo. Of 
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the patients witli the butterfly rash 71% had 
leukopenia, compared to 43% of the patients without 
the rash. Of these same patients 42% showed an 
anemia below 10 Gm. per 100 ml., compared to 
25% of those not showing the rash. None of the 
group of patients with a butterfly rash developed 
jaundice; however, seven of the patients without 
a butterfly rash had jaundice, three women and 
four men. There was biopsy and clinical evidence 
of posthepatic cirrhosis in three of the men and one 
of the women. 

When neurological manifestations occurred tlie 
prognosis was also grave. Eleven patients in the 
entire series died within five years of the onset of 
the disease. Of these patients 10 presented neurolog¬ 
ical symptoms, 7 with severe grand mal convul¬ 
sions and 3 with psychoses. Progressive azotemia 
and severe hypertension probably caused the con¬ 
vulsions in five patients, while direct involvement 
of the brain with lupus erythematosus was the 
cause in the other two. 

The prognosis appeared to be good if the joints 
were involved with a rheumatoid-like arthritis 
severe enough to produce .x-ray changes or joint 
deformity. Tliirh'-one patients fell into this cate- 

Incidence by Sex of Positive Reaction of L.E. Ceil 
Test in Eighty-three Patients 

No. of L.E. Cells, per 500 

1-4 j-9 10-19 20-19 50-99 100 150 

Women (52 patients). % 19 27 17 20 11 6 

Total, Si. to 37 17 

-Men (31 patients), Si. 23 42 22 18 0 0 

Total, Si. OS 35 0 

gor)r, 25 women (38%) and 6 men (17%). The 
average duration of disease from onset in the wom¬ 
en was 12 years and in the men 9 years. 

The presence of kidney involvement was diSicult 
to determine definitely without the aid of a kidney 
biopsy. The serum nonprotein nitrogen content, 
results of the phenolsulfonphthalein e.xcretion and 
urea clearance tests, and intravenous pyelograms 
are poor aids in the evaluation of renal impairment 
from lupus erythematosus. However, a urine analy¬ 
sis which on repeated e.xamination demonstrates red 
blood cells, casts, and albumin is probably the best 
simple means of detecting any renal abnormality. 
In the present series 19 men (56%) and 23 women 
(357o) showed these urinary' findings at some period 
during tlieir disease. Chronic renal insuflSciency' 
was determined by a persistently elevated serum 
nonprotein nitrogen level. Eight men (24%) showed 
both an abnormal serum nonprotein nitrogen level 
and abnormal urinalyses, compared to 11 women 
(16%). Patients with renal involvement appeared 
to have a fair prognosis. It was only after over¬ 
whelming or repeated insults to the kidney that 
cluronic renal failure developed. The duration of 
the disease from this point to deatli varied, but 
some surs'ived as long as five y'cars. 


The positivity' of the L. E. cell test reaction was 
compared with the severity of illness in individual 
patients. It was found that the positivity varied 
directly with the severity of the illness and the de¬ 
gree of error inherent in counting 500 cells. In a 
patient with symptoms the L. E. cell test result was 
usually positive. The number of L. E. cells in each 
test varied in individual patients mth tire progres¬ 
sion or remission of the disease. The positivity , of 
the test increased in gravely' ill patients. Also the 
difference in the number of L. E. cells found be¬ 
tween repeated tests was greater when the L. E. 
test result was strongly' positive. In patients witliout 
sy'mptoms the L. E. cell test result was rarely posi¬ 
tive. 

Sex and Prognosis 

The relationship of sex to prognosis, to the L. E. 
test result, and to the flocculation test result was 
considered in patients with systemic lupus erythe¬ 
matosus. Of the patients in the present series 34% 
were men. They frequently developed the disease 
later in life than the women (fig. I) and were less 
incapacitated. The women more frequently de¬ 
veloped the disease in their early menstrual life, 
they were more seriously ill, and the death rate in 
women was tsvice that in men. The age at onset of 
lupus erythematosus showed a striking difference 
between the men and the women. Although 75% 
of the cases in each sex started between the ages of 
15 and 50 years, the men were evenly distributed 
throughout the period whereas the women showed 
a high incidence starting between the ages of 14 
to 20 years, with the peak between 20 and 30 y'ears. 

Men demonstrated fewer L. E. cells on peripheral 
blood examination (see table). No man in this 
series had a positive L. E. cell test result of more 
than 40 cells, while 17% of the females examined 
had test results with more than 50 cells. In some 
cases as many as 148 L. E. cells per 500 cells were 
counted on a smear. 

The cephalin, cholesterol, and thymol turbidity 
flocculation tests appeared to be a good screening 
procedure for patients with lupus erythematosus. 
Of the 73 patients tested 84% showed a positive 
flocculation test result. The women showed more 
strongly positive reactions. Of the women 64% 
demonstrated 4+ reactions, compared to 38% of 
the men. 

Comment 

The clinical concept of systemic lupus erythema¬ 
tosus as held by doctors has changed in recent years. 
Baehr and co-workers,'' Dubois,” and Dameshek ’ 
considered this a dangerous and deadly disease tliat 
occurred almost entirely in women. Jessar and co¬ 
workers " stated that 20% of his patients survived 
five years or longer. It was his opinion that the 
course was short and the prognosis poor in this 
disease. Other authors such as Harvey and co¬ 
workers ° suggested that systemic lupus erythemato- 
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sus need not be fatal in every case. A few of tlieir 
patients were alis'e many years after the onset of the 
disease. The present study differs greatly from past 
reports and offers a new clinical concept of this dis¬ 
ease. Systemic lupus erythematosus, in general, is 
a more benign disease than was prew'ously sus¬ 
pected. The survival time from the onset of disease 
in this series was at least 10 years in 50% of the 
patients (ffg. 2). Complete remission may occur 
spontaneously or in response to treatment with 
anti-inflammatory agents. Three factors seem to 
account for this changing pietuic, the most im¬ 
portant of which is the diagnosis of benign cases. 
The second factor is the diagnosis of cases which 
eventually terminate in death years later. The last 
factor is the benefit derived from treatment with 
corticosteroids, which has carried patients over 
otherwise fatal crises. 

Scant reference has been made in the literature 
to the natural course of systemic lupus erythemato¬ 
sus. Harvey and co-workers" stated that systemic 
lupus erythematosus was characterized by periods 
of exacerbation and remission which in some cases 
might last a long period of time. The disease ap¬ 
peared to wax and wane, and a variety of organ 
systems could be involved at any one time. The 
waxing and waning nature of the illness was con¬ 
firmed by the present study. Dameshek ’ felt that a 
great variation of possible abnormalities could oc¬ 
cur in patients with systemic lupus er\'thematosus. 
These manifestations varied from time to time and 
in degree in more or less a random manner. A 
wide variety of symptoms was noted in the present 
study and seemed to occur in an orderly sequence. 
Initially nonspecific symptoms such as fever, weight 
loss, malaise, mild fibrositis, arthralgia, or abdomi¬ 
nal pain might usher in the disease. Later, indi¬ 
vidual organs such as the kidneys, heart, or joints 
could become involved with systemic lupus ery¬ 
thematosus. Once these organs were "sensitized” 
they tended to become involved more easily, with 
repeated exacerbations of the disease, than did 
other, unsensitized tissue. Eventually many organs 
of the body could be affected, rendering the prog¬ 
nosis increasingly more grave in the patient. 

One of the most significant findings in this study 
has been the observation that prognosis and course 
follow specific organ involvement. It is the tjqre 
of involvement rather than the degree which is 
important. The presence of a butterfly rash over 
the face of a patient with systemic lupus erythe¬ 
matosus was an ominous sign, especially if asso¬ 
ciated with sun sensitivity, neurological manifesta¬ 
tions, or systemic symptoms. The rash was from 
four to five times more common in women. Both 
morbidity and mortality were high, and the course 
was short in this group. In the past the erythematous 
butterfly rash over the cheeks was tlie hallmark of 
the disease. The preponderance of women and the 
high death rate in previous studies may have been 


due to the selection of many patients with the easily 
diagnosed butterfly rash. With increasing aware¬ 
ness of the disease the butterfly rash is seen now in 
a minority of cases. This may account for the large 
number of benign cases and the high incidence of 
men in the present group. It is difficult to speculate 
beyond this general association of symptoms. In 
contrast, the presence of a rheumatoid-like arthritis 
as the main sign of lupus erythematosus improved 
the prognosis greatly. These patients often followed 
a long course, e.xtending as many as 25 years from 
onset. The disease in men tended to fall into re¬ 
mission while women progressively dev'eloped joint 
changes and deformities. Even though s}Tiovial 
ehanges and symptoms were chronically present in 
men, they seldom went on to joint deformity. Care 
was taken to e.xclude patients with rheumatoid 
arthritis from this study. 

Lately, the renal, hepatic, and hematological 
manifestations have received much comment. In the 
present study renal involvement as determined by 



Fig. 2.—Duration of disease from onset of 100 patients 
with systemic lupus erythematosus. 


urine analysis appeared to be more prominent in 
men. This u’ould be similar to the high incidence of 
men with acute glomerulonepliritis. One patient in 
the present series was a 20-year-old man, with 
simulated acute glomerulonephritis as tlie only 
manifestation of lupus erj'thematosus. Results of 
several L. E. tests on his peripheral blood were 
strongly positive. This patient might well have 
been classified as having acute glomerulonephritis, 
prior to discovery of the L. E. test result. 

Chronic renal insufficiency, whether from lupus 
erj'thematosus or other causes, always carries a 
grave prognosis. More than 50% of tliose who died 
in the present series had evidence of renal failure. 
However, many of the living patients did not show 
any k-idney involvement. Renal invoh'ement without 
insufficiency appeared reversible and carried a fair 
prognosis. Those who developed chronic renal in¬ 
sufficiency survived for as many as five years. 

In a recent publication McCombs and Patter¬ 
son listed the indmdual manifestations in 77 
patients noth systemic lupus erytliematosus. From 
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these data several factors were found which in¬ 
fluenced the course and prognosis of the disease. 
The men were severely ill with the disease, al¬ 
though the incidence was verj’ low. Of eight men 
in tin's series si.v died, one had renal insufficiency, 
and the other was recovering from severe myositis. 
The authors stated that renal involvement was the 
most serious prognostic omen. Patients with poly¬ 
serositis and m}'ocarditis responded to treatment 
with corticosteroids and their prognosis tended to 
be good. 

The present study does not fully support the 
conclusions of McCombs and Patterson.The 34 
men in the present series were far less seriouslv ill 
than the women. The L. E. test result was less often 
positive in men, and few men demonstrated the 
classic butterfly rash. The diagnosis v'as more diffi¬ 
cult to make in men than in women. This fact 
w'ould account for the low number of men recorded 
in the literature. The rising incidence of men as 
this study is continued suggests that lupus er>'the- 
matosus occurs frequenth' in men. 

In spite of the lack of kmowledge about the e.xact 
cause of lupus erj'thematosus, certain precipitating 
factors are generally accepted as being conducive 
to its development. Infection, drug or sun sensi¬ 
tivity, and cyclic chan'tes in hormones, such as are 
seen with menstniation. pregnancy, and steroid 
therapy, are some of the more common ones. A great 
deal of speculation about the etiology of this dis¬ 
ease has been proposed. The endometrium of 
menstruating women at one time was suggested as 
a factor in tire development of the disease, but no 
direct evidence was offered for this tlieory.'^ There 
is, however, a well-documented report of the occur¬ 
rence of systemic lupus erythematosus in two pa¬ 
tients receiving sUeptococcus to.vin.” A definite 
association was noted between the onset of the 
disease and die streptococcus toxin. In the present 
study many of die patients had streptococcic in¬ 
fections just prior to the onset of lupus erythemato¬ 
sus. Throat cultures were positive in five of the 
patients, while others were described as having a 
typical streptococcic sore throat. In addition other 
txqies of beta hemoK'tic and nonhemolytic strep¬ 
tococcic infection such as furuncles, abscesses, otitis 
media, and osteomyelitis appeared to initiate the 
disease in patients without a sore throat. In some 
patients prolonged and repeated e.xposure to these 
stimuli appeared necessan' to initiate the disease. 
This evidence would give support to a theory that 
In'persensitii'ih'- to streptococci may be an im¬ 
portant factor in the disease. Toxemia of pregnancy 
with eclampsia occurring many years before the 
onset of lupus erj'thematosus in diree patients in 
the present series suggests an association to be 
sought in the future. 

The cause of deadi in patients w'idi lupus erj'die- 
matosus was eidier the basic disease process itself 
or a complicating illness. Harvey and co-workers ® 


outlined a variety of causes of deadi of patients in 
their series. Among them were acute exacerbation 
and progressive organ involvement, chemical 
“causes” without autopsy findings, pulmonary in¬ 
sufficiency, cerebral hemorrhage, renal insufficiency, 
hemorrhagic tendency, and secondary infection, in¬ 
cluding pneumonia, endocarditis, and septicemia. 
Deaths in the present series can be divided into six 
groups. One, which has not been noted previously 
in the available literature, is anaphylactoid death. 
The patient is usually quite ill with multiple organ 
involvement or in remission from previously severe 
lupus erythematosus. Hfithout apparent cause there 
is rapid development of anaphylactoid shock. Acute 
larjmgeal edema and marked dyspnea are character¬ 
istic. The patient becomes resistantly hypotensive 
and convulsions may occur. The toxic manifesta¬ 
tions in such a patient may be so overwhelming and 
prolonged that the patient dies during an acute 
e.vacerbation. Chronic renal insufficiency with 
azotemia was present in 14 patients, 3 men and 11 
women. In addition, other serious system involv'e- 
ment often was present in this group. The imme¬ 
diate cause of death was therefore difficult to de¬ 
termine at times. Secondary infections, including 
pneumonia, accounted for several deaths in this 
series. 

In general, the degree of L. E. cell positivity 
varied directly with the severity of the disease in 
individual patients. A more detailed study will be 
published later. It can be postulated that the L. E. 
cell positivit)' reflects the lytic factor in the globulin 
fraction of the serum protein. This correlation 
parallels the positivity of the cephalin, cholesterol, 
and thymol turbidity flocculation tests. The more 
positive flocculation test results were associated 
with the more positive L. E. cell tests results and 
the most seriously affected patients. The women 
demonstrated almost twice as many 4-f- floccula¬ 
tion reactions as did the men. 

Summary 

Increasing clinical awareness and study of the 
L. E. cell phenomenon have greatly expanded the 
understanding of the natural history of lupus ery¬ 
thematosus, revealing its prolonged, frequently 
benign course. The disease is much more common 
in men than has been previously reported. The 
natural histoiy of lupus er 5 'thematosus as sho\ra in 
this analysis suggests a classification of cases into 
chronic continuous, severe intermittent, and acute 
fulminating types. The prognosis in tlie individual 
case can be more accurately predicted if sex and 
type of organ involvement are taken into account. 
In this series a female patient with a butterfly rash, 
systemic involvement, and no arthritis had the 
worst prognosis and a male patient lacking evi¬ 
dences of renal involvement had the best. The 
frequent association of streptococcic infections pre¬ 
ceding the onset of lupus erythematosus and re- 



Vol. 171, No. 8 


HEMIPLEGIA-ARCHIBALD 


83/1061 


pcatcd tissue response in the individual patient 
suggests a prophylactic possibility. Therapy with 
steroids may further change the prognosis in lupus 
erythematosus. At present the apparent increasing 
incidence of lupus erythematosus and the more 
frequent recognition of the earlier, milder case 
make a statistical appreciation of the effects of 
steroids and h-eatment difficult. 

2799 W. Grand Blvd. (2) (Dr. Nickel). 
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LEG BRACING IN HEMIPLEGIA 


Kenneth C. Archibald, M.D., New York 


Lower e,vtremity bracing properly applied can 
improve ambulation in hemiparetic patients. Un¬ 
necessarily cumbersome long leg bracing may offer 
more support and stability during standing but 
may actually hinder walking. Opinions regarding 
the indications for different tjqies of bracing vary 
considerably. This paper will describe the most 
commonly used tjqies of support for the lower ex¬ 
tremities and discuss some of the factors which 
must be considered before braces are prescribed for 
adult hemiparetic or hemiplegic patients. 

Long Leg Brace 

The usual long leg brace * consists of two metal 
uprights, a medial one extending from tlie ankle 
joint to a point below the origin of the hip adduc¬ 
tors and a lateral one extending from the anlde 
joint to just below the greater trochanter. Each 
bar has a hinge at the Imee witli a lock on the 
medial upright which enables the patient to unlock 
the brace with his uninvolved hand. These uprights 
are held together by two thigh bands and a calf 
band. The lower ends of the uprights attach to the 


Director of Physical Medicine and Behabilitation, The New York 
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Applying braces to the legs in the reha¬ 
bilitation of hemiplegic patients calls for 
discrimination. A brace that aids in standing 
may hinder walking; a patient who needs 
the knee support of a long brace at first 
may eventually become able to walk as well 
with either a short leg brace or none at all. 
The history of a 61-year-old man after sud¬ 
den onset of total right-sided paralysis and 
aphasia illustrates the importance of fre¬ 
quent, apparently minor adjustments in de¬ 
termining the progress of the patient. Bracing 
is a significant consideration in the manage¬ 
ment of some hemiplegic patients. When it 
is necessary, a prompt and judicious choice 
should be made among devices of the kind 
here described, and frequent inspection and 
adjustment may be necessary. 


shoe via a stirrup, or, less desirably, a caliper, 
plantar flexion being limited either by a rigid pos¬ 
terior “stop,” which is usually set at 90 degrees for 
the hemiplegic patient, or less rigidly by the so- 
called Klenzak spring joint. 
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There are relatively few indications for a long 
leg brace in hemiplegia. Only 4 of 60 hemiparetic 
patients seen during the past three years used long 
leg braces. Most patients who became ambulatory 
were eventually able to walk just as well, if not 



Fig. 1.—Two types of adjustable long kg support for un¬ 
stable knee. 

better, with either a short leg brace or none at all. 
The four patients who required continued knee 
support to permit walking considered ambulation 
with the long leg brace too much of a chore to be 
practical; thus, their minimal ambulation could not 
be considered functional. In most instances the 
braces were too heaw and cumbersome. 

In tlie initial training period either an adjustable 
tj’pe of knee support (fig. 1) or a homemade splint 
made from a newspaper or magazine and held be¬ 
hind the knee by an Ace bandage (fig. 2, right) 
frequently can accomplish the same purpose more 
effectively and economically. In fact, the amount of 
posterior support can be more easily regulated by 
tliis simple device so that any e.xisting or returning 
strength of the quadriceps can be utilized more 
effectively by merely changing the tliickness of the 
newspaper or magazine and adjusting the tightness 
of the bandage. On the other hand, most tj'pes of 
rigid kmee support tend to hold die knee in hj'per- 
e.ytension, permitting relatively little action of the 
quadriceps unless the Imee pad is loose, in which 
case the fle.vible semirigid qualit)' of support which 


conceivably sei-ves as an additional exercise stimu¬ 
lus for a weak quadriceps would still not be 
proxided. 

Some patients who require hip support initially 
would benefit by a so-called keystone splint, which 
is a canvas support containing wooden stays cross¬ 
ing the hip as well as the knee (fig. 2, left). The hip 
straps may be loosened as balance and strength re¬ 
turn. Although none of these supports helps the 
ankle, a piece of strong rubber tubing attached to 
the front part of the shoe, possibly across the most 
distal portion of lacing and passing upward to the 
knee support, will temporarily substitute for weak 
ankle dorsiflexors during the use of such a device. 
Of the two adjustable splints shown in figure 1, the 
lighter single posterior support (fig. 1, right) has 
been more effective, in our experience. 

The presence of a knee-flexion contracture con¬ 
stitutes one of the few indications for a long leg 
brace. In this instance the knee pad is tightened 
progressively as the flexion contracture decreases. 
Such bracing is also one method of applying rela¬ 
tively prolonged “knee stretching” either in or out of 
bed. In one patient a 30-degree knee-flexion con¬ 
tracture was completely reversed and quadriceps 
sb-ength improved so that a long leg brace was no 
longer necessary. 

Another indication for long leg bracing is a non- 
united hip fracture in the hemiparetic extremity, 
in which case an ischial weigljt-bearing brace 
would be necessary. It should be emphasized, how¬ 
ever, that it is extremely difficult to make such a 
brace actually ischially weight-bearing by the use 



Fig. 2.—Left, keystone splint. Right, posterior k-nee sup¬ 
port from magazine held in place by Ace bandage. 


of a Thomas ring. Recently, Russek and Eschen' 
replaced the poorly fitting ischial ring on a long 
leg brace with a bivalved wooden upper thigh sec¬ 
tion similar to that used in an above-kmee prosthesis 
for an amputee (fig. 3). Ischial support may also 
be indicated in the presence of osteoarthritis of the 
involved kmee if there is pain on weight-bearing.“ 
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Short Leg Brace 

Short leg bracing is indicated either for lateral 
instabilih' or when there is insiifBcient ankle dorsi- 
fle.vion to keep the forefoot from dragging during 
swing-through. The classic double-bar short leg 
brace consists of lateral and medial uprights con¬ 
nected by a calf band just below the kmee. The 
type of ankle joint prescribed becomes increasingly 
important in the short leg brace, due to its more 
profound effect on the rest of the e.xtremity and 
trunk in balance and ambulation. 

During the stage of relative flaccidity, a stirrup 
ankle attachment containing a Klenzak spring joint 
(fig. 4, left) seems most logical for the following 
reasons. It has been shouai'' that ankle dorsiflexion 
is strongest on heel strike, in order to prevent the 
foot slapiring that would be seen and heard in the 
presence of u’eak ankle dorsifle.vors. Electroms’o- 
graphic studies have s’erified that more strength is 
required in this lengthening action of the ankle 
dorsiflexors on weight-bearing than in dorsifiexing 
the foot during swing-through, an observation long 
recognized clinically b)' the early appearance of 
foot sla23ping with relatively slight ankle dorsifle.xor 
u’eakness. 

This follou's logically, since the ankle dorsiflexors 
in their attempt at deceleration are opposed by the 
body weight and its forward momentum at heel 
strike. With a short leg brace containing a rigid 
90-degree ankle stop, this force is suddenly trans- 
fen-ed to the calf band, tending to flex an unstable 
knee until the line of gravih' passes anterior to the 



Fig. 3.—Ischial weight-bearing brace with hinged quad¬ 
rilateral wooden socket. 


knee’s axis of rotation. If, hou'ev’er, the rigid poste¬ 
rior ankle stop is replaced by a spring which pro¬ 
vides less resistance to plantar fle.xion on heel strike, 
then the sudden transfer of force to the posterior 
calf does not occur, unless, of course, the spring is 
too strong or the brace is set in too much dorsiflex¬ 
ion. 


If a hemiparetic patient has a relatively flaccid 
ankle and an unstable kmee, he may be able to walk 
with a short leg brace containing the Klenzak 
spring joint, whereas a rigid 90-degree ankle stop 
would require posterior knee suf)port or a long leg 



Fig. 4.—short leg braces with stirrup ankle attachments. 
Left, Klenzak spring joint. Right, rigid 90-degree posterior 
stop. 

brace to jnevent buckling. Otherwise such a pa¬ 
tient u'ould not swing-through but would either 
swing-to s'cn' cautiously or circumduct the leg as 
a unit, being careful not to place it too far in front 
of the uninvolved leg. 

In these cases use of the so-called intermittent 
double-step gait, which consists of pausing after 
every turn steirs, usually becomes imperative to 
maintain balance. Peszczjmski ° has emphasized tlie 
exaggerated loss of balance occurring during either 
the stance or the slowed suing phase of the in¬ 
volved lower extremitjc In either case such pausing 
may hel^r prevent this loss of balance and subse¬ 
quent falling. Also the use of a four-point cane 
(fig. 5) may be extremely helpful in providing a 
broader base for better balance. 

The following case histors' illustrates the use of 
a short leg brace with a Klenzak joint in a patient 
with a relatively flaccid right-sided hemiplegia, 
posterior knee support being provided initially by 
a magazine-ri'pe splint. 

Report of a Case 

A 61-year-old man unth a five-j'ear history of 
hypertension was admitted to New” York Hospital. 
'Iliree days prior to admission while driving home 
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from work the patient had suffered a sudden onset 
of total right-sided paralysis and aphasia. One day 
prior to his admission, slight improvement in speech 
was noted, but the essentially flaccid right-sided 
hemiplegia persisted. His medical and family his¬ 
tories were noncontributor)% 

Physical examination revealed tlie following 
signfflcant findings: blood pressure 190/105 mm. 
Hg, pulse rate 84 per minute, and respiration rate 
16 per minute. There was a marked expressive 
aphasia and dysarthria, right homonomous hemi¬ 
anopsia, right-sided lower facial paresis, and a 
total flaccid paralysis of the upper and lower right 
e.xtremities. Initially there was a partial right-sided 
hemianesthesia to pinprick, cotton, vibration, and 
position sense. Other abnormal right-sided findings 
included absent abdominal and cremasteric reflexes, 
an extensor plantar response, hyperactive deep 
tendon reflexes, but no ankle clonus. 



Fig. 5.—Patient with right short leg brace (Klenzak ankle 
joint) and quadricane. Left, with posterior magazine knee 
splint. Right, without posterior knee splinting. 


Pulsations of the internal carotid arteries in tlie 
tonsillar fossa were strong and equal, and it was 
felt tliat the patient had sustained a thrombosis of 
the stem of the left middle cerebral arter)x Labora- 
torj" findings, including urine analysis; complete 
blood count; blood urea nitrogen determination; 
fasting blood sugar level; and serum sodium, potas¬ 
sium, and transaminase values were essentially 
witliin normal limits. 

The patient was started on range of motion and 
active assistive exercises for tlie right upper and 
lower e.xtremities and on speech tlierapy during the 
first two-week period. After admission there was 
marked improvement in speech but only slight im¬ 
provement in strength, so that when balancing and 
ambulation were first attempted in the parallel bars, 
widi use of an adjustible posterior long leg support, 
there was still a relatively flaccid right-sided hemi¬ 


plegia, e.xcept for minimal strength in the hip ex¬ 
tensor and adductor areas on die right. Initially the 
trunk balance was extremely poor but gradually 
improved as did the strength in the trunk and hip 
areas on the right. 

Although the knee extensors remained essentially 
flaccid, a right short leg brace was ordered. One 
month after admission the patient was walking out¬ 
side of tlie parallel bars in a right short leg brace 
with a 90-degree Klenzak spring, the knee being 
supported by a posterior magazine splint (fig. 5, 
left). By the next week he was able to walk without 
tlie posterior knee support, using only the short leg 
brace and a four-point cane (fig. 5, right), even 
tliough tlie knee extensors remained relatively 
flaccid, with a test result no better than “poor.” He 
was able to do this by not allowing weight-bearing 
on the right lower e.xtremity until his center of 
gravity was anterior to the a.xis of rotation of tlie 
right knee joint. This was accomplished by his 
avoiding an excessive swing-through with the right 
leg and distributing some of his ‘ weight to the 
four-point cane, at least until his line of gravity 
was far enough forward to prevent his buckling at 
the right knee. Also he paused for balance after 
ever)' other step. 

E.xperimental tightening of tlie spring in die 
Klenzak ankle joint as well as temporary conversion 
to a rigid 90-degree stop made walking more di£B- 
cult because of a tendency toward kmee buckling 
on heel strike. The patient gradually gained in¬ 
creased confidence in this method of walking, 
which was followed by an increase in the strength 
of the quadriceps, so that he was discharged on a 
home program, six and one-half weeks ^ter ad¬ 
mission, independent in self-care activities using 
the left upper extremity to substitute for the severe 
loss of function in the right upper extremit)' which 
remained relatively flaccid. His blood pressure level 
stabilized at 180-170/100-90 mm. Hg, without the 
use of any specific hypotensive agent. 

Comment 

The preceding case report is characteristic of 
many patients with relatively prolonged flaccidity. 
In markedly spastic hemiparetic patients, however, 
a Klenzak spring occasionally tends to induce clonus 
and additional spasticity. In these patients as well 
as in those in whom knee e.xtensor strength is good, 
a rigid 90-degree posterior stop is preferable 
(fig. 4, right). If the involved extremity becomes 
increasingly spastic, the Klenzak joint may be con¬ 
verted to a rigid 90-degree stop joint by replacing 
tlie springs \vith ball bearings or metal rods. This 
is not often necessarj', however, because, as 
Machek® pointed out, such a problem is physio¬ 
logically reduced by means of the Weber-Fechner 
law for discrimination of sensor}' intensities, the 
lengthening reaction, and adaptation. 
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Other h'pes of short leg braces include the pos¬ 
terior spring brace and copper coil brace plus a 
variet)' of single bar braces. These may be entirely 
satisfactory and cosmetically superior for relatively 
flaccid dorsiflcxion weakness, but they are not 
strong enough for patients with severe spasticitj' or 
with severe ankle instability, conditions which may 
be present without significant weakness in dor- 
sifle.\-ion. In fact, a sti-ong anterior tibial muscle, 
opposed by weak peroneals, may aggravate a tend¬ 
ency toward lateral imbalance owing to the addi¬ 
tional inverting action of the anterior tibial muscle. 
An appropriate Y-strap on a double bar brace may 
help to counteract such a tendency. In this situation 
its base would be attached laterally at the heel and 
it would be buckled around the medial bar. Also, 
an outer heel wedge may assist in this situation. 

Although no attempt has been made in this 
paper to discuss the many other important physical 
and psychological factors involved in ambulation 
of the hemiplegic patient, obviously one must con¬ 
sider the over-all picture when planning a rehabili¬ 
tation program. For e.\am.ple, Rnapp ’ and Carroll ’ 
pointed out that a significantly larger group of 
patients with hemiplegia on the right became more 
independent than the group witli hemiplegia on 
the left, even though those with hemiplegia on the 
right may also have been aphasia; this was attrib¬ 
uted to greater wsuospatial impairment in the 
group with hemiplegia on the left. 

Lowenthal and associates “ recently reempha¬ 
sized the need to develop objective criteria for de¬ 
tecting as early as possible after a cerebral vascular 
accident tliose patients who would benefit ma,xi- 
mally from rehabilitation care. Their feeling was 
that 65% of the surviving group of 134 patients 
admitted to Metropolitan Hospital benefited only 
minimally from rehabilitation care and that im¬ 
proved criteria could enable physical medicine and 
rehabilitation procedures to be intensified in the 
remaining 35%. 

Bracing constitutes a relatively small but cer¬ 
tainly significant consideration in tlie management 
of the hemiplegic patient. Decisions concerning 
this important aspect of the problem should not, on 


the one hand, be made too hastily or prematurely, 
nor should bracing be postponed indefinitely to be 
used only as a last resort. 

Summary 

Proper bracing in hemiplegic patients can facili¬ 
tate walking; too much bracing can hinder it. The 
additional weight of a long leg brace can limit or 
even prohibit ambulation. Temporarjf posterior and 
lateral knee splinting for weak knee extensors can 
be provided by a folded newspaper or magazine 
held above an appropriate short leg brace by an 
Ace bandage. 

The type of ankle joint prescribed becomes im¬ 
portant when the mechanics of ambulation are con¬ 
sidered. If spasticiti' becomes too severe, a Klenzak 
spring joint may be easily converted to a rigid 
90-degree posterior stop merely by replacing tire 
springs with solid metal rods or ball bearings. 
Frequent inspection and appropriate adjustment of 
bracing are essential for the optimal rehabilitation 
of the hemiplegic patient. 

525 E. 68th St. (21). 
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O CCUPATIONAL IMPORTANCE OF IONIZING RADIATION.-Even if one 
considers only the occupational aspect of radiological health, its scope and 
predictable growth are truly formidable: It is estimated that 175,000 persons 
are currently employed in atomic energy industry. Thousands of other workers are 
engaged in operations involving the use of .x-rays and radioactive substances. Two 
thousand hospitals and other institutions are licensed to use radioisotopes for medical 
purposes. . . . The rapid growth in the past few years in die number of workers 
dealing with radioactive materials is as nodiing compared with the growth we shall 
see in the immediate years ahead.—David E. Price, M.D., Is Man Becoming Obso¬ 
lete? Public Health Reports, August, 1959. 
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PROBLEMS AND TREATMENT OF THE CIRCUMILEOSTOMY SKIN 

Robert J. McNamara, M.D,, Eugene M. Farber, M.D. 
and 

Samuel I. Roland, M.D., San Francisco 


Undesirable slcin reactions have been observed 
in the circumileostomy area since the introduction 
of the ileostomy procedure. In recent years this 
procedure, with the removal of the entire colon 
and rectum, has been the preferred operation in 
the treatment of severe ulcerative colitis.' Result¬ 
ant skin difficulties have been of such severiU' as to 
number among the major complications of the post¬ 
operative period." Although awareness of its im¬ 
portance in the complete care of the patient has 
been maintained, the subject of skin care in the 
ileostomy patient has received relatively little at¬ 
tention in medical literature. 

The improvement that has been made in the pro¬ 
tection and treatment of the circumileostomy skin 
can be attributed largely to the mutual cooperation 
of patients with ileostomies, appliance manufactm'- 
ers, and surgeons. Through the combined eflForts of 
these persons the care of the patient with ileostomy 
has steadily improved. In view of necessary ther¬ 
apy for recurring skin diflBculties, the dermatologist 
may occasionally be confronted with skin changes 
secondary to the ileostomy. 

Ileostomy Procedure 

Operation.—In order to appreciate the mecha¬ 
nism of action in the changes of the skin accom¬ 
panying the ileostomy, a review of the surgical 
procedure and the resultant physiological alter¬ 
ation is necessary. The ileostomy operation entails 
separation of the gastrointestinal tract at the level 
of the terminal ileum. Depending on the primary 
disease, the colon and rectum may or may not be 
removed. The terminal ileum is brought through a 
separate incision in the right lower quadrant of the 
abdomen. The ileac stump is allowed to project a 
short distance beyond the level of the abdominal 
skin. In many cases, the stump is matured by re¬ 
moving tile muscular layers and folding the mu¬ 
cosa e.xtemally to be sutured to the skin of the 
abdomen.” The resultant intestinal fistula provides 
a fimctional outlet for the discharge of intestinal 
contents. The ileac stump is placed between the 
anterosuperior iliac spine and the umbilicus, \vith 
the operative scar to the left of the midline, en¬ 
abling the abdominal wall to be free from depres¬ 
sion or elevation in this area. This provides a 
slightly convex abdominal surface for the applica¬ 
tion of an ileostomy appliance. In order to provide 

From Ihe diAisions of dermalo^og>* (Dxs. McNamara and Faibtr) 
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Information about the difficulties which 
may occur in the skin around the ileostomy 
outlet was obtained from 451 patients. Der¬ 
matitis was reported by 58 % of this group; 
it generally occurred in the early postopera- 
tive period (6-12 weeks). The high incidence 
was ascribed to the prolonged contact of 
the usually unprotected skin with the ile¬ 
ostomy effluent. The epithelium underlying 
the ring used to attach the collection bag 
to the skin was commonly irritated or 
excoriated by pressure or by adhesive 
agents. A stoma opening flush with the skin 
invariably caused irritation, but ileac stumps 
that were too long were liable to trauma. An 
ileac stump about 2 cm. in length appeared 
to be optimal. Karaya powder was reported 
as helpful by many patients in developing 
individual techniques of skin care. Many of 
the patients who had least difficulty in ad¬ 
justing to and caring for their ileostomies 
reported "ileostomy clubs" as the best 
source of help. 


this satisfactorj' area, it may be necessary to locate 
the ileac stump elsewhere tlian in the right lower 
quadrant of the abdomen. 

Discharge.—The ileostomy discharge consists of 
water, electrolytes, incompletely utilized enzymes, 
bile secretion, and products of digestion." The 
hydrogen-ion concentration of the discharge from 
a normally functioning ileostomy tends toward 
neutrality or slight alkalinity. In the duodenum the 
contents are slightly acidic. It has been reported 
that proteolytic enzymes work best in an alkaline 
range.' The degree of enzymatic activity and hy¬ 
drogen-ion concentration of the excretion would 
appear to be related to the activity of the small 
intestine and the length of time the enzymes are 
in contact with digestible substrate. 

The small intestine is quite active in the immedi¬ 
ate postoperative period and discharges a thin, 
abundant excretion. About six weeks after sur¬ 
gery the discharge begins to thicken in consistency 
and decreases in amount. During these periods of 
increased watery discharge, and in diarrhea, the 
process of complete digestion is impaired, with 
resultant increase in enzymatic activity in the 
excretion. 
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Brooke ’ lias sho\Mi tliat the ileostomy diseliarge 
need not result in epidermal erosion after contact 
with unprotected skin. Maceration of the sb'n after 
prolonged contact with the liquid discharge, the 
duration of contact, and the degree of proteolytic 
activity remaining in the e.xcretion are factors 




Fig. 1.—Appliance in place over ileostomy stoma. Note 
location in respect to anterosuperior iliac spine, umbilicus, 
and surgical scar. 


which influence the likelihood of the ileostomy 
discharge’s being harmful to epidermal sti'ucture. 

Appliance.—The ileostomy, unlike the colostomy, 
is actively discharging over a 24-hour period. It is 
not possible to regulate the e.xcretion by means of 
irrigation and evacuation of firm, stored feces; 
instead, a device capable of collecting the semi¬ 
fluid fecal material must be wont. In addition to 
collecting the e.xcretion, the device must ofiFer pro¬ 
tection to the surrounding skin from fecal dis¬ 
charge. The appliance must be worn continually, 
and many fypes are available for wear over an 
extended period of time before changing. Essen¬ 
tially, they consist of a rubber, plastic, or metal 
disk with a central opening which is placed over 
the ileac stump (fig. 1). Sufficient room must be 
present between the inner rim of tire disk and the 
ileac stump to allow for freedom of movement 
without friction. From the disk is suspended a 
collecting bag. The bag may be attached sepa¬ 
rately to the disk or the disk and bag may con¬ 
stitute one unit. The materials used in these ap¬ 
pliances vary with the manufacturer. In many 
instances the appliance manufacturer offers differ¬ 
ent materials, colors, and designs. Natural and 
synthetic rubber with added filling agents, plasti¬ 
cizers, accelerators, and rmlcanizing agents of lead 
or sulfur, as well as various ri’pes of plastics, com¬ 


prise the materials of most appliances and col¬ 
lecting bags. Individual variations in design are 
frequently found, as the patient may alter the 
proprietary bag to suit his own need; indeed, many 
patients have designed and built their own ap¬ 
pliances. 

The collecting bag may be emptied as necessary. 
Some bags are disposable and may be discarded 
after use; in other appliances the bag may be 
emptied through a spout on the dependent end. 
This is accomplished at a convenient time and 
idace. It is not necessary to remove the disk for 
this emptying procedure. 

In most makes of appliances the disk is designed 
to be cemented to the skin. Additional support may 
be gained through the use of a belt which is fitted 
below the waist, around the hips. Some appliances 
are designed for the disk to be held by a series of 
belts without adhesive. Crude rubber or latex with 
an added soh'ent such as benzene, n-he.xane, naph¬ 
tha, or carbon tetrachloride make up the basic 
ingredients of the proprietary adhesives available. 
To aid in the removal of adhesiv'e when changing 
the appliance proprietary' solvents are frequently 
utilized. 

Recurrent skin iiTitation in the patient with 
ileostomy is a distressing and sometimes disabling 
condition. Se\'ere pruritus, pain, e.vcoriation, and 
bleeding are seen as a result of chronic circum- 
ileostomy irritation. Immediate attention is neces¬ 
sary to ar'oid prolonged and uncomfortable 
disability'. 

There are few patients with ileostomies concen¬ 
trated in any one geographical area. In order to 
obtain information concerning the circumileostomy' 
skin difficulties of as many patients as possible, a 
comprehensive questionnaire was distributed to 
kmown patients with ileostomies in tire United 
States and Great Britain (accomplished with the 
cooperation of ileostomy clubs in the United States 
and Great Britain). We received a total of 451 

Table L— Reason for Ileostomy in 451 Patients 

Patients 


Disease or Condition Xo. % 

Ulcerative colitis .. 409 90.5 

Multiple polyposis. 11 2.4 

Oarciaoina, site not specified. 3 0.7 

Amebic dysentery . 2 0.5 

Congenital megacolon. 1 0.3 

Other . g 1,1 

Xot stated .. 20 4.5 


replies. In addition, many patients with ileostomies 
in the San Francisco area were interviewed per- 
sonally. 

Over 50% of those reply'ing to the questionnaire 
were in the 30-to-50-year age group. The youngest 
patient in the group was 11 and the oldest 70 years of 
age. Four hundred nine patients listed ulcerative 
colitis as tire disease for which an ileostomy' was 
required (table 1). Over 80% had had their 
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ileostomy for at least one year, widi two montlis 
being tlie shortest duration and over 34 years being 
the longest. There did not appear to be a relation- 
slrip between age of tlie patient or duration of the 
ileostomy and the incidence of skin difficulty for 
tlie group. Of the 345 patients reporting skin diffl- 


while the patient is in the supine position. Frequent¬ 
ly, the ileostomy disk becomes loosened and seep¬ 
age of fecal material occurs beneath it, usually in a 
dependent direction. As mentioned previously, the 
degree of irritation depends to a great extent on 
the duration of contact with ileostomy drainage. 


Table 2.—Duration of Ileostomy and Period of Greatest Difficulty in 451 Patients 


Period of Greatest pifflculty 


0-6 _Wk. 6TO..3MO. SMo.lTr. 

1-5 Tr. 

_A 

Over 5 Tr. 

.. -A_ 

IJone 

No Heply 

_ J, _ 


Duration of Ileostomy 

Patients, 

No. 

No. 

% 

No. 

% 

No. 

fO 

No. 

% 

No. 

% 

No. 

% 

No. 

% 



3 

50 









1 

17 

0 

33 

3-0 mo..... 


8 

53 

4 

29 

1 

G 





1 

6 

1 

6 

0 mo.'l yr... 

. 6S 

27 

46.5 

11 

19 

9 

I5.S 

1 

2 



7 

12 

3 

5 

1-5 yr. 

. 238 

130 

46 

32 

13.5 

33 

14 

13 

5 

2 

1 

29 

12.j 

i 19 

8 

Over 5 yr. 


51 

39 

10 

7.5 

14 

11 

9 

7 

6 

4.5 

20 

15 

21 

16 

Not stated.. 


1 

33 

1 

S3 

... 








1 

S3 

Total . 


200 

44.5 

58 

13 

67 

12.5 

23 

6 

■ 8 

1,5 

68 

13 

47 

10.5 


culty, 200 (58%) reported that their greatest 
difficulty occurred during tlie first six weeks post- 
operatively. In others difficulty occurred later; in 
many cases the irritation was recurrent over an 
e.xtended period (table 2). 

Location of Irritation.—A. cucular area within 
1^-in. of the ileac stump showed repeated irritation 
in almost all the patients answering tlie question¬ 
naire. This is the area of unprotected skin betiveen 
the inner rim of the appliance disk and the ileac 
stump (fig. 2). It is necessari' that room be allowed 
for expansion of the ileac stump and for passage of 
solid objects in the stool. Continuous pressure, as a 
result of obstruction at the inner rim of the disk. 



Fig. 2.—Circurastomal ulceration and scar formation in 
unprotected area bchveen appliance disk and ileac stump. 


can lead to necrosis of the ileac stump. The 
amount of irritation may be greater in one location 
because of variation in the shape of die ileac stump, 
anatomic defects in die abdominal wall, or an ill- 
fitting appliance. 

Repeated e.xposure to ileostomy fluid occurs in 
die circumstomal area while die patient is sleeping; 
tins is due to backflow from die collecting bag and 
pooling of the contents around the ileac stump 


The area directly beneadi the appliance disk is 
not infrequently involved (fig. 3). Irritation in this 
location most often occurs during the first year after 
ileostomy. The skin apparently is unable to tolerate 
the various cements and solvents diat are com¬ 
monly used. Intolerance on the basis of an allergic 
reaction to the materials used in the appliance or 
cement is rarely found. 

It would appear that irritation from adhesive or 
solvents is due to the primary irritant qualities of 
the various preparations. Over a period of time the 
skin directly beneath the appliance disk was noted 
to become smooth and hyperpigmented; some felt 
that the skin had toughened and attributed these 



Fig. 3.—Inflammation in area covered by appliance disk. 
Excoriation from rigid appliance is seen at peripherj’. 


alterations to repeated changing of the appliance, 
witli application and removal of the cementing 
substance (fig. 4). 

Various difficulties were experienced in the skin 
not covered by the appliance. These included con¬ 
tact dermatitis of primary' irritant and possibly 
allergic origin (fig. 5), trauma from friction caused 
by an unyielding appliance disk under the stress 
of body movement, and repeated adhesive tape ap- 
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plication to the outer rim of the disk to prevent 
early separation of the disk from the abdomen. 

Management of Appliances.—A large majority Of 
patients preferred the one-piece or two-piece ap¬ 
pliance which could be cemented to the skin. Addi¬ 
tional support was frequently used, in the form of 
a single or double belt. Other methods of holding 
the appliance in place without cement were used 
with satisfactory results. Rubber or plastic products 
were used without preference for either; many pa¬ 
tients interchanged appliances and materials to suit 
specific needs. Size, color, odor, ease of changing, 
weight, and material were factors u'hich influenced 
the t)'pe of ai)pliancc worn. Frequently, several 
appliances were ti'ied before a satisfactory type was 





Fig. 4.—Hyperpigmenlation, liclicnilic.ation, and scaling in 
area repeatedly exposed to solvent and cement. 

obtained. The best results were reported by persons 
who were advised and fitted by an ileostomy manu¬ 
facturer through die cooperation of an ileostomy 
club. 

Most patients preferred to change their appliance 
at least once a week, frequently daily. Nine per 
cent changed the appliance more than once a day; 
in these instances, the t)'pe most commonly used 
was that held in place by straps without adhesive. 
There was no apparent correlation between the 
length of time an appliance was worn and resultant 
dermatitis (fig. 6). Loosening of the disk, foul odor, 
pruritus or burning, personal hygienic care, and 
cleaning of the appliance were factors which in¬ 
fluenced the length of time an appliance could be 
worn. Two hundred seventy (60%) said that they 
changed at a definite time during the day. This 



usually occurred early in the morning or late at 
night when the activity of the intestine was said to 
be at a minimum. Only 20% intentionally waited 
for leakage to occur before changing the appliance. 



Fig. 5.—Contact dermatitis from use of absorbent gauze 
pad to collect ileostomy discharge. Appliance was removed 
because of skin irritation. 


Appro.yimately 25% of those replying stated that 
various factors associated with the ileostomy ap¬ 
pliance led to skin irritation. Poorly fitting appli¬ 
ances, bulges or depressions in the circumileostomy 
area, firm unyielding appliance disks, and a central 
opening much larger than the ileac stump were 
among the factors attributed to the appliance or its 
wearing that contributed to skin irritation. Cor¬ 
rection of tliese difficulties not infrequently led to 
prompt improvement of the skin problem. 

External Factors Influencing Irritation.—Various 
components in the diet were felt to contribute to 
skin irritation by 25% of those replying. In general. 



^PERCENT OPFftTIENTS WITHOUT SKIN DIFFICULTY 

Fig. 6.—Frequency of appliance change, showing number 
of patients in each group and percentage of group without 
skin difficult}'. 


it was felt that foods or liquids liable to result in 
diarrhea or those contributing to large, bulky stools 
were to be avoided. Once the person learned his 
tolerance for foods and liquids, irritation as a con¬ 
sequence to diet was minimal. 
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Upper respirator}' infection or other illness re¬ 
sulting in diarrhea was liable to cause irritation. 
Extra care to prevent leakage during these periods 
of diarrhea decreased the likelihood of irritation. 

Temperature variations were found to be of sig¬ 
nificance only during the warmer periods of the 
year. Cold weather had no effect on the comfortable 
wearing of an appliance, but higher temperatures 
and increased humidit}' led to early loosening of 
the disk. This was secondarx’ to perspiration and 
frequently resulted in some degree of irritation due 
to leakage of fecal material. Friction of the ile¬ 
ostomy collecting bag on the abdominal wall was 
also a source of repeated irritation. This was pre¬ 
vented by encasing the collecting bag in a soft 
“glove-like” cloth and by the use of dusting powders 
and frequent e.xposure to air. Increase in odor was 
also detected during the warm u'eather. Increased 
physical activit}' during tlie summer months 
hastened early loosening of the appliance and 
added to the irritation sometimes found at the 
periphery of a firm disk as a result of friction. 

The length of the ileac stump appeared to be 
significant only in the e.xtremes. A stoma opening 
flush with the abdominal skin invariabl)' caused 
irritation. A long ileac stump was difficult to protect 
from trauma. Seventx'-five per cent of those who 
replied prefeiTed an ileac stump between % and 1 
in. in length. The ideal length of the ileac stump 
has been reported as % in." 

The materials used in the appliances, adhesives, 
and solvents are kmoum sensitizers. Four patients 
reported an allergic reaction to rubber and two to 
plastic. These reports have not been verified, but 
the possibility' of an allergic contact dermatitis is 
certainly within reason. Many reports of intolerance 
to various preparations are undoubtedh' made on 
the basis of primarx' irritation. Along xxith the abox'e 
products, benzene and tincture of benzoin xvere 
mentioned frequently as being irritating. Other 
preparations xvere noted to cause irritation less 
frequently. 

The presence or absence of hair in tlie ciicum- 
ileostomy area xvas not a factor of importance. Some 
considered the hair of x'alue in toughening the skin; 
others felt that the presence of hair xvas a hindrance 
and routinely shax'ed tlie area. 

Reuisiojis.—One hundred thirtx'-one patients re- 
liorted at least one surgical rex’ision of the ileosto¬ 
my; sex'eral had more than one rex'ision, one patient 
reporting fix'C. Five surgical rexisions xx'ere per¬ 
formed primaril)' because of skin difficult}'. There 
xvas a total of 20 rexisions to alter tlie size or shape 
of the ileac stump. In many instances in xx'hich skin 
irritation had coe.xisted xxitli such other complica¬ 
tions as stenosis of the ileac stoma, retraction or 
pro)af»se of the ileac stump, or intestinal fistula, 
correction of the primar}' difficult}' rehex'ed the skin 
iiritation. 

Treatinenf.—The number of therapeutic agents 
reported as being of benefit to patients xvitli irrita¬ 
tion of the circumileostomy skin xx'as quite large. 


Proprietary' ointments, pastes, and poxvders' con¬ 
taining oil, starch, talc, and zinc oxide xx'ere used 
frequently to reliex'e acute and chronic inflamma¬ 
tion. In general, local therapy folloxx'ed a routine 
pattern. Removal of the appliance disk and residual 
adhesix'e, usually aided by a solx'ent, xvas done xxith 
care to prevent excoriation. The area xvas then 
cleansed thoi'oughly, frequently xvitli soap or sol¬ 
vent. If irritation xvas present, a proprietary salve 
xx’as applied to the area, care being taken to ax'oid 
use of greasy preparations, xvhich might interfere 
xxith the adhesix'eness of the cementing substance 
beneath the appliance disk. After a period of e.x¬ 
posure to air the disk xvas reapplied. Changing of 
the appliance at a shoiler interx'al aided in the re- 
coveiy of inflamed skin. In a fexv instances gauze 
pads xvere placed over irritated areas. Not only did 
these pads interfere xvitli adhesion of tlie disk but 
tliey also absorbed fluid and acted as a concentrated 
source of ileostomy drainage. In spite of increased 
irritation and prolonged recover}', some preferred 
to apply solx’ent and cement over irritated areas. 
The necessity' of xx'earing a collecting device was the 
reason these irritants xvere applied. 

Of the various preparations used in the the care 
and protection of the skin, karaya poxvder xvas re¬ 
ported as being of great benefit in the relief of 
irritation by many patients. This poxvder is a vege¬ 
table gum derivative from the cochlospermum 
species. Because of its hygroscopic qualities it tends 
to take up xvater or serum and form a sticky, some- 
xvhat adhesive substance.'' When alloxved to harden 
it acts as a protective mantle for irritated skin. It 
is relatix'ely nonirritating and, xx'hen properly used, 
has been rejiorted as effective in the treatment of 
inflamed areas. In circumstances xvhere cementing 
substance xvas contraindicated but the appliance 
had to be xvorn over an inflamed area, the karaya 
poxvder xvas sprinkled lightly over the affected site. 
If sufficient serum xx'as present to form a sticky' 
paste, xvater xvas not added; xvater may be added 
if the amount of serum is not sufficient. The poxvder 
xx'as then sprinkled on the appliance disk and mixed 
xvitli xvater to form a sticky film. The appliance disk 
xx'as then placed ox'er the area of skin xx'Iiich xvas 
treated xvitli karaya poxvder. This supplied adhesix'e 
and protective qualities for appro.ximately 24 hours. 
The appliance had to be changed more frequently 
xxith this procedure, but the results xvere gratifying. 
Another satisfactory' routine for use xxith karaya 
poxx’der xvas to allow the gum to become firm after 
mixture xxith xvater or serum and then cement the 
appliance on this protective layer. This alloxved for 
slightly longer periods of xvear. 

Comment 

The periods of skin difficulty occurred in txvo 
major dixisions: the first includes skin difficulty' dur¬ 
ing the first six xx'eeks after surgery, and the second 
includes skin irritation after die six-xx'eek postopera- 
tix'e period. 
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It is customary to apply temporary ileostomy 
bags immediately after an ileostomy operation, 
frequently before the patient leaves the operating 
room. These consist of disposable units -with a 
double-faced adhesive for application to the ab¬ 
domen. During the recoveiy period supervision is 
necessary to prevent loosening of tlie appliance 
and leakage of the thin, irrofuse ileostomy e.vcre- 
tion. At this time of e.vcess discharge tubal drainage 
of the terminal ileum may aid in controlling over- 
flo\v.“ 

A permanent appliance should be fitted and 
applied as soon as the patient is able. Thorough 
instruction prior to surgery regarding its applica¬ 
tion and removal is of great benefit in teaching the 
patient to care for his own appliance at an early 
stage. Instruction in these matters is best con¬ 
ducted by another patient with ileostomy. Care 
must be taken at this time to avoid irritation of the 
circumileostom)'^ skin by primarj' irritants. Judicious 
use of solvent and adhesive is recommended, as 
well as changing of the appliance at the first sign 
of leakage or loosening. 

Improvement in the patient’s physical status and 
the slowing douTi of the ileostomy discharge at the 
end of si.x weeks is reflected in the decreased inci¬ 
dence of skin difficult)' at tliis time. The patient 
tends to gain weight, filling out depressions on the 
abdominal wall, and refitting of the appliance may 
then become necessary. 

Ideally, tlie wearing of a proper appliance and 
normal supervision should be sufficient to prevent 
circumileostomy irritation. As mentioned previously, 
otlier factors contribute to the development of 
irritation in the course of the life of a patient with 
ileostomy. It would seem apparent tliat prolonged 
contact of the ileostomy discharge with the un¬ 
protected skin of the abdomen is tlie e.xciting cause 
of most irritation. The macerating effect of the 
fluid and the potentially corrosive properties of sub¬ 
stances it contains are sufficient to initiate the 
irritation. Repeated irritation or aggravation by 
solvents or adhesives tends to exacerbate the in¬ 
flammation. In order to protect tlie epidermis from 
these irritants adequate supportive measures should 
be taken. 

To aid in forming a comfortable base for the 
appliance disk and to give more protection to the 
unprotected area between the disk and the stoma, 
a foam rubber pad may be placed between the 
appliance disk and the abdomen. This foam rubber 
contains closed pores and is not absorbent, as is 
sponge rubber.® The rubber disk e.xtends beyond 
the appliance disk peripherally and closer to tlie 
stoma centrally; its soft consistency prevents the 
peripheral irritation caused by a firm disk and 
affords more protection from tlie ileostomy dis¬ 
charge in the circumstomal area. The rubber pad is 
first cemented to the skin and dien tlie disk is 
cemented to the pad; this allows the patient to 
observe the fitting of the inner ring over the ileac 
stump with more accurate placement. 


As mentioned above, karaya powder is effective 
when used properly and aids in relieving slight 
irritation, when it is substituted for adhesive. Re¬ 
placing old appliances and refitting to allow for 
body changes is important in preventing leakage. 
Changing of the appliance at the first sign of leak¬ 
age is mandatory. Leakage should not be depended 
on as a sign for changing the appliance; rather, the 
patient should develop a routine interval for care 
of the ileostomy. 

In cases of recurrent irritation over a prolonged 
period of time, the possibilit)' of an allergic re¬ 
action to one of the materials being used should 
certainly be investigated. When primaiy irritants 
are found to be the cause of repeated irritation, 
discontinuing or diluting tlie offending agent may 
be all that is necessary to relieve the irritation. 

Surgical correction of ileostomy malfunction aids 
in treating an e.xisting skin difficulty. Attempts to 
treat skin difficulty in areas of repeated exposure 
to irritating substances are futile. In our hands, 
simple local therapy for inflammation was satis¬ 
factory, providing the ileostomy discharge could 
be collected and no irritating preparation was used. 

It was significant to note the improvement in 
these patients by tlie mutual association which they 
enjoy through organized ileostomy clubs. Advice 
on ileostomy appliances and care is available 
through these organizations. Once the patient has 
learned to care for his ileostomy in a satisfactorj' 
manner, skin problems become less serious. 

Summary 

A comprehensive questionnaire concerning the 
occurrence of circumileostomy skin difficulties was 
sent to patients witli ileostomies in the United 
States and Great Britain. Of the 451 patients re¬ 
plying 345 (76%) reported skin difficulty of varying 
degrees since operation. Over 50% reported that 
skin difficult)' was most severe during the first si.x 
weeks after ileostomy. 

The most common site of skin irritation was a 
circular area witliin Vz in. of the ileac stump. This 
area is constantly exposed to the semifluid ileos¬ 
tomy discharge. Another area of frequent irritation 
was the skin directly beneath the appliance disk 
and, infrequently, at the peripher)' of tlie disk. 
Maceration of the skin after prolonged contact 
with the liquid discharge, the duration of contact, 
and tlie degree of proteolytic activih' remaining in 
the excretion were factors which influenced the 
likelihood of the ileostomy discharge’s being harm¬ 
ful to epidermal structures. The use of adhesives 
and solvents associated with the application and 
removal of die ileostomy appliance also influenced 
the degree of irritation. The materials used in die 
manufacture of the ileostomy appliance rarely con¬ 
tributed to circumileostomy irritation. 

Poorly fitting appliances, bulges or depressions 
in the circumileostomy area, unyielding appliance 
disks, and a central opening much larger than the 
ileac stump were among factors that contributed to 
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skin irritation. Correction of these mechanical and 
anatomic difficulties not infrequently led to prompt 
improvement of the skin problem. Ileostomy stump 
complications such as stenosis, retraction, or pro¬ 
lapse frequently resulted in secondary skin changes. 
Correction of these surgical complications was nec¬ 
essary in order to relieve the sldn irritation. 

Secondary factors must be corrected before ade¬ 
quate treatment is instituted. Karaya gum powder 
is recommended for use in treating patients who 
need an adhesive and protective substance in order 
that the appliance may be worn over an inflamed 
area. Leakage should not be depended on as a sign 
for changing tlie appliance, and old or poorly fit¬ 
ting appliances should be replaced in order to 
prevent leakage. 

Considerable improvement was seen once the 
person had learned to care for his ileostomy in a 
satisfactor)' manner. Association with an ileostomy 
club was of great benefit in providing individual 
instraction for care of appliances. 
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SURVEILLANCE AND CONTROL OF STAPHYLOCOCCIC INFECTIONS IN A 

MATERNITY UNIT 


Sanford M. Farrer, M.D., Philadelphia, Richard Russo, M.S.P.H., Camille Bavara, R.N., Trenton, N. J. 

and 

Seymour Werthamer, M.D., Lakewood, N. J. 


During recent years outbreaks of staphylococcic 
infections among newborn infants and postpartum 
motliers have been reported in the literature with in¬ 
creasing frequency. These reports have come from 
widely scattered areas of tlie world. In August, 
1957, ShafiEer and associates' reported 19 nursery 
epidemics in the United States, Canada, and Aus¬ 
tralia caused by an identical strain of Staphylo¬ 
coccus pyogenes var. aureus. An epidemic of staphy¬ 
lococcic skin lesions, maternal breast abscesses, and 
infant “stick)' eye” was reported by Monro and 
Markham" from New Zealand, in 1958. Gillespie 
and Alder “ described an outbreak of neonatal 
pemphigus in England which was attributed to 
spread from a single nasal carrier of a strain of 
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An 84-bed community general hospital 
with approximately 4,000 admissions and 
750 live births per year became aware of a 
problem of staphylococcic infections when a 
2-day-old baby developed a paronychial 
abscess. During the ensuing seven days 7 7 
newborn infants were found to have pustular 
lesions yielding similar organisms. The nur¬ 
sery was closed temporarily, and extraordi¬ 
nary efforls were made to eradicate all 
sources of infection and to eliminate errors 
of technique. Improvement was only tempo¬ 
rary, and the epidemic reached a second 
peak in June, 1958, when 29 (60%) of 48 
deliveries successfully fallowed ■ up were 
found to be associated with suppurative in¬ 
fection. Among the measures that were tried, 
the one that seemed to contribute most to the 
termination of the epidemic was compulsory 
rooming-in of the infant with the mother. 


\ 
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Staphylococcus aureus. Timbury and associates^ 
recently reported a staphylococcic epidemic in a 
maternity hospital in Scotland. In the United States, 
reports of staphylococcic epidemics among new¬ 
born infants and their mothers have originated 
from Seattle Ohio Columbia, S. C.’; Galveston, 
Te.Kas *; Lincoln, Neb.and Ridgewood, N. J."* 
Many of these outbreaks have been attributed to 
a single strain of Staphylococcus aureus, phage 
type 80/81.” The world-wide distribution of this 
particular strain and its propensity to cause infec¬ 
tion in newborn infants has caused many persons 
to refer to it as the “hospital” or “epidemic” strain 
of Staphylococcus aureus. 

The purpose of this paper is to record the prob¬ 
lems encountered during an outbreak of staphylo¬ 
coccic infections among newborn infants and their 
mothers in a small community hospital, the methods 
used to investigate the nature and extent of tlie 
epidemic, and the measures adopted to control it. 

The Paul Kimball Hospital, Lakewood, is an 84- 
bed general institution, located in the eastern part 
of die state of New Jersey. It serves a community 
of approximately 16,000 persons, composed of a 
resident population principally engaged in the 
tourist trade and poultry farming and a transient 
tourist and militar>' population. The number of ad¬ 
missions to this hospital is approximately 4,000 per 
year; the number of live births is approximately 
750 per year. 

The full-term nursery, adjacent to the maternal 
postpartum unit, consisted of one room wliich 
housed from 10 to 20 bassinets, depending on fluc¬ 
tuations in census. Frequently, because of over¬ 
crowded conditions, the desirable minimum of 
24 sq. ft. of space for each infant was not avail¬ 
able. Adjacent to the full-term nursery was a small 
work room which permitted access to a nursery 
for premature babies which was large enough to 
accommodate two infants. Formula preparation 
rooms and utility and circumcision facilities were 
provided in other parts of die maternity unit. Dress¬ 
ing rooms for nursing and medical personnel were 

not available. -j 

The Epidemic 


The staff became aware of a problem of staphy¬ 
lococcic infections in the nursery on Oct. 5, 1957, 
when a 2-day-old baby developed a paronychial 
abscess. Within the succeeding six days five new¬ 
born infants developed pustular skin lesions on 
the face and trunk. On Oct. 18, die “index” infant 
with the paronychial abscess was readmitted for 
incision and drainage of a breast abscess which, 
on culture, yielded Staphylococcus aureus, coagu- 
lase-positive. During the ensuing seven days 11 
newborn infants were observed to have pustules, 
all of which yielded coagulase-positive Staphylo¬ 
coccus aureus. On Oct. 25 the nursery was closed, 
thoroughly cleaned, and repainted. All babies born 
between Oct. 25 and Oct. 29, 1957, were admitted 


to a temporary nursery converted from a post¬ 
partum ward. On Oct. 30,1957, the original nurserx' 
was reopened. Despite these attempts at control 
of the epidemic by closure of the nursery, new¬ 
born infants continued to develop staphylococcic 
infections. 

At that point the hospital requested assistance 
from the New Jersey State Department of Health. 
A joint project was undertaken by the hospital 
staff, the New Jersey State Department of Health, 
and the Communicable Disease Center (U. S. Pub¬ 
lic Health Service) to investigate the source, nature, 
and extent of the outbreak and to institute meas¬ 
ures to terminate it. 

Methods and Materials 

Morbidity Survey.—Three methods were used to 
secure morbidity data on all mothers and infants 
delivered at the hospital from September, 1957, 
through January, 1959. All hospital charts and all 
bacteriological records were revdewed, and moth¬ 
ers who could be reached by telephone were called 
approximately six weeks after discharge. Informa¬ 
tion obtained from the chart, such as the obste¬ 
trician's name and the dates of delivery and dis¬ 
charge, promoted confidence of the mother in the 
telephone investigator and permitted free and easy 
discussion of the following topics: whetlier the in¬ 
fant was breast-fed or bottle-fed; whether the in¬ 
fant, mother, or other family members had ex¬ 
perienced suppurative illness since discharge from 
the hospital and, if so, the nature, date of onset, 
severity, duration, and treatment of such illness. 
If a mother was unable to be reached by tele¬ 
phone, her obstetrician was asked to secure mor¬ 
bidity information. 

Bocferio/og(/.—Cultures from lesions, from tlie 
nose, skin, and vaginal ti-act, and from inanimate 
objects were obtained by means of unmoistened, 
sterile cotton swabs. The swab was introduced 
immediately into thioglycollate broth and tlien 
inoculated on blood-agar plates. After 24 hours’ 
incubation at 37 C, isolation of staphylococci was 
attempted. Isolated colonies were tested for coagu- 
lase production by standard tube metlrods, with 
use of citrated human plasma.*^ Coagulase-posi¬ 
tive staphylococci were transferred to fresh agar 
slants and forwarded to the division of laboratories 
of the New Jersey State Department of Health 
for bacteriophage-tjqring with 25 standard phages 
by the method of Williams and Rippon and 
Blair and Carr.” Antibiotic sensitivitj' tests were 
performed by the disk method, by means of me¬ 
dium concentration Difco disks of the following 
strengths: chloramphenicol (Chloromycetin), 5 
meg.; dihydrostreptomycin sulfate, 10 meg.; erj'th- 
romycin, 5 meg.; nitrofurantoin (Furadantin), 150 
meg.; penicillin, 5 units; o.\ytetracycline (Terra- 
mycin) hydrochloride, 10 meg.; and tetracycline, 
10 meg. Sensitivity to an antibiotic was graded 
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qualitatively, by observation of the presence or 
absence of a zone of inhibition to a particular drug. 
Air cultures were obtained by exposure of blood- 
agar plates to the air for one hour. 


Table 1.—Results of Morbidity Survey of Staphylococcic 
Infection at Paul Kimball Hospital, Lahewood, N. ]. 



Live Birth 

Post- 

discharge 

FollOAT-UP 

Associated with 
Suppurative Infection 
--*-„ 

Month 

Deliveries 

Completed* 

No. 

%t 

1957 

Sept. 

. 48 

Zi 

9 

26.5 

Oct. 

. 57 

50 

28 

56.0 

Nov. 

. S3 

71 

36 

50.7 

Dec. 

. 09 

54 

29 

53.7 

1958 

Jan... 

88 

74 

2S 

37.8 

Feb. 

41 

33 

5 

15.2 

Mar. 

04 

55 

4 

7.3 

Apr. 

40 

30 

5 

16.7 

May . 

67 

47 

4 

8.5 

June . 

61 

48 

29 

60.4 

July . 

73 

55 

22 

40.0 

Auc. 

64 

60 

5 

8.3 

Sept. 

52 

47 

0 

4,3 

Oct. 

07 

57 

4 

7.0 

Nov. 




r • * • 

Doc.. 

03 

57 

2 

3.5 

1959 

Jan. 


45 

q 

4.4 


— 

— 

— 


Total . 

.... 1,009 

817 

214 

26.2 


*19% of mothers and newborn Infants were lost to follow-up. 
i Based on deliveries with completed follow-up. 


Review of Practices, Policies, and Procedures.— 
A thorough review of the procedures, practices, 
and techniques applied to newborn infants and 
their mothers was undertaken by a trained public 
health nurse consultant with many years of ex¬ 
perience in obstetric nursing practices. Detailed 
observations of techniques in labor and delivery, 
postpartum care, and the nursery were recorded. 

Results 

Case-finding Methods.—A telephone survey 
proved to be an efficient, accurate, and rapid meth¬ 
od for collecting data on staphylococcic morbidity 
in newborn infants and their mothers after dis¬ 
charge from the hospital. Sixty-four per cent of the 
mothers discharged from the hospital during a 
16-month period were reached by telephone. The 
average length of time for each call was approxi¬ 
mately seven minutes. Not a single mother voiced 
objection to tire survey or refused to discuss tire 
health of her infant with the investigator. More¬ 
over, no legal repercussions or adverse journalistic 
publicity resulted from the telephone survey. Post¬ 
partum mothers are usually sufficiently concerned 
about the health of their infants to cooperate will¬ 
ingly in surv'eys of this type. 

Positive cases of infection were accepted as such 
only if the mother’s description of the lesion in¬ 
cluded purulent exudate. Doubtful cases were ex¬ 
cluded unless confirmed by the family physician. 
Evaluation of staphylococcic infection by tele¬ 
phone may be difficult, but in most cases the 


description of the lesions left little doubt about 
the diagnosis. Even less doubt was entertained 
about the accuracy of the telephone survey as a 
case-finding method when it was discovered that 
in 87% of the “phone survey cases” infants were 
treated by physicians for their disease. Moreover, 
many of the infants classified as positive by the 
telephone investigators were also reported by physi¬ 
cians, and a number of them were admitted to 
the hospital for treatment. Thirty-six per cent of 
the mothers could not be reached by telephone. 
Follow-up information on them was sought by 
questionnaires sent to their physicians, but this 
procedure was successful in only 17%. Nineteen 
per cent were lost to follow-up completely, be¬ 
cause they were without telephones, had moved 
from the community, or had not returned to their 
physician since delivery. 

Rates of Infection.—The morbidity survey was 
conducted for 16 months, from September, 1957, 
through January, 1959, with the exception of No¬ 
vember, 1958. During this period 1,009 deliveries 
resulting in live births occurred. The rates of infec¬ 
tion, based on the number of deliveries with com¬ 
pleted follow-up, are recorded in table 1. Table 1 
shows that 26.2% of the deliveries were associated 
with suppurative disease; in this group disease of 
the infant alone occurred in 22.5%; of the mother 
alone in 0.4%; and of botli infant and mother in 
3.3%. This survey period may be divided into 
“epidemic” and “nonepidemic” periods, the former 
having occurred from late September, 1957, through 
mid-July, 1958, the latter from mid-July, 1958, 
through January, 1959. The number of deliveries 
associated with infection during the “epidemic” 
period was 37.1% and during the “nonepidemic” 
period 6.8%. 

The over-all rate of staphylococcic infection dur¬ 
ing the 16 months of survey was 25.6% for infants 
and 3.7% for mothers. During the "epidemic” 
period the rates of attack were 37.5% for newborn 


Table 2,^Types of Staphylococcic Infections 
in Obstetric Unit 


Illness 

Cutaneous . 

Cutaneous and conjunctivitis 
Cutaneous and breast abscess 

Cutaneous and other . 

Conjunctivitis .. 

Breast abscess. 

Other abscess .... 

Bronchopneumonia .. 

Total . 


Infants 

Mothers 

Total 

169 

23 

192 

18 

1 

19 

9 

0 

9 

2 

0 

2 

S 

1 

9 

2 

4 

6 

1 

1 

2 

2 

0 

2 

211 

30 

241 


infants and 5% for mothers; during the “non¬ 
epidemic" period 5.1% for newborn infants and 
1.4% for mothers. 

Types of Infection.—The types of staphylococcic 
infection which occurred are listed in table 2. Cuta¬ 
neous staphylococcic disease, principally of the 
pustular t>q)e, was the most common manifestation 
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among both infants and mothers and accounted for 
807o of the infections. An additional 12% of the in¬ 
fections were combinations of cutaneous and other 
manifestations. The remaining 8% consisted of 
breast abscesses, purulent conjunctivitis, bronclio- 

Table 3.—Time of Onset of Staphylococcic Lesions 
in Obstetric Unit 

No. Tn 


rntnnts infected... 211 

Onpet Before dipchnw. “2 31.1 

Onset after dlscluirKC... im.o 

Mothers infected .. 3o 

Onset before dl.^charKc. 2 0.7 

Onset after dl.KchuriTC . 28 03.3 


pneumonia, and other miscellaneous illnesses. The 
four maternal breast abscesses occurred in mothers 
who were breast-feeding their infants prior to or at 
the time signs of infection developed. One of the 
two infants who developed staphylococcic broncho¬ 
pneumonia died; coagulase-positive staphylococci 
were cultured from his lung. 

Etiology of the £pif/cmic.—Microbial cultures 
were obtained from 76 lesions during this 16-month 
period. The majority of these were from infections 
in newborn infants which occurred before discharge 
from the hospital. Sixty-three cultures yielded 
staphylococci whose principal characteristics were 
coagulase production, hemolysis, yellow pigment 
production, and a high degree of antibiotic resist¬ 
ance. Twelve cultures showed no growth. One 
culture revealed a gram-negati\’e micro-organism. 
Of the 63 staphylococcic cultures obtained, 47 
(74.6%) were typable with standard bacteriophages, 
and 41 (65.1%) were tj'pe 80/81, a strain which is 
probably identical to the “epidemic” strain men¬ 
tioned above and reported by numerous investi¬ 
gators tluroughout the world. Nineh'-two per cent of 
the staphylococcic strains tx’ped as 80/81 were 
resistant to penicillin, 80% to dihydrosheptomycin 
sulfate, 88% to o.xytetracycline hydrochloride, 73% 
to tetracycline, 70% to erythromycin, 35% to chlo¬ 
ramphenicol, and 35% to nitrofurantoin. 

When coagulase-positive staphylococci, obtained 
from lesions and noses, of phage patterns other than 
80/81 were examined for antibiotic sensitivity, a 
slightly different pattern evolved. The percentage 
of resistance was as follows: penicillin 70%, dihydro¬ 
streptomycin sulfate 70%, oxytetracycline hydro¬ 
chloride 75%, tetracycline 80%, erythromycin 25%, 
chloramphenicol 59%, and nitrofurantoin 52%. 

Onset of Infant and Maternal Illnesses—The im¬ 
portance of establishing a case-finding system which 
will record suppurative disease in infants and 
motliers during the immediate posthospitalization 
period, as well as during hospitalization, is borne 
out by the data in tables 3 and 4. Of the 211 infants 
with clinical suppurative infections 139 (65.9%) 
experienced the onset of signs and symptoms of in¬ 
fection after discharge from the hospital, and the 


lesions occurred from 1 to 68 days (median, 7 days; 
mean, 10.6 days) after deliver)'. Breast abscesses 
occurred from 1 to 17 daj's (median, 7 days; mean, 
8.2 days) from the day of deliver}', and one 
case of neonatal staphylococcic bronchopneumonia 
occurred 30 days after delivery. 

The figures in tables 3 and 4 significantly point to 
the even greater need to follow up the posthospital¬ 
ization incidence of cases of suppurative infections 
in mothers. Twent}'-eight (93.3%) of tlie 30 infected 
mothers e.xperienced onset of disease after discharge 
from the hospital. The average time from deliver}' 
to onset of infection was 28 days and the median 
time interx'al, 25.5 days. 

Survey of Microbial Ct/lfi/res.—Cultures were ob¬ 
tained from infants, mothers, hospital personnel, 
and the hospital environment. 

Infants: Sixt}'-two cultures were obtained from 
the anterior nares of infants witlrin 24 hours of 
birth, of which 12 (19.3%) yielded coagulase- 
positive staphylococci, none of which were of phage 
type 80/81. On discharge from the hospital some 
four to five days later, 24 ( 40.6%) of these same 
infants yielded positive nasal cultures and 20 
(35.07o) positive umbilical cultures; 5% of botlr tlie 
latter and the former were t}'pe 80/81. 

The correlation between nasal cultures obtained 
from newborn infants on discharge from tlie hospital 
and the development of clinical staphylococcic in¬ 
fection is as follows. Of the 33 infants infected by 
the “epidemic” strain phage t}'pe 80/81, during an 
eight-month period, 14 (42.4%) developed suppura¬ 
tive infection. On the other hand, only 7 (11.1%) 
of the infants infected by other coagulase-positive 
staphylococci before discharge developed such 
infection. 

Mothers: Of tlie nasal swabs obtained from 64 
mothers on admission, 13 (20%) yielded coagulase- 
positive staphylococci, only one of which was phage 


Table 4.—Interval, Delivery to Onset, of 170 Staphylococcic 
Infections in Obstetric Unit 


Infnnt (all infections) ... 

t'utaneous . 

t'cnjunctivitis . 

Breast abscess .. 

Abscess, other site. 

Bronchopneumonia .... 

Maternal (all infections) 

Cutaneous . 

Breast abscess . 

Absces«, other site. 


Xo. of 
Infee- r 
tions 


Xo. of Days 


Mean 

Median Extreme? 

15S 

10.6 

7.0 

1-6S 

131 

lO-o 

7.0 

1-CS 

1C 

9.4 

5.0 

1-67 

S 

S.2 

7.0 

1-17 

2 

19.5 

19.5 

12-27 

1 

30.0 



12 

2S.1 

25.5 

12-75 

1 

2S.1 

IS.O 

12-75 

4 

26.0 

27.0 

20-30 

1 

36.0 




type 80/81. On discharge from the hospital 10 
(17.2%) positive cultures were obtained, and 3 
(5.2%) of these were type 80/81. The fact that none 
of the mothers of infants witli type 80/81 nasal or 
umbilical cultures carried this strain suggests tliat 
the mothers were not the source of infection for 
tlieir own infants while in hospital. Thirty'-two cul- 
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qualitatively, by observation of the presence or 
absence of a zone of inhibition to a particular drug. 
Air cultures were obtained by exposure of blood- 
agar plates to the air for one hour. 


Table l.~Remlts of Morbidity Survey of Staphylococcic 
Infection at Paul Kimball Hospital, Lakewood, N. J. 



Li%'e Birth 

Post* 

discharge 

Follow-up 

Associated with 
Suppurative Infection 

A 

Month 

Deliveries 

Completed* 

Xo. 


io:>7 

Sept. 

. 48 

SI 

9 

26,5 

Oct. 

. 57 

50 

28 

56.0 

Xor. 

. 83 

71 

36 

50.7 

Dec ... 

. 69 

SI 

29 

53.7 

1058 

Jan. .. 

. 83 

74 

28 

37,8 

Fell. 

..... 41 

33 

5 

15.2 

Mar. .. 

. 61 

55 

4 

7.3 

.\pr. 

. 4G 

50 

5 

16.7 

May . 

. G7 

47 

4 

8.5 

June . 

. Cl 

48 

29 

60.4 

July . 

. 73 

55 

22 

40.0 

Auk. 

. 64 

60 

5 

8.3 

Sept. .. 

. u2 

47 

2 

4.3 

Oct. 

..... C7 

57 

4 

7.0 

Not. 




.... 

Dec. 

. 63 

57 

2 

3.5 

1050 

Jan. 


45 

2 

4.4 


— 

— 

— 

— 

Total . 

. 1,009 

817 

214 

20.2 


*19% of mothers and neivborn infants were lost to follow-up. 
i Based cn deliveries with completed follow*up. 


Review of Practices, Policies, and Procedures.— 
A thorough review of the procedures, practices, 
and techniques applied to newborn infants and 
their mothers was undertaken by a trained public 
health nurse consultant with many years of ex¬ 
perience in obstetric nursing practices. Detailed 
observations of techniques in labor and delivery, 
postpartum care, and the nursery were recorded. 

Results 

Case-finding Methods.—A telephone survey 
proved to be an efficient, accurate, and rapid meth¬ 
od for collecting data on staphylococcic morbidity 
in newborn infants and their mothers after dis¬ 
charge from the hospital. Si.xty-four per cent of the 
mothers discharged from the hospital during a 
16-month period were reached by telephone. The 
average length of time for each call was approxi¬ 
mately seven minutes. Not a single mother voiced 
objection to the survey or refused to discuss die 
health of her infant with the investigator. More¬ 
over, no legal repercussions or adverse journalistic 
publicit>' resulted from the telephone survey. Post¬ 
partum mothers are usually sufficiently concerned 
about the health of their infants to cooperate will¬ 
ingly in surveys of this type. 

Positive cases of infection were accepted as such 
only if the mother’s description of the lesion in¬ 
cluded purulent e.xudate. Doubtful cases were ex¬ 
cluded unless confirmed by the family physician. 
Evaluation of staphylococcic infection by tele¬ 
phone may be difficult, but in most cases the 


description of the lesions left little doubt about 
the diagnosis. Even less doubt was entertained 
about the accuracy of the telephone survey as a 
case-finding method when it was discovered that 
in 87% of the “phone survey cases” infants were 
treated by physicians for their disease. Moreover, 
many of the infants classified as positive by the 
telephone investigators were also reported by physi¬ 
cians, and a number of them were admitted to 
the hospital for treatment. Thirty-six per cent of 
the mothers could not be reached by telephone. 
Follow-up information on them was sought by 
questionnaires sent to their physicians, but this 
procedure was successful in only 17%. Nineteen 
per cent were lost to follow-up completely, be¬ 
cause they were without telephones, had moved 
from the community, or had not returned to their 
physician since delivery. 

Rates of Infection.—The morbidity survey was 
conducted for 16 months, from September, 1957, 
tlirough January, 1959, with the exception of No¬ 
vember, 1958. During this period 1,009 deliveries 
resulting in live births occurred. The rates of infec¬ 
tion, based on the number of deliveries with com¬ 
pleted follow-up, are recorded in table 1. Table 1 
shows that 26.2% of the deliveries were associated 
with suppurative disease; in this group disease of 
the infant alone occurred in 22.5%; of the mother 
alone in 0.4%; and of both infant and mother in 
3.3%. This survey period may be divided into 
“epidemic” and “nonepidemic” periods, the former 
having occurred from late September, 1957, through 
mid-July, 1958, the latter from mid-July, 1958, 
through January, 1959. The number of deliveries 
associated with infection during the “epidemic” 
period was 37.1% and during the “nonepidemic” 
period 6.8%. 

The over-all rate of staphylococcic infection dur¬ 
ing tire 16 mondis of survey was 25.6% for infants 
and 3.7% for mothers. During the "epidemic” 
period the rates of attack were 37.5% for newborn 

Table 2.—Types of Staphylococcic Infections 


in Obstetric Unit 



Illness 

Infants 

Mothers 

Total 

Cutaneous ..... 

169 

23 

192 

Cutaneous and conjunctivitis .... 

18 

1 

19 

Cutaneous and breast abscess .... 

9 

0 

9 

Cutaneous and other . 

2 

0 

2 

Conjunctivitis ..... 

.. 8 

1 

9 

Breast abscess. 

o 

4 

6 

Other abscess ..... 

1 

1 

2 

Bronchopneumonia . 

2 

0 

2 

Total . 

211 

30 

241 


infants and 5% for mothers; during the “non- 
epidemic" period 5.1% for newborn infants and 
1.4% for mothers. 

Types of Infection.—The types of staphylococcic 
infection which occurred are listed in table 2. Cuta¬ 
neous staphylococcic disease, principally of the 
pustular type, was the most common manifestation 
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among both infants and mothers and accounted for 
80% of the infections. An additional 12% of the in¬ 
fections were combinations of cutaneous and other 
manifestations. The remaining 8% consisted of 
breast abscesses, purulent conjunctivitis, broncho- 

Table 3.—Time of Onset of Staphylococcic Lesions 
in Obstetric Unit 

Xo. r„ 


Infants Infected .. 2)1 

Onset before dl.sichnrpc .. <2 31.1 

Onset after dlschurjrc. lJ)f> 

Mothers infected .... 

Onset before dlschnrn:c. 2 0.7 

Onset after diseharKe .. 28 03.3 


pneumonia, and other miscellaneous illnesses. The 
four maternal breast abscesses occurred in mothers 
who were breast-feeding their infants prior to or at 
the time signs of infection developed. One of the 
hvo infants who developed staphylococcic broncho¬ 
pneumonia died; coagulase-positive staphylococci 
were cultured from his lung. 

Etiology of the Epir/emic.—Microbial cultures 
were obtained from 76 lesions during tliis 16-montli 
period. The majority of these were from infections 
in newborn infants which occurred before discharge 
from the hospital. Sixty-three cultures yielded 
staphylococci whose principal characteristics were 
coagulase production, hemolysis, yellow pigment 
production, and a high degree of antibiotic resist¬ 
ance. Twelve cultures showed no growth. One 
culture revealed a gram-negative micro-organism. 
Of the 63 staphylococcic cultures obtained, 47 
(74.6%) were typable with standard bacteriophages, 
and 41 (65.1%) were type 80/81, a strain which is 
probably identical to the “epidemic” strain men¬ 
tioned above and reported by numerous investi¬ 
gators tlmoughout the world. Ninety-two per cent of 
the staphylococcic strains typed as 80/81 were 
resistant to penicillin, 80% to dihydrostreptomycin 
sulfate, 88% to oxytetracycline hydrochloride, 73% 
to tetracycline, 70% to erythromycin, 35% to chlo¬ 
ramphenicol, and 35% to nitrofurantoin. 

When coagulase-positive staphylococci, obtained 
from lesions and noses, of phage patterns other than 
80/81 were examined for antibiotic sensitivity, a 
slightly different pattern evolved. The percentage 
of resistance was as follows: penicillin 70%, dihydro¬ 
streptomycin sulfate 70%, o.xytetracycline hydro¬ 
chloride 75%, tetracycline 80%, erythromycin 25%, 
chloramphenicol 59%, and nitrofurantoin 52%. 

Onset of Infant and Maternal Illnesses.—The im¬ 
portance of establishing a case-finding system which 
wni record suppurative disease in infants and 
mothers during the immediate posthospitalization 
period, as well as during hospitalization, is borne 
out by the data in tables 3 and 4. Of the 211 infants 
witli clinical suppurative infections 139 (65.9%) 
e.xperienced the onset of signs and symptoms of in¬ 
fection after discharge from the hospital, and the 


lesions occuiTcd from 1 to 68 days (median, 7 days; 
mean, 10.6 days) after delivery. Breast abscesses 
occurred from 1 to 17 days (median, 7 days; mean, 
8.2 days) from the day of delivery', and one 
case of neonatal staphylococcic bronchopneumonia 
occurred 30 days after delivery'. 

The figures in tables 3 and 4 significantly point to 
the even greater need to follow up the posthospital¬ 
ization incidence of cases of suppurative infections 
in mothers. Twenty-eight (93.3%) of tlie 30 infected 
mothers e.vperienced onset of disease after discharge 
from the hospital. The average time from delivery 
to onset of infection u'as 28 days and the median 
time interval, 25.5 day's. 

Survey of Microbial CwltJ/res.—Cultures were ob¬ 
tained from infants, mothers, hospital personnel, 
and the hospital environment. 

Infants: Sixty-tsvo cultures were obtained from 
the anterior nares of infants within 24 hours of 
birth, of which 12 (19.3%) yielded coagulase- 
positive staphylococci, none of which were of phage 
type 80/81. On discharge from the hospital some 
four to five days later, 24 ( 40.6%) of these same 
infants yielded positive nasal cultm'es and 20 
(35.0%) positive umbilical cultures; 5% of botli the 
latter and the former were type 80/81. 

The correlation betu-een nasal cultures obtained 
from newborn infants on discharge from the hospital 
and the development of clinical staphy'lococcic in¬ 
fection is as follows. Of the 33 infants infected by 
the “epidemic” strain phage ty'pe 80/81, during an 
eight-month period, 14 (42.4%) developed suppura¬ 
tive infection. On the other hand, only 7 (11.1%) 
of the infants infected by other coagulase-positive 
staphylococci before discharge developed such 
infection. 

Mothers: Of the nasal swabs obtained from 64 
mothers on admission, 13 (20%) y'ielded coagulase- 
positive staphylococci, only one of which was phage 


Table 4.—Interval, Delivery to Onset, of 170 Staphylococcic 
Infections in Obstetric Unit 



Xo. of 


Xo. of Days 



Infec- r 


A 



tions 

Mean 

Median E.xtreme.‘ 

lotftDt (aH infections) . 

. 15S 

lO.G 

7.0 

1*6S 

Cutaneous . 

...... 331 

30.5 

7.0 

1-CS 

i'onjuDctivltis . 

. 3G 

9.4 

5.0 

1-6T 

Breast abscess . 

. S 

S.2 

7.0 

1-17 

Abscess, other site. 


19.5 

19.5 

12-27 

BronehopneumoDia . 

. 1 

30.0 



Maternal (all infections) .... 


2S.3 

25.5 

12-75 

Cutaneous .. 


28.3 

as.o 

12-75 

Breast abscess. 

. i 

20.0 

27.0 

20-30 

Abscess, other site. 

. 1 

30.0 




ty'pe 80/81. On discharge from the hospital 10 
(17.2%) positive cultures were obtained, and 3 
(5.2%) of these were type 80/81. The fact that none 
of the mothers of infants with type 80/81 nasal or 
umbilical cultures carried this strain suggests diat 
the modiers xvere not the somce of infection for 
their own infants while in hospital. Thirty'-two cul- 
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tures were obtained from die vaginal tract of ease. Although the survey of microbial cultures,. 

motliers just prior to deliver}'. Only 2 (6.2%) were conducted from Noveipber, 1957, through January, 

coagulase-positive, and none was tj'pe 80/81. 1958, did not define the manner of transmission, it 

Personnel: Anterior nasal swabs were secured did succeed in identifying 16 persistent carriers of 

from 112 personnel who maintained working con- phage type 80/81 among the personnel on the 

tact with the nursery-matemitj' unit. From persons nursery-maternity service. This finding suggested 

who carried coagulase-positive staphylococci addi- tliat the reservoir of pathogenic staphylococci - 

tional cultures were obtained on two successive existed among the staff and that the perpetuation of 

occasions, not less than one week apart. As a result the epidemic might be related to the presence of 

of diis procectire, “persistent” carriers of type 80/81 nasal carriers. Accordingly, initial control measures 

were identified. “Persistent” carriers comprised 14% were instituted in January, 1958, .which were 
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- Date o£ delivery - 

Fig. 1.—Staphylococcic epidemic in maternity unit: reported cases. 

of the total hospital population and included nine directed toward breakmg the chain of transmission 

physicians, five nursing service personnel, one from infant-to-infant and from infant-to-personnel- 

laundr}' employee who folded clean linen for tire to-infant. 

nurserj', and one housekeeping employee. - Nursing and housekeeping personnel who were 

Environment: Sixt}' cultures were obtained from nasal carriers of staphylococcus type 80/81 were 

floors, walls, bassinets, work tables, blankets, door- removed from the nursery-maternity unit and given 

knobs, and air in the nursery and the deliver)' emplo)'ment in less critical meas of the hospital, 

rooms. The air-settling plates were placed in the The laundr)' employee was removed from the clean 

nurser)' during periods of maximal activity. Only linen room. Physician-carriers observed the follow- 

two cultures .yielded staphylococci of phage t)'pe ing regimen: they carried out double scrub of the 

80/81, and both were settling plates e.xposed on tlie hands before delivery; they wore double face masks 

same day in the nurser)'. in the delivery room, changing masks every 30 

Conirol Measures.—The high rate of morbidity in minutes; and they were excluded from the nursery 
newborn infants suggested that staphylococci were proper and did not handle infants after delivery, 
being transmitted tlirough the nursery witli relative All employees underwent physical examination for 
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•the detection of pyogenic lesions, and the impor¬ 
tance of reporting such lesions to the chief nurse 
was emphasized. However, no employees with 
overt cutaneous or respiratory staphyloeoccic lesions 
were discovered. 

Since it has been demonstrated that infants are 
more likely to be infected by staphylococci after the 
3rd hospital day of life, a new uniform discharge 
policy was adopted which directed that infant and 
mother be discharged on the third day after delivery 
e.\cept in the case of complications.’’ Because nurs¬ 
ing mothers tend to develop breast abscesses more 
often than non-nursing mothers, breast-feeding of 
infapts was discouraged for the duration of the 
epidemic. 

Subsequent to an exhaustive survey of techniques, 
practices, and. procedures many changes were 
effected which improved the quality of asepsis. 
Handwashing regulations were adopted for ail 
personnel, and the importance of washing each time 
before caring for each newborn infant was em¬ 
phasized. Provision of an adequate supply of clean 
gowns, dresses, and masks was insured. In the 
nurserx', nurses were required to wear scrub dresses, 
and all transient personnel, including physicians, 
were required to wear gowns, caps, and masks. 
Common equipment for the care of newborn infants 
was eliminated, and, whenever feasible, each infant 
was given individual medicinal supplies, laundrx’ 
packs, and instruments. Unnecessary^ dust-collecting 
nursery equipment was eliminated. Covered, foot- 
controlled waste receptacles were provided. Wet¬ 
mopping of floors and damp-dusting were instituted, 
together with tlie adoption of a phenolic germicide 
for surface cleansing, A “nursery-to-house suspected 
cases of infection” service was established, and 
facilities for isolation of newborn infants and 
mothers with staphylococcic lesions were provided. 

Tlie course of the epidemic is shown in figures 
1 and 2. A decrease in infection occurred after 
tlie institution of the above tontrol measures in 
January’, 1958. These control measures were main¬ 
tained during the spring of 1958, and close sur¬ 
veillance of infants before and after discharge 
was continued. Despite these precautions, a sec¬ 
ond wave of pustular skin diseases occurred in 
June, 1958. The reasons for this second wave were 
not defined. None of the previously identified car¬ 
riers had been reintroduced .into the nursery, and 
none of the mothers who had been in the ho^ital 
during the first epidemic period was readmitted. 
In July, 1958, a second set of control measures 
was introduced, which included closing of the full- 
term nursery and institution of compulsory rdom- 
ing-in of the infant with its mother, periumbilical 
painting with triple dye (brilliant green 2.3 grains 
[138 mg.], gentian violet 2.3 grains [138 mg.], 
acriflavine 1.1 grains [66 mg.], water 1,000 ml.), 
and administration to the baby at birth of 0.1 cc. of 
gamma globulin per pound of body weight. The 


latter two measures were soon discontinued, but 
compulsory’ rooming-in of infants has been main¬ 
tained since July, 1958. With the institution of 
rooming-in a significant fall in infection occurred. 
Whereas, during the nine and one-half-month 
period prior to rooming-in the number of deliveries 
associated with staphylococcic infection had been 
37.1%, it was only 6.8% during the five and one- 
half-month period since the establishment of 
rooming-in. 

Comment 

In appreciation of the fact tliat newborn infants 
may develop signs and symptoms of staphylococcic 
infection in the immediate period after discharge 
from the hospital and that the maternity’ hospital 
may be the source of infection for the newborn 
infant, his mother, and, in some cases, other family 
members, many hospitals have established or¬ 
ganized systems to follow the health of infants 


COMTnOL 



Fig, 2.—Effect of control measures on course of staphylo¬ 
coccic epidemic in maternity unit. 


during tlie neonatal period. Murray and co-work¬ 
ers ” found that the interval from delivery to onset 
of suppurative illness in the infants studied in one 
epidemic ranged from 3 to 33 days, with a median 
interval of 9 days; the bulk of maternal breast 
abscesses occurred from 12 to 18 days after de¬ 
livery, with a median interval of 16.5 days. Wysham 
and associates ’* reported that the median interval 
for infants in a Seattle hospital was six and tlie 
mean interval eight and one-half days. In this 
outbreak of infection skin lesions in infants oc¬ 
curred from 1 to 68 days and four breast abscesses 
in mothers between 20 to 30 days after delivery. 
Thus, it seems imperative that infants and mothers 
be followed up for at least six weeks after delivery 
if one is to ascertain the true nature and extent 
of the problem of staphy’Iococcic infection in a 
hospital. 
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Several systems have been used by hospitals 
to check tlie healtli of newborn infants and moth¬ 
ers after delivery^, such as sending questionnaires to 
the attending physician, or to file mothers them¬ 
selves, and visits to the home by public health 
nurses. In the present outbreak the telephone sur¬ 
vey among mothers evolved as the single most im¬ 
portant case-finding device. The average time per 
telephone call was seven minutes. Refusal to an¬ 
swer the questions posed by the investigator was 
not encountered in a single instance out of 648 
calls. In fact, in several cases mothers expressed 
gratitude to the investigator for the interest dis¬ 
played by the hospital and the health depart¬ 
ment in her infant. The interview was so con¬ 
structed that the mother would not suspect the 
nature of the telephone call, and rigid criteria re¬ 
garding the presence of purulent material were 
maintained for classification of a case as positive. 
Accuracy was checked by an additional feature: 
in cases where a staphjdococcic infection was sus¬ 
pected, the mother was asked to describe the dura¬ 
tion and treatment of the illness and to name the 
physician consulted. In 87% of the cases identified 
hy the telephone survey infants were treated by 
physicians for their disease. In many cases the 
physician had told the mother that the baby was 
suffering from staphj'lococcic infection. 

The telephone survey can be used also to ob¬ 
tain a crude evaluation of measures of epidemic 
control and measiues of disease prevention. Sur- 
s'eillance of a nurseiy situation can be achieved 
by spot checks of mothers evety three to four 
months; in this way, insidious staph\dococcic prob¬ 
lems will not continue unrecognized and uncon¬ 
trolled. 

The investigation revealed that although a large 
number (some 42%) of infants infected by the 
“epidemic” strain developed suppurative infection, 
nasal infection was not the only factor which pre¬ 
disposed the infant to clinical disease. Whereas, 
during an eight and one-half-montli period from 
mid-December, 1957, through August, 1958, rough¬ 
ly corresponding to the epidemic period, only 6.2% 
of the infants were found to harbor staphylococci 
of hyre 80/81 on the basis of a single nasal dis¬ 
charge culture, the rate of attack among infants 
during tliis same period was 21.7%. The fact tliat 
42% of tlie babies harboring phage tj'pe 80/81 in 
their noses developed suppurative disease, in con¬ 
trast to the 11.1% of infants harboring other strains 
who developed disease, confirms the wrulent nature 
of tliis “epidemic” strain of staphylococcus and its 
propensity to cause neonatal infection. Jellard 
suggested that the stump of the umbilical cord is 
a reservoir of infection in nurseries and showed 
tliat the population of staphylococci can be re¬ 
duced by treatment of the umbilical area with 


triple dye (brilliant green 2.3 grains [138 mg.], 
proflavine hemisulfate 1.1 grains [66 mg.], gentian 
violet 2.3 grains [138 mg.], water 1,000 ml). 

No evidence was encountered to suggest that 
spread of infection occurred from mother to in¬ 
fant. The rate of attack in mothers was quite low 
when compared with that in newborn infants, and 
comparison of staphylococci carried by mothers 
and tlieir infants did not reveal any similariHes. 
Moreover, the fact that 93% of maternal infections 
occurred after discharge, with a median interval 
of 25.5 days from delivery to onset of infection, 
suggested that the infant was probably the vector 
of infection for the mother. In most cases in which 
the mother became infected the infant had already 
developed a staphylococcic infection. 

Indirect evidence was obtained to suggest that 
two sources of staphylococcic infection existed for 
the babies. Fourteen per cent of the personnel 
maintaining working contact with the maternity- 
nursery' unit were found to be nasal carriers of 
phage type 80/81. When these carriers were re¬ 
moved from the nursery in Jfanuary, 1958, a de¬ 
crease in infection occurred, probably reflecting a 
reduction in the reservoir of this organism in the 
nursery (fig. 1). However, adequate control of the 
outbreak was not achieved until the institution of 
compulsory rooming-in of infants, in late July, 
1958. The establishment of rooming-in appears to 
have succeeded in breaking the chain of transmis¬ 
sion of infection from infant to infant. 

Immediately after delivery the infant was 
weighed in the delivery room by the nurse. The 
baby was then removed to a hassinet, adjacent 
to the bed of the mother. Demonstration of infant 
cave was given to the mother by a nurse, and from 
then on the mother was expected to assume full 
responsibility for the care of her baby. If the 
mother was unable to care for her baby because 
of complications, the nurse assumed responsibility. 
The husband, who was the only visitor allowed in 
the unit, put on a cap, mask, and gown before 
entering. All e.xaminations by the physician were 
performed in the bassinet, at the bedside of the 
mother. Infants were not removed from the moth¬ 
ers’ rooms until discharge from the hospital, e.x- 
cept for circumcision. The aim of rooming-in in 
this particular situation was to minimize contact 
of the newborn infant with anyone except his 
mother. 

The number of infections declined significantly 
subsequent to the institution of rooming-in and has 
remained low for six months. Comparison of rates 
of attack before and after rooming-in are impres¬ 
sive: 37.5% of infants were infected before the 
establishment of this control, contrasted with 5.0% 
since tliat time. Likewase, the rates of attack for 
maternal infection have decreased from 5.1 to 1.4%. 
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This study suggests tliat rooming-in, presumably 
by minimizing infant-to-infant contact, was the sin¬ 
gle most effective control measure in the termina¬ 
tion of this epidemic. 

Summary 

In an outbreak of staphylococcic infections 
among newborn infants and mothers at a small 
community hospital case-finding of infections was 
achieved by three methods, but prmcipally by a 
telephone survey of mothers six weeks after de- 
livety. The telephone survey was found to be a 
rapid, efficient, and accurate case-finding tech¬ 
nique. 

Sixty-five per cent of staphylococci cultured 
from lesions were of phage type 80/81. The rate 
of infection during a 16-month surveillance period 
was 25.6% among newborn infants and 3.7% among 
mothers. The number of deliveries associated with 
infections was 37.1% during the epidemic period 
and 6.87» during the nonepidemic period. Infant 
pyoderma was the disease most commonly mani¬ 
fested. Of the infant lesions 65.9%> occurred after 
discharge from the hospital; of the maternal lesions 
93.3% occurred after discharge. 

Among tire measures employed to control the 
epidemic of staph)'lococcic infections were removal 
of hospital personnel who were nasal carriers of 
the 80/81 strain from the nursery, improvement 
of aseptic techniques, discharge of infants and 
mothers tliree days after deliver)', and compulsory 
rooming-in of the infant with the mother. It is 
concluded that rooming-in was the single most im¬ 
portant step in the termination of the outbreak. 
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I IFE OUTSIDE THE BODY.—Some tissue cells adapt or alter to “in vitro” con- 
ditions when cultivated for prolonged periods by the tissue culture technique. 
This adaptation to form cell strains is manifest by a change to a uniform 
moi-pholog)', by a marked increase in the rate of cell proliferation, and by the ease 
with which trypsinized cultures attach to the glass culture flask.-R. V. Andrews, 
H. J. Phillips, and V. Skank, Metabolism of Normal and Malignant Tissue Culture 
Cell Strains, The Physiologist, August, 1959. 
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EPIDEMIOLOGY OF STAPHYLOCOCCIC INFECTION IN 
NURSERY OF SMALL COMMUNITY HOSPITAL 

Beatrice Kresky, M.D. 
and 

Herbert L. Elias, M.D., Rockville Centre, N. Y. 


In recent years attention has been focused on the 
increasing incidence of staphylococcic infection in 
hospital patients. These infections have occurred 
most frequently among groups peculiarly suscepti¬ 
ble, such as newborn infants, persons debilitated 
from chronic disease, and surgical patients. 

It has been sho\ra that in a nursery outbreak of 
staphylococcic infection the majority of infected 
infants and carriers harbor strains of Staphylococcus 
aureus, coagulase-positive, which are identical in 
respect to phage type and antibiotic sensitivity.’ The 
most common phage type isolated from nursery' 
cases is knoum as type 80/81, which includes muta¬ 
tions of t)'pe 42 B, 44 A, 52, and 47 C.“ Many nur- 
ser)' outbreaks of staphylococcic infection caused 
by these strains have occurred in the United States, 
England, and Australia.’ This strain is usually re¬ 
sistant to penicillin, the tetracyclines, and strepto¬ 
mycin but sensitive to erythromycin, chlorampheni¬ 
col (Chloromycetin), nitrofurantoin (Furadantin), 
and novobiocin, although the antibiotic sensitivity 
of a phage type may change at any time.” 

It is generally accepted that in a hospital nursery 
infection is transmitted from baby to baby and from 
carriers harboring the epidemic strain to baby, but 
not from mother to baby, although an infected 
infant can transmit infection to the nursing mother." 
The carrier rate of staphylococci in healthy infants 
in a hospital nursery is zero at birth but may be as 
high as 40% by the 4th day of hospital life, and as 
high as 80% by the 8th day.” Only 8% of infants 
bom at home or in a hospital with a rooming-in 
system have positive cultures on tlie 8th day of life.® 

Eichenwald ’ believes that some babies, knovm 
as “cloud babies” and infected by staphylococci in 
the first days of life, disseminate the organism into 
the atmosphere. Staphylococci can be cultured con¬ 
sistently from their bed Hnen, bassinets, and the 
surrounding air. Other observers have reported that 
infant-to-infant colonization occius through air 
transmission and by means of fomites rather than 
human carriers. Wysham ® reported tliat in one 
epidemic the nurses and attendants harbored a 
strain of staphylococcus differing from that of the 
infants. However, the infectious strain could be 
cultured from the air, dust, and linen in the nurser>'. 

A reserv'oir of infection frequently e.vists in the 
nose and throat of hospital personnel. Several nur¬ 
sery' epidemics have been traced to carriers among 
nursery' attendants.® 

N. From the South Nassau Communities Hospital, Oceanside, N. Y. 


It is easier to prevent a nursery outbreak 
of staphylococcic infection than to bring un¬ 
der control a full-blown epidemic. A 10-part 
program aimed at controlling an epidemic 
is detailed, the main points being isolation 
of all infected infants and those with positive 
culfures, administration of an antibiotic to 
all newborn infants, and temporarily excus¬ 
ing from duty all nursing personnel harboring 
staphylococci in the nasopharynx. Staphylo¬ 
coccic infection is frequently endemic in the 
community among neonatal infants and post¬ 
partum women before it becomes epidemic 
in a nursery. Cases developing at home are 
greater in number and clinically more severe 
than the nursery coses. Information about 
community dissemination may be obtained 
by a questionnaire sent to the mother when 
an infant is 2 months old. 


All extremes of staphylococcic infection have 
occurred in the neonatal period, ranging from self¬ 
limited impetigo to septieemia, osteomyelitis, and 
staphylococcic pneumonia. Certain infants develop 
pyoderma while in the nursery, but a greater num¬ 
ber are discharged well and develop clinical disease 
from 2 to 12 weeks after leaving the hospital.’® 

Clinical disease among mother’s is rare in the 
obstetric unit, but furunculosis, mastitis, and breast 
abscess frequently occur at home, after discharge 
from a hospital where a focus of staphylococcic 
infection exists.” Cases of pyoderma are reported 
among siblings of infants infected by staphylococci 
while in the nursery.” The magnitude and ramifica¬ 
tions of an outbreak having its source in the nursery' 
cannot be accurately assessed unless a survey is 
made of the community served by the hospital. 

South Nassau Communities Hospital is a 250-bed 
hospital in the southern section of Long Island, 
N. y., serving a population of approximately 300,000. 
The obstetric service accommodates 48 newborn 
infants and 40 mothers. The census of live births 
varies from 20 to 25 in any one day. In the period 
from Jan. I to July 31) 1958,1,033 live infants were 
delivered at South Nassau Hospital. The nursery 
personnel consists of 47 permanent nurses and 27 
relief nurses and nurses’ aides. The technique fol- 




Vol. 171, No. S 


EPIDEMIOLOGY-KllESKY AND ELIAS 


103/1081 


lowed in tlie nursery is essentially that advocated 
in the manual on the hospital care of newborn 
infants of the American Academy of Pediatrics.'® 
In the period from Jan. 1 through July 31, 1958, 
there were 28 cases of staphylococcic infection in 
the maternih’ service: one mother and 27 infants 



f4hni»ry >Ufeh April Jw>» 
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Fig. 1.—Incidence of stnpliylococcic infections in nurscr}' 
for newborn infants in South Nassau Communities Hospital. 

(fig. 1). In addition, from Jan. I through July 31, 
1958, 36 cases of staphylococcic infection occurred 
in mothers and infants at home, after discharge 
from the maternity service; 8 in mothers and 28 in 
infants (fig. 2). The medical staff were not cognizant 
of these home cases until a retrospective survey of 
the communit)' was made several months after the 
nurser)' outbreak. The number of home and hospital 
cases totaled 64, an infection rate of 6% of the total 
number of live infants (fig. 3). 

Nursery Outbreak 

On Jan. 5, 1958, a mother developed an infection 
in an episiotomy wound from which staphylococci 
vv'ere cultured. Sev’enteen days later an infant, who 
had been discharged well, was readmitted to the 
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Fig. 2.—Incidence of staphylococcic infection after dis¬ 
charge from obstetric unit of South Nassau Communities 
Hospital. 

pediatric service, with a staphylococcic abscess of 
the breast. A week later a second infant was re¬ 
admitted, vv’ith cellulitis of the back from which 
staphylococci were isolated. The following vv’eek, an 
infant with cellulitis of the face was seen at home 
by one of us. The next week, a mother w'ho had 
deliv'ered at South Nassau Hospital w'as readmitted 


to the surgical service with a breast abscess. It is 
interesting, yet at the same time discouraging, to 
note that no effort was made to link these cases to a 
focus in the nursery. During this six-week period, 
five cases of pyoderma occurred in infants in the 
nursery, each separated by about one week, with 
no two cases occurring on the same day. 

No further cases of staphylococcic infection de- 
v'eloped until five weeks later, vv'hen the first death 
occurred during the last week in April. An infant, 
discharged from the nursery apparently well, was 
found dead at home one week after discharge. 
Autopsy revealed staphylococcic pneumonia and 
emiryema. On Maj' 9, an infant was readmitted to 
the pediatric service with sepsis, subsequent to an 
attack of cellulitis of the scalp. This infant died and 
blood culture revealed staphylococci. 

On the same day a second infant bom at South 
Nassau Hospital was readmitted with an over¬ 
whelming septicemia. He died the day of admission. 
Autopsy revealed septicemia due to Escherichia 
coli, with kidney abscesses. However, staphylococci 
with the same antibiotic sensitivity' as that of those 
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Fig. 3.—Incidence of staphylococcic infection in nursery 
for newborn infants in South Nassau Communities Hospital 
and in surrounding community. 

in the infant w'ho died of stapltylococcic septicemia 
were cultured from the nose and throat. Prior to the 
onset of tlte septicemia, the infant had had a pustu¬ 
lar rash over the lower part of the abdomen. It was 
discovered that the mothers of both infants dying 
of septicemia had shared a room in the matemitj' 
serv'ice. This tliird death may be considered a pri- 
marj' staphylococcic infection, witli an ovenvhelm- 
ing secondarj' septicemia due to Esch. coli. 

During tlie week of May 11 there vv’as a sudden 
sharp increase in the cases of pyoderma in the 
nursery; eight cases the week of May 11, six cases 
the week of May 18, and seven cases the week of 
May 25 (fig. 1). 

Attempts at conti'olling the spread of infection in 
the nursery were begun on May 14. Well babies 
were isolated from infected babies. Mothers of 
babies with positive nose and throat cultures or 
clinical infection were separated from motliers of 
well babies. So-called contaminated nurseries were 
temporarily closed, washed, painted, and theri re- 
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PREMEDICATION-AN OLD IDEA AND NEW DRUGS 
John Adrian!, M.D., New Orleans 


The custom of prescribing sedatives to be given 
an appreciable time before the principal anesthetic 
is administered is nearly as old as the practice of 
anesthesia itself. Primarily, the purpose of such 
premedication is to obtain psychic sedation so that 
the patient is tranquil, nonanxious, and indiflFerent 
when he arrives in the operating room. Besides ob¬ 
taining psychic sedation, however, there are at 
least three other purposes for premedication: It is 
given to minimize secretion of mucus in the re¬ 
spirator)' tract, to offset the undesirable side-effects 
of some anesthetics, and to fortif}' impotent anes- 
tlietics. 

Basic Concepts 

The basic concepts of premedication have 
changed little since the idea was conceived. The 
techniques, however, are being A'aried and modi¬ 
fied as new anesthetics and premedication agents 
are introduced. The trend toward the use of com¬ 
binations of drugs instead of a single-principle an¬ 
esthetic has been responsible for the departure from 
standard practice. In addition, better drugs are 
being sought, since no agent has been found which 
is ideal and wholly free from side-effects. 

Premedication, to use the words of Claude Ber¬ 
nard, as cited by Duncum,' is mi,\-ed anesthesia. 
As such it is part of the anesthetic. Therefore, it 
should be prescribed by the person assigned to ad¬ 
minister the anestlietic. The selection is made on 
the basis of the general status and the psychic 
make-up of the patient and the tj'pe and technique 
of anesthesia to be employed. Too often the selec¬ 
tion is left to the discretion of persons who are not 
Ikectlv concerned with the administration of the 
mesthetic and who are unaware of what has been 
planned for tlie patient from that standpoint. . 

^ Sedation and tranquillits' may be obtained by use 
of one or several of a host of central-nervous-sys¬ 
tem depressants. Gljfftde Bernard \ji^s instrumental 
■'0 the adoption of morphinq ak a premedicant.' 
Since that time the use of narcotics has been wide- 
hwpted. Several years later, according to Dun- 
' cm. Tome and others used chloral hydrate for 
hatavcstbesia. Deep hs^pnosis was produced on 
•tiUis inhalation anesthesia with 

Siam.the /■■’'= of “light” or “lieav)” pre- 

leginnings at this time and 
•t-day practice. 

d of anesthesia soon 
• ; combined 


Drugs to be used as premedicanfs before 
general or local anesthesia is induced must 
be selected with due regard to the patient's 
physical and mental state, the major anes¬ 
thetic to be used, and Jhe technique of 
administration. They should be prescribed 
by the person assigned to administer the 
anesthetic. Their purpose is to relieve the 
patient's anxiety, to reduce the amount of 
troublesome mucous secretions, to intensify 
the desired effect or reduce the required 
amount of the major anesthetic, and to de¬ 
crease the incidence of complications of 
anesthesia, such as cardiac arrest, laryngo- 
spasm, and bronchial spasm. It is doubtful 
whether any of the drugs recently introduced 
for these purposes are preferable to the 
customary combination of a narcotic and a 
belladonna alkaloid. 


that scopolamine enhanced them. These facts, 
known for so long, are not fully appreciated. The 
combination of atropine and morphine is still 
widel)' used. Scopolamine combined with the nar¬ 
cotic has a ti-anquilizing and amnesic action not 
possessed by morphine alone, j 

Newer Drugs 

As each hypnotic or narcotic has been introduced 
it has been evaluated as a premedicant. The mor¬ 
phine used by Claude Bernard and the chloral 
hydrate of f’orne were tlie prototypes of tlie numer¬ 
ous drugs which have since been used for premedi¬ 
cation. A host of drugs have been used whose ef¬ 
fects vary from die mild sedation produced by 
phenobarbital to the deep hypnosis produced by 
rectally given tribromoethanol (Av'ertip), intrave¬ 
nously given thiopental and hydroxydiorie, and sim¬ 
ilar potent basal narcotics. The tj'pes of compounds 
range from simple aliphatic alcohols to ones with 
complex heterocyclic molecular sti'uctures. The an¬ 
esthetist is thus permitted a latitude from light se¬ 
dation to deep narcosis, depending on personal 
preference and the e.xpediency of die situation. The 
more profound the sedation, the greater the physi¬ 
ological disturbance which one must anticipate. 

^ The most recent trend in premedicadon centers 
Jt use of the ataraxics. The narcotics and hyp- 
I ■, ■- 'ly on the cortex and depress from 
■ The ataraxics behave differently. 

- ■ ■■ ly on the subcortical 
the control of the emo- 
■ , • cate emotion- 
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ally disturbed patients has been well established. 
That diey do the same to “normal” patients is less 
certain. Scopolamine was the only drug manifesting 
a subcortical action that was used with the nar¬ 
cotics prior to the introduction of tranquilizers. The 
number of drugs being offered in the latter group 
is large and is rapidly increasing. To be considered 
modern, it appears one must cast aside the old and 
take on the new. As each new depressant with sed¬ 
ative properties is introduced it is offered to an¬ 
esthetists as a possible premedicant. As a result, a 
wave of enthusiastic reports is appearing which 
describe the use of drugs which have been super¬ 
ficially studied and which contain conclusions 
drawn from clinical impressions and not from con¬ 
trolled well-planned studies. 

Value of Narcotics 

Some anesthetists have e.vpressed disappro val of 
narcotics for premedication.° Objections offered are 
that these drugs depress respiration; cause hypo¬ 
tension, nausea, and vomiting; increase postoper¬ 
ative morbidity; and cause other untoward effects. 
One commonly voiced- objection is that patients 
scheduled for an elective operation are not in pain 
and, therefore, do not require a narcotic. The seda¬ 
tion provided by short-acting barbiturates, such as 
pentobarbital or secobarbital in orally given doses 
of 100 mg., is recommended as being as efficacious, 
The opponents of the narcotics have been quite 
vociferous and have created much confusion con¬ 
cerning the pros and cons of their use. 

Should tlie narcotics be cast aside? Are the ob¬ 
jections which are voiced based on fact or preju¬ 
dice? The narcotics have been used (witli good re¬ 
sults and without ill-effects) in too many patients, 
for too long a time, by too many anesthetists to be 
casually cast aside on the basis of untoward re¬ 
sponses in isolated cases, evidence from studies on 
small series of patients, or the behavior of volun¬ 
teers subjected to tilting. The argument that the pa¬ 
tients undergoing elective surgery are not in pain 
and, therefore, do not require a narcotic is super¬ 
fluous. Narcotics are not administered preoperative- 
ly for their pain-relieving qualities. Narcotics, it is 
true, elevate the pain threshold. However, tliis ele¬ 
vation is effective up to a given point of dosage, 
beyond which little additional relief is obtained. 

Much of tire beneficial effect of a narcotic, how¬ 
ever, is accomplished by the alteration of the psy¬ 
chological response to pain.^ In other words, the 
patient continues..-to experience the pain but be¬ 
comes indifferent to it. A habitue craves a particu¬ 
lar drug not because he is in pain but because he 
derives a sense of well-being from it. In other 
words, narcotics relieve anxiety. It is for this reason 
that they are used for premedication. The barbitu¬ 
rates and other central-nervous-system depressants 
do not accomplish this end as effectively because 
their mechanism of action is different. They are, 
relatively speaking, less potent. Whatever sedation 


they do cause is mild if they are administered in 
hypnotic doses. Doses which produce a state of 
basal narcosis are necessary to render the patient 
amnesic and indifferent to his environment. Doses 
required to obtain this effect have most, if not all, 
of the drawbacks of the narcotics. Generally, the 
hypnotic dose of secobarbital or pentobarbital is 
inadequate and is fortified with intravenously given 
thiopental when the patient arrives in the operating 
room. When narcotics are used, this additional forti¬ 
fication of the sedation with a potent basal narcotic 
is not necessary. 

The ability to cause hypotension and respiratory 
depression is an attribute of all central-nervous-sys¬ 
tem depressants and is not peculiar to the narcotics. 
It is common to find that, when one central-nerv¬ 
ous-system depressant causes difficulty in a particu¬ 
lar patient, others produce the same type of 
response, if used in quantities to produce similar 
degrees of depression. To single out narcotics 
among the group of central-nervous-system depres¬ 
sants as being objectionable in this regard is not 
correct. One alleged advantage the narcotics have 
over otlier sedatives is that untoward reactions 
are easily recognized and treated. Antagonists such 
as nalorphine (Nalline) and levallorphan (Lorfan) 
are available in the event such effects are encoun¬ 
tered. Use of these is seldom necessary, however, 
when narcotics are used judiciously. 

Any justification of the opposition to narcotics 
stems from experiences caused by their misuse 
rather than their widespread use. The routine use 
of narcotics without individualization obviously 
leads to difficulty, as'\vill such use of any drug. 
Most difficulties have arisen when narcotics have 
been used in patients who should not have had 
them, when they have been used to excess to the 
point of inducing unconsciousness, or when they 
have been used and could have been omitted. 
Such misuse leads to the much complained of 
severe respirator}' depression and hypotension. A 
common error is to administer the doses of narcotic 
ordinarily required for robust young patients to el¬ 
derly patients. Elderly patients have less tolerance to 
central-nervous-system depressants than young or 
middle-aged persons. It is customary to reduce the 
dose of a narcotic to one-half, one-foufth, or even 
one-sixth of that required for middle-aged patients. 

Most anesthetists obtain excellent sedation with 
use of a combination of morphine and scopolamine. 
Ten milligrams of morphine combined with 0.4 
mg. of scopolamine administered subcutaneously 
one and one-half hours prior to anesthesia in an 
average adult produces tranquillit}', an air of in¬ 
difference, and amnesia without circulator}' and 
respiratory depression. Consciousness is not lost, and 
the patient is able to converse, is aware of his en¬ 
vironment, is relaxed, and is not anxious. The 
scopolamine enhances the cortical effects of mor¬ 
phine. As is the case wth atropine, scopolamine 
appears to antagonize the depressant effect of mor¬ 
phine on the medullary centers. 
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opened. Nose and throat cultures were taken from 
all nursing personnel. Nurses harboring staphylococ¬ 
ci were restricted to caring for infants with pyo¬ 
derma and/or widi postive nose and throat cultures. 
Washing with hexachlorophene soap was substituted 
for dry skin care. Despite these measures, a sharp 
increase in the number of nursery cases occurred, 
as shown in figure 1. 

On May 26, 1958, the following procedures rec¬ 
ommended for tire control of staphylococcic infec¬ 
tion were instituted1. Infants with pyoderma 
and infants harboring staphylococci without clinical 
disease were isolated in one unit. Mothers of these 
infants were separated from newly delivered motli- 
ers. 2. All newborn infants and their motliers were 
admitted to an uncontaminated unit and had no 
contact with the group described above. 3. There 
was no interchange of nursing care. Mothers and 
infants in each group were cared for by separate 
nurses. 4. All infants after 12 hours of age received 
44 mg. of erj'thromycin per pound per day for five 
to sLx days. 5. All infants were bathed initially with 

T.\ble \.~Antihiotic Sensitivity of Staphylococci Cultured 
from Patients with Infection and Carriers During 
Epidemic in South Nassau Communities Hospital 

Identical 

Positive Antibiotic Antibiotic 
Cultures Sensitiiits' Sensitivity 
04 7 6 

20 G 5 

10 6 5 

04 19 1G(S4%) 

17 14 2 


N'urses . 

Infants In nursery. 

Infants and 
mothers rchospitalizod 

Total . 

Patients other than 
mothers and infants .. 


he.xachlorophene soap and water, and daily skin 
care was continued witli 1:1,000 aqueous benzal- 
konium (Zephiran) chloride solution. 6. Infants were 
discharged on the tlrird hospital day. 7. Performance 
of circumcisions was discontinued. 8. Weekly nose 
and throat cultures were taken from all personnel in 
the deliver)' room, in the matemit)' imit, and in the 
nurser)'. 9. Nurses with positive nose and tlrroat 
cultures received 1 Gm. of erytlrromycin per day in 
divided dosage for four days, and remained off duty, 
at home, with pay, until two successive negative 
nose and tliroat cultures were obtained 24 hours 
apart. 

Within one week of institution of the above con¬ 
trol measures, the number of cases in the nursery 
decreased sharply (fig. 1). The number of home 
cases also declined immediately (fig. 2). 

A comparison of figures 1 and 2 shows that 24 
(69%) of die home cases occurred prior to die e,\- 
plosive outbreak in the niursery. The staphylococcic 
infection in the neonatal period appears to be 
endemic in die community before it becomes overdy 
epidemic in the nurseiy'. The incidence of home 
cases remained relatively constant imtil July 1. 


Within one week of the prophylactic administration 
of erythromycin to the nursery infants, the number 
of home cases declined sharply. 

The taking of weekly nose and throat cultures 
was begun on nurses and attendants in the obstetric 
unit early in May, when it was realized that an 
epidemic situation existed. At die height of the 
nursery outbreak staphylococci could be isolated 
from the noses and throats of 45% of tlie nurses. The 
organisms was isolated from only 25% of the staff of 
the delivery room, where relief nurses were not em¬ 
ployed. 

Antibiotic sensitivity studies were done on organ¬ 
isms isolated from infants in the nursery, carriers 
among the nursery staff, and home cases of patients 
readmitted to the hospital. Eighty-four per cent 
exhibited identical antibiotic sensitivities (table 1). 
The organism was resistant to penicillin, sulfisoxa- 
zole (Gantrisin), and streptomycin, and sensitive to 
the tetracyclines, chloramphenicol, nitrofurantoin, 
aureomycin, erythromycin, and novobiocin. This is 
presumptive evidence that the nursery outbreak and 
its community ramifications were caused by an 
identical strain of staphylococcus. 

From January through July, 1958, 17 patients, 
other than mothers and infants bom at South 
Nassau Hospital, were admitted to the hospital with 
staphylococcic infections. Fifteen had widely vary¬ 
ing antibiotic sensitivity patterns, and two had 
similar patterns. None was identical to the anti¬ 
biotic sensitivity pattern exhibited by mothers, in¬ 
fants, and nurses involved in the nursery outbreak 
(table 1). 

Community Survey 

It became apparent from the number of hospital 
readmissions that ramifications of the nursery out¬ 
break must have e.xisted in the community. In Sep¬ 
tember, 1958, a questionnaire was mailed to 75 
physicians who had performed deliveries at South 
Nassau Hospital from Januar)' tlirough Jul)', 1958, 
inquiring about the number and type of infections 
in mothers and infants under their care. Seventy of 
the 75 physicians replied. 

Physicians reporting cases of infection were tele¬ 
phoned, and clinical and laboratory information was 
obtained. Wherever possible, records of hospitaliza¬ 
tion were checked. It was‘found that 28 infants and 
8 mothers had some form of staphylococcic infection 
severe enough to warrant medical care (fig. 2). 
Table 2 shows the type of clinical disease in these 
patients. Tliree infants died, two from septicemia 
and one from staphylococcic pneumonia and em¬ 
pyema. 

The cases occurring at home were clinically more 
severe than those occurring in the nursery. All of 
the nursery infants were given diagnoses of pyo¬ 
derma without complications or sequelae. 
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Mothers probably developed staphylococcic in¬ 
fection at home from babies infected in the hospi¬ 
tal. Only one infant of the eight infected mothers 
had clinical disease. The three mothers with breast 
abscess had nursed their babies. 

Comment 

Investigation and control e)f an outbreak of staphy¬ 
lococcic infection is a new concept in preventive 
medicine. Our understanding is incomplete with re¬ 
spect to endemic and epidemic manifestations of 
the disease, changing virulence of the organism, 
and the role of nasal carriers, fomites, and air in 
the transmission of infection. 

Wentworth and co-workerssum up the problems 
inherent in the investigation of a nursery outbreak 
of staphylococcic infection as follows: “a hospital 
administi'ative staff unaware of the e.xtent of the 
ramifications of the situation, a frightened nurser>' 
staff liberally seeded with feelings of guilt concern¬ 
ing their role in the epidemic and faced with grossly 
inadequate laboratory facilities for surveillance of 
the situation.” 

The first principle derived from the study of the 
outbreak at the South Nassau Communities Hospi¬ 
tal is the importance of correct assessment of the 
situation by the hospital staff and by physicians in 
the communits'. Staphylococcic infection has an 
insidious onset and is usually endemic in the com¬ 
munity' before it becomes overtly epidemic in the 
nursery. The presence of one or two cases of 
pyoderma in a nursery cannot be ignored and war¬ 
rants investigation of isolation techniques, carrier 
rates, and the number of staphylococcic infections 
in the community' served by the hospital. Hardy- 
ment feels that the incidence of pyoderma and 
conjunctivitis in a nursery during a nonepidemic 
period should be less than 1%. 

The outbreak at South Nassau Hospital probably 
originated in January, with a mother who had an 
infected episiotomy wound from which staphy'lo- 
cocci were cultured. The readmission to the hospi¬ 
tal of infants and mothers with staphy'Iococcic 
infection, the few cases of pyoderma in the nursery, 
and the gradual seeding of the community with 
staphylococci were not linked together until the 
three deaths occurred, three months after the initial 
case. 

The outbreak found the hospital unprepared in 
terms of laboratory facilities. At the onset of tire 
epidemic, because of socioeconomic pressures, diffi¬ 
culty' in rapidly replacing nursing personnel, and 
varying opinions as to whether or not carriers 
should be isolated, nurses with positive cultures 
were not removed from duty. Thus the medical 
staff probably increased the dissemination of infec¬ 
tion throughout the nursery inadvertently. There 
was no centralized community' agency to which 
one could turn for assistance in recommending 
control procedures, investigation of the incidence 


of home cases, and provision of laboratory' facilities 
for isolation, antibiotic sensitivity tests, and phage¬ 
typing of the organism. 

A nursery' outbreak has an insidious onset. For a 
few months there may be only one or two cases of 
pyoderma or conjunctivitis in the nurseiy. How¬ 
ever, newborn infants are constantly being infected 
by staphylococci through infant-to-infant transmis¬ 
sion, by air, dust, and fomites and by nursery per¬ 
sonnel harboring the organism. As the number of 
infected infants increases, the number of attend¬ 
ants harboring the “nursery strain" of staphy'lococci 
increases. Eventually this culminates in an explo¬ 
sive nursery outbreak of py’oderma and furuncu¬ 
losis. 

Due to the discharge of well infants infected by 
staphylococci, community dissemination occurs at 
a rapid rate before an explosive nursery' outbreak. 
Cases of pyoderma, mastitis, cellulitis, pneumonia, 
and septicemia occur in infants at home. Infants 
harboring staphylococci transmit infection to moth¬ 
ers, and cases of furunculosis, mastitis, and breast 

Tabue 2.—Clinical Diagnosis in Thirttl-six Cases of 
Staphylococcic Infection Occurring After 
Discharge from Obstetric Unit 


Dinfmosl*! Infnnts Mothers 

PycM^eimn . 9 2 

Ceiumtis . S 0 

Mttstltis niHj breast obscejss . 8 8 

Septicemia . 2 0 

Pneumonia . 1 0 

Perlnenl abscess .. 0 2 

Parametritis... 0 1 

Total . 28 8 


abscess occur. Siblings may conti-act staphylococcic 
infection from the infected infants. 

The home cases appear to be clinically more 
severe than the nursery cases. Perhaps the longer 
incubation period of the home cases steps up the 
virulence of tire organism. Perhaps infant resistance 
to staphylococci decreases at the end of the neo¬ 
natal period because of the low level of gamma 
globulin in the blood at tins time.” Opsonins against 
staphylococci in the blood of infants are at adult 
levels at birth, decrease for the first two months of 
life, and tlien rise again to adult levels.” 

An increase in staphylococcic infection in the 
community served by a hospital is a danger signal 
drat trouble is brewing in the nursery and calls for 
immediate investigation. There are several ways of 
keeping track of staphylococcic infection in the 
community: 1. Infections in infants during the 
neonatal period and in postpartum women should 
be made reportable to the local health department. 
2. Mothers should return a questionnaire to the 
hospital when the infant is 2 months old. The form 
can be couched in terms rvhich would avoid suspi¬ 
cion of dre hospital as a focus of infection and 
appear merely' to e.xpress interest in the welfare of 
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the infant (table 3). 3. Physicians should report to 
the hospital of delivery on the incidence of infec¬ 
tion in infants and mothers under their care (table 
4). Data obtained from the above sources should 
be reviewed at regular intervals by the “infection 
committee” of the hospital. 

T.^ble 3.—Sample of Questionnaire Addressed to Mothers 
of Two-Month-Old Infants to Ascertain Incidence 
of Staphylococcic Infection 

Name: . Date of Birth:. 

Weight at one month of age: . 

Did you nurse your baby?. 

Has he been sick?. 

If so, what illness? . 

Was a physician consulted? . 

Has he had any skin rashes?. 

Describe: . 

Has he had any eye infections?. 

Describe: . 

Has any other member of your family been ill?. 

If so, relation: . 

What Illness?. 

Have you been ill?. 

If so, what illness?. 

Controversy exists in the literature concerning 
procedures for control of a ntursery epidemic of 
staphylococcic infection. Certain groups believe 
tliat an antibiotic to which the particular strain is 
sensitive should be administered prophylactically 
to all newborn infants in a “contaminated” nursery 
and to all attendants harboring staphylococci.” 
Other groups believe tliat antibiotic prophylaxis 
not only is unnecessar)^ but may prove harmful, as 
staphylococcus is an organism which rapidly de¬ 
velops antibiotic resistance.'* 

It is our experience that auxiliarj' measures such 
as isolation of infected infants, change from dry 
sldn care to wet skin care, use of hexachlorophene 
soap and benzalkonium chloride solution, shortening 
of the hospital stay, closing of contaminated nurser¬ 
ies, and die reopening of them after washing 
and painting did not stop die spread of staphy¬ 
lococci. Administration of erythromycin to all 
neu’bom infants from the 1st to the lOtli day of 
life brought the nursery outbreak to an immediate 
halt and checked the community dissemination of 
staphylococci. Administration of erythromycin to 
all nurses with positive cultures, and their removal 
from duti' until two successive negative nose and 
throat cultures had been obtained, was instru¬ 
mental in stopping the spread of staphylococci. 

It is easier to prevent a nurser)' outbreak than to 
bring under control a full-blown epidemic. Meas¬ 
ures which may be ineffective in stopping an 
outbreak mtU prove successful in preventing staphy¬ 
lococcic infections from gaining a footiiold. Gener¬ 
ally recommended procedures are as follows 


1. Routine bimonthly nose and throat cultures 
of attendants and nurses. Isolated organisms should 
be phage-typed and tested for antibiotic sensitivity. 
An increase in the percentage of persons widi 
positive nose and throat cultures is a signal for 
immediate epidemiologic and teclmical investiga¬ 
tion of the nursery. 

2. Nose and throat cultures should be taken from 
newborn infants at bimontlily intervals. Phage¬ 
typing should be done on all organisms isolated 
for antibiotic sensitivities. A sudden, increase in the 
number of infants harboring staphylococci calls for 
investigation of the nursery. 

3. Nursery procedures and techniques of infant 
care should be regularly reviewed by the “infection 
committee” of the hospital and any deficiencies 
remedied. 

4. Cultures of air, dust, linens, nursing bottles, 
bottle warmers, and other utensils should be ob¬ 
tained at bimonthly intervals. 

5. Routine washing of infants with hexachloro¬ 
phene soap is more efficacious than drj' skin care. 

6. Infants with pyoderma should be isolated in 
a separate unit and cared for by an independent 
nursing staff. 

7. Nurses who are chronic carriers of the “nur¬ 
sery strain” of staphylococci should be permanently 
removed from the obstetric imit. 

8. The hospital stay should be shortened to an 
extent compatible with the health of mother and 
infant. There is a direct relation in infants betiveen 
the proportion of positive nose and tl'uroat cultures 
and the length of the nursery stay.® 

Table 4.—Sample of Physicians Report to Hospital of 
Delivery on Incidence of Infection in 
Infants and Mothers 

Name of Family: . Address: . 


Infant’s Date of Birth: . 

Presence of Infection: 

Infant: . 

Mother: . 

Siblings:. 

Diagnosis: . Course: 


Treatment:. Laboratory: 


9. There should be no interchange of nurses 
from floor to floor in the hospital, and only minimal 
employment of relief personnel. 

10. Staphylococcic infection in postpartum wom¬ 
en and in infants during the neonatal period must be 
reported to a central agency. 

Disagreement in the literature concerning the 
type and e.xtent of control measures for a nursery 
outbreak of staphylococcic infection is due chiefly 
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to lack of knowledge concerning virulence factors. 
Some persons seem to harbor staphylococcus tj'pe 
80/Sl with impimity. Others have recurrent bouts 
of mild illness, while still others die from severe 
infection. Attempts have been made to link viru¬ 
lence with change in host resistance. Infants and 
children may harbor a virulent strain of staphy¬ 
lococcus in the nasophar)’nx without ill-effects, but 
when a viral respiratory infection supervenes a 
synergistic action between the virus and the bac¬ 
teria m.ay occur and clinical disease may develop.’ 

Staphylococci may be cultured from the skin and 
umbilicus of many newborn infants who do not 
have clinical disease. However, the onset of respir¬ 
atory distress, diarrhea, a break in the skin, cir¬ 
cumcision, or a diaper rash may precipitate clini¬ 
cal infection, ranging from pyoderma to septicemia. 
Neither the carrier state nor active staphylococcic 
infection causes the development of any immunity 
to subsequent invasion by the same strain. 

Present knowledge of the biochemical properties 
of the staphylococcus such as pliage tjqre, coagu- 
lase production, and alpha hemolysin and leukodicin 
production do not adequately e.xplain \'irulence 
factors inherent in the organism. Understanding 
of the epidemiology of staphylococcic infection will 
remain incomplete until the problems of patho¬ 
genicity and immunity are solved. 

Summary 

An epidemic outbreak of staphylococcic infection 
in the nurserj' of a small community hospital was 
controlled by (1) complete isolation of all infected 
infants and infants with positive nose and throat 
cultures, (2) prophylactic administration of er>'th- 
romycin to all newborn infants, and (3) the tem¬ 
porary' severance from duty, with pay, of all nurses 
harboring staphylococci in the nasopharynx, imtil 
two successive negative nose and tliroat cultures 
had been obtained, 24 hours apart. 

Staphylococcic infection is frequently endemic 
in neonatal infants and postpartum women before 
it becomes epidemic in the nursery. The cases of 
staphylococcic infection developing at home after 
the mother’s discharge from the obstetric service 
were greater in number and clinically more severe 
than the nursery' cases. Community dissemination 
of staphylococcic infection ceased after prophy'Iac- 
tic administration of erythromycin to all infants in 
the nursery. 

Suggested procedures for the prevention and 
control of infection in the nursery and community 
are that (1) staphylococcic infection in neonatal 
infants and in postpartum women be made report- 
able to the local health department and (2) infor¬ 
mation about community dissemination be ob¬ 
tained by a questionnaire sent to the mother when 
an infant is 2 months old. 

61 Hempstead Ave. (Dr. Kresky). 
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PREMEDICATION-AN OLD IDEA AND NEW DRUGS 

John Adriani, M.D., New Orleans 


The custom of prescribing sedatives to be given 
an appreciable time before the principal anesthetic 
is administered is nearly as old as the practice of 
anestliesia itself. Primarily, the purpose of such 
premedication is to obtain psychic sedation so that 
the patient is tranquil, nonanxious, and indifferent 
when he arrives in the operating room. Besides ob¬ 
taining psychic sedation, however, there are at 
least three other purposes for premedication: It is 
given to minimize secretion of mucus in the re¬ 
spirator},' tract, to offset the undesirable side-effects 
of some anesthetics, and to fortify impotent anes¬ 
thetics. 

Basic Concepts 

The basic concepts of premedication have 
changed little since the idea was conceived. The 
techniques, however, are being varied and modi¬ 
fied as new anesthetics and premedication agents 
are introduced. The trend toward the use of com¬ 
binations of drugs instead of a single-principle an¬ 
esthetic has been responsible for the departure from 
standard practice. In addition, better drugs are 
being sought, since no agent has been found which 
is ideal and wholly free from side-effects. 

\ Premedication, to use the words of Claude Ber¬ 
nard, as cited by Duncum,' is mixed anesthesia. 
As such it is part of the anesthetic. Therefore, it 
should be prescribed by the person assigned to ad¬ 
minister the anesthetic. The selection is made on 
the basis of the general status and the psychic 
make-up of the patient and the t}'pe and technique 
of anesthesia to be employed. Too often the selec¬ 
tion is left to the discretion of persons \vho are not 
directly concerned with the administration of the 
anesthetic and who are unaware of what has been 
planned for tlie patient from that standpoint. . 

Sedation and tranquillits' may be obtained by use 
of one or several of a host of central-nervous-sys¬ 
tem depressants^liflirde Bernard yais instrumental 
in the adoption of morphinq as a premedicant.' 
Since that time the use of narcotics has been uude- 
ly accepted. Several years later, according to Dun¬ 
cum, Fom6 and others used chloral hydrate for 
basal anesthesia. Deep h^qinosis was produced on 
which was superimposed inhalation anesthesia with 
chloroform. The customs of “light” or ‘fiieav}” pre¬ 
medication had their beginnings at this time and 
have continued into present-day practice. 

The early workers in tlie field of anesthesia soon 
learned that atropine and scopolamine combined 
widi morphine suppressed salivation and secretion 
of mucus.' They also commented that,atropine ap¬ 
peared to antagonize the effects of morphine and 

Chidnnan*s address, read before the Section on Anesthesiology at 
the lOSth Annual Meeting of the American ^^edica^ Association, At- 
»-*ntic Cit>', June 12. 1939. 


Drugs to be used as premed/conts before 
general or local anesthesia is induced must 
be selected with due regard to the patient's 
physical and mental state, the major anes¬ 
thetic to be used, and the technique of 
administration. They should be prescribed 
by the person assigned to administer the 
anesthetic. Their purpose is to relieve the 
patient's anxiety, to reduce the amount of 
troublesome mucous secretions, to intensify 
the desired effect or reduce the required 
amount of the major anesthetic, and to de¬ 
crease the incidence of complications of 
anesthesia, such as cardiac arrest, laryngo- 
spasm, and bronchial spasm. It is doubtful 
whether any of the drugs recently introduced 
for these purposes are preferable to the 
customary combination of a narcotic and a 
belladonna alkaloid. 


that scopolamine enhanced them. These facts, 
knoum for so long, are not fully appreciated. The 
combination of atropine and morphine is still 
widely used. Scopolamine combined with the nar¬ 
cotic has a tranquilizing and amnesic action not 
possessed by morphine alone. , 

Newer Drugs 

As each hypnotic or narcotic has been introduced 
it has been evaluated as a-premedicant. The mor¬ 
phine used by Claude Bernard and the chloral 
hydrate of f'orne were tire prototypes of the numer¬ 
ous drugs which have since been used for premedi¬ 
cation. A host of drugs have been used whose ef¬ 
fects var}' from tire mild sedation produced by 
phenobarbital to the deep hypnosis produced by 
rectally given tribromoethanol (Avertiij), intrave¬ 
nously given thiopental and hydroxydione, and sim¬ 
ilar potent basal narcotics. The types of compounds 
range from simple aliphatic alcohols to ones with 
complex heterocyclic molecular structures. The an¬ 
esthetist is tlius permitted a latitude from light se¬ 
dation to deep narcosis, depending on personal 
preference and the expediency of tlie situation. The 
more profound the sedation, the greater die physi¬ 
ological disturbance which one must anticipate. 

The most recent trend in premedication centers 
about use of the ataraxics. The narcotics and hyp¬ 
notics act primarily on the cortex and depress from 
above doivnward. The ataraxics behave differently. 
They appear to act primarily on the subcortical 
structures concerned with the control of the emo¬ 
tions. The fact that the ataraxics placate emotion- 
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ally disturbed patients has been well established. 
Tliat tliey do the same to “normal” patients is less 
certain. Scopolamine was the only drug manifesting 
a subcortical action that was used with the nar¬ 
cotics prior to the introduction of tranquilizers. The 
number of drugs being offered in the latter group 
is large and is rapidly increasing. To be considered 
modern, it appears one must cast aside the old and 
take on the new. As each new depressant with sed¬ 
ative properties is introduced it is offered to an¬ 
esthetists as a possible premedicant. As a result, a 
wave of enthusiastic reports is appearing which 
describe the use of drugs which have been super¬ 
ficially studied and which contain conclusions 
drawn from clinical impressions and not from con¬ 
trolled well-planned studies. 

Value of Narcotics 

Some anestlietists have ex-pressed disappro val of 
narcotics for premedication.“ Objections offered are 
that these drugs depress respiration; cause hjqro- 
tension, nausea, and vomiting; increase postoper¬ 
ative morbidity’; and cause other untoward effects. 
One commonly voiced- objection is that patients 
scheduled for an elective operation are not in pain 
and, therefore, do not require a narcotic. The seda¬ 
tion provided by short-acting barbiturates, such as 
pentobarbital or secobarbital in orally given doses 
of 100 mg., is recommended as being as efficacious, 
The opponents of the narcotics have been quite 
vociferous and have created much confusion con¬ 
cerning the pros and cons of their use. 

Should the narcotics be cast aside? Are the ob¬ 
jections which are voiced based on fact or preju¬ 
dice? The narcotics have been used (with good re¬ 
sults and without ill-effects) in too many patients, 
for too long a time, by too many anesthetists to be 
casually cast aside on the basis of untoward re¬ 
sponses in isolated cases, evidence from studies on 
small series of patients, or tlie behavior of volun¬ 
teers subjected to tilting. The argument that the pa¬ 
tients undergoing elective surgery are not in pain 
and, therefore, do not require a narcotic is super¬ 
fluous. Narcotics are not administered preoperative- 
ly for their pain-relieving qualities. Narcotics, it is 
true, elevate the pain threshold. However, this ele¬ 
vation is effective up to a given point of dosage, 
beyond which little additional relief is obtained. 

Much of tlie beneficial effect of a narcotic, how¬ 
ever, is accomplished by the alteration of tlie psy¬ 
chological response to pain.® In other words, the 
patient continues.-to experience the pain but be¬ 
comes indifferent to it. A habitu4 craves a particu¬ 
lar drug not because he is in pain but because he 
derives a sense of well-being from it. In other 
words, narcotics relieve anxiety. It is for this reason 
that they are used for premedication. The barbitu¬ 
rates and other central-nervous-system depressants 
do not accomplish this end as effectively because 
their mechanism of action is different. They are, 
relatively speaking, less potent. Whatever sedation 


they do cause is mild if they are administered in 
hypnotic doses. Doses which produce a state of 
basal narcosis are necessary to render the patient 
amnesic and indifferent to his environment. Doses 
required to obtain this effect have most, if not all, 
of the drawbacks of the narcotics. Generally, the 
hypnotic dose of secobarbital or pentobarbital is 
inadequate and is fortified with intravenously given 
thiopental when the patient arrives in tlie operating 
room. When narcotics are used, this additional forti¬ 
fication of the sedation with a potent basal narcotic 
is not necessary. 

The ability to cause hypotension and respirator)’ 
depression is an attribute of all central-nervous-sys¬ 
tem depressants and is not peculiar to the narcotics. 
It is common to find that, when one central-nerv¬ 
ous-system depressant causes difficulty in a particu¬ 
lar patient, others produce the same type of 
response, if used in quantities to produce similar 
degrees of depression. To single out narcotics 
among the group of central-nervous-system depres¬ 
sants as being objectionable in this regard is not 
correct. One alleged adx’antage the narcotics have 
over other sedatives is that untoward reactions 
are easily recognized and treated. Antagonists such 
as nalorphine (Nalline) and levallorphan (Lorfan) 
are available in the event such effects are encoun¬ 
tered. Use of these is seldom necessary, however, 
when narcotics are used judiciously. 

Any justification of the opposition to narcotics 
stems from e.xperiences caused by their misuse 
rather than their widespread use. The routine use 
of narcotics xvithout individualization obviously 
leads to difficulty, as-will such use of any drug. 
Most difficulties have arisen when narcotics have 
been used in patients who should not have had 
them, when they have been used to excess to the 
point of inducing unconsciousness, or when they 
have been used and could have been omitted. 
Such misuse leads to the much complained of 
severe respirator)’ depression and h)’potension. A 
common error is to administer the doses of narcotic 
ordinarily required for robust young patients to el¬ 
derly patients. Elderly patients have less tolerance to 
central-nen’ous-system depressants than young or 
middle-aged persons. It is customar)' to reduce the 
dose of a narcotic to one-haM, one-fourth, or even 
one-sixth of that required for middle-aged patients. 

Most anesthetists obtain e.xcellent sedation with 
use of a combination of morphine and scopolamine. 
Ten milligrams of morphine combined with 0.4 
mg. of scopolamine administered subcutaneously 
one and one-half hours prior to anesthesia in an 
ax'erage adult produces tranquillity, an air of in¬ 
difference, and amnesia without circulatory and 
respiratory depression. Consciousness is not lost, and 
the patient is able to converse, is aware of his en¬ 
vironment, is relaxed, and is not anxious. The 
scopolamine enhances the cortical effects of mor¬ 
phine. As is the case with atropine, scopolamine 
appears to antagonize the depressant effect of mor¬ 
phine on the medullar)’ centers. 
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The psychic sedation produced by the morphine- 
scopolamine mixture is superior to that of the 
morphine-atropine combination. Synthetic narcotics 
(methadone, alphaprodine [Nisentil], meperidine 
[Demerol]) are qualitatively similar to morphine 
but quantitatively different. They do not manifest 
the same intensit)’ of sedative action and, there¬ 
fore, do not relieve an.xiety to the same degree as 
morphine. They may be used when morphine is not 
desired. Every e.xperienced anesthetist knows that 
the morphine-scopolamine combination simplifies 
the technical management of inhalation anesthesia 
with nitrous oxide, cyclopropane, halothane (Fluo- 
thane), or ether. 

Use of Ataraxics 

Some anesthetists favor the combination of mor¬ 
phine and scopolamine fortified with an ataraxic, 
usually one of the phenothiazine b'pe.^ Phenothia- 
zine derivatives produce an additive effect when 
combined with narcotics and hypnotics, so that the 
dose of the latter may be reduced and their side- 
actions minimized. However, phenothiazine deriva¬ 
tives introduce side-actions of their own which are 
more vexing and difficult to overcome than those 
of the narcotic. They produce varying degrees of 
ganglionic and sympatholytic blockade which re¬ 
sult in a severe hypotensive state. Ambulatory psy- 
chiati'ic patients appear to tolerate continued thera¬ 
peutic doses of phenothiazine derivatives without 
apparent serious consequences. However, when 
these patients are anesthetized or undergo opera¬ 
tion, even under local an.esthesia, hypotension of 
alarming proportions that i?^fficult to reverse may 
develop. Such hypotensive states have also oc¬ 
curred after the administration of single doses of a 
phenotliiazine derivative for preoperative sedation. 

Many anesthetists are reluctant to anesthetize 
any patient who has taken chlorpromazine or a 
phenothiazine derivative of similar potency within 
48 hours of operation. Promethazine (Phenergan) 
is the mildest pf this group and the one which man¬ 
ifests the least hypotensive effect. The drug was 
well established as an antihistaminic for some time 
before its tranquilizing effects were discovered. 
However, some anesthetists have reported the oc¬ 
currence of mild hj'potensive states during anes¬ 
thesia when they have employed it preoperatively.® 
I ha^'e not encountered any such responses. 
Ataraxics of the propanediol (meprobamate), and 
diphenylmethane (hydroxj'zine) t>q)e do not cause 
this hypotensive effect. 

The efficacy of ataraxics used alone is not im- 
pressi\’e, Prometliazine used alone for sedation and 
amnesia is weak and ineffective. At times it tends to 
cause restlessness and mild excitement rather than 
tranquillit},'. It does, however, enhance the sedative 
action of narcotics, .barbiturates, and other hjq)- 
notics and permits use of smaller doses of tlie lat¬ 
ter. Perhaps in due time a suitable tranquilizer 
which will supplant the hx'pnotics and narcotics 
may be introduced. There is no such drug now. 


Premedication in Children 

Premedication for children poses problems be¬ 
cause the response to premedicants is unpredict¬ 
able and variable. A given regimen will produce a 
variety of responses in an apparently uniform group 
of subjects. In a certain percentage sedation wll 
be adequate. In the others there will be either 
undersedation or oversedation. I and my associ¬ 
ates ^ have used ataraxics, such as promethazine 
and hydroxyzine, with the narcotic hoping to elim¬ 
inate this variability of response. Tliese drugs do 
not, however, seem to accomplish this. Variabilit)' 
of response is as frequent with combinations of 
promethazine or hydroxyzine and a narcotic or a 
barbiturate and scopolamine as without the 
ataraxic. When equivalent doses are employed, as 
many patients appear undersedated or oversedated 
with the ataraxic combinations as without. The 
difficulty in premedication of children arises from 
inability to gauge individual doses. 

Belladonna Alkaloids 

Another aspect of premedication about which 
controversy occasionally arises is use of the bella¬ 
donna alkaloids as antisecretory agents. Some prac¬ 
titioners oppose the preoperative use of these drug# 
because there are occasional side-actions. This ob- 
jecition is voiced^'ost frequently by pediah’icians 
who claim thes^fugs cause hyperthermia. Serious 
elevations 'in body temperature are uncommon. 
Flushing of the skin, particularly when atropine is 
used, occurs frequently in children. However, this 
is not associated with elevations in body tempera¬ 
ture. The use of belladonna alkaloids is mandatory, 
particularly when inhalation anesthetics are used, 
to prevent secretion of mucus. Anoxia from respira¬ 
tory obstruction is a more serious and far more 
frequent problem than hyperthermia. 

From the time premedication was first suggested, 
atropine has been accepted as the conventional 
drug for this purpose. Other drugs are available 
which are superior, however. Atropine is a racemic 
mixture of tropine tropate. Leuo-tropine tropate, 
also known as leoo-hyoscyamine (Bellafoline) is 
the active physiological component of atropine. 
Tlie dextra compound is physiologically inactive 
both as a vagolytic agent and as an antisalialo- 
gogue. When they are used in comparable doses, 
Icoo-hyoscyamine is almost twice as effective for 
suppressing the secretions as atropine.’ Scopolamine 
(hyoscine) is equally as effective as leoo-hyoscya- 
mine for suppressing secretions. Its vagolytic action, 
however, is less than that of atropine and, there¬ 
fore, it causes little or no changes in pulse rate. 
This is an advantage when acceleration in pulse 
rate must be avoided. In a group of volunteers, 
feoo-hyoscyamine was found to cause an average 
increase in pulse rate of 25 per minute. Scopola¬ 
mine caused none. Scopolamine enhances the tran¬ 
quilizing and amnesic effect of a narcotic or hyp¬ 
notic wth which it is combined and at the same 
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time produces the necessary drying effect. Also, it 
overcomes tlie tendency to nausea and emesis. 
Thus, scopolamine is a more desirable drug than 
atropine. 

The synthetic anticholinergic drugs, such as oxy- 
phenonium (Antrenyl), methantheline (Banthine), 
and methscopolamine bromide (Famine), have lit¬ 
tle to offer over the belladonna alkaloids. They are 
less effective and desirable than scopolamine, atro¬ 
pine, or /eoo-hyoscyamine. Side-effects, such as ex¬ 
treme tachycardia and hyperthermia, have been re¬ 
ported when doses necessary to suppress secretions 
were used,“ The synthetic anticholinergics have 
been promoted largely as spasmolytic drugs for 
gastrointestinal disorders because they appear to be 
devoid of antisecretory effects. Dryness of the 
mouth would be an undesirable side-action in a 
drug prescribed for this purpose. Thus, they are not 
intended for use in suppressing secretions. The 
majorit)' of them appear to live up to the claim of 
their sponsors in this respect. 

Vagal Blockade 

The most frequent side-effect of anesthetics which 
requires the use of projjhylactic agents with any 
degree of frequency is vagal excitation. This is most 
frequently observed during induction of anesthesia 
with halogenated hydrocarbons, such as chloroform, 
ethyl chloride, trichloroethylene, and halothane. 
Vagal effects of a less rifiarming degre^ccur with 
cyclopropane. Vagal e.\citation may;^ur refle.xly 
from manual stimulation of thoracic and abdom¬ 
inal structures during operation. Atropine has been 
the conventional agent for suppressing such vagal 
activity. On a milligram-for-milligram basis, /eoo- 
hyoscyamine is more effective because it has a 
greater vagolytic action. Scopolamine is less effec¬ 
tive than either atropine or /eoo-hyoscyamine as a 
vagolytic drug, particularly in regard to the cardiac 
portion of the vagus. 

The recommendation that anticholinergic drugs 
be administered prior to thiopental anesthesia to 
obviate laryngeal spasm has been generally ac- 
eepted. There is little scientific basis to support this 
practice. The vocal cords are composed of striated 
muscle and, therefore, are not affected by atropine 
and similar drugs which primarily block only post¬ 
ganglionic cholinergic fibers. Curare and allied 
muscle relaxants are more effective for overcoming 
laryngeal spasm. However, the belladonna alka¬ 
loids may be of benefit when thiobarbiturates such 
as thiopental and thiamylal (Surital) are used, be¬ 
cause they inhibit bronchial activity. They may, 
thus, play a role in minimizing bronchial spasm, 
since bronchiolar activity is under parasympathetic 
control. 

Potentiation of Anesthetics by Premedicants 

Opinion is divided as to whether premedicants 
reduce the amount of the principal anesthetic 
needed for surgical anesthesia. Claude Bernard and 
Forne and others who pioneered premedication 


noted that induction of anesthesia was “smoother” 
when drugs were given preanesthetieally and that 
less ether or chloroform was required to obtain 
surgical anesthesia. Tlrese clinical observations have 
been reiterated many times. Blood level studies 
appear to confuse the issue rather than clarify it, 
because the data of different investigators are 
not in agreement.” The electi'oencephalographic 
changes indicate that an additive effect occurs.'® It 
has been well established from clinical experience 
that it is simpler to induce inhalation anesthesia 
with nitrous oxide and other agents in patients who 
have received premedication with morphine than 
in tliose who have had a hypnotic dose of a barbi¬ 
turate or no premedication at all. Besides, concen¬ 
trations of nitrous o.xide necessary to maintain 
anesthesia are lower in patients who have had 
narcotics. The additive effect is more obvious when 
impotent anestlietics are used than when the more 
potent agents, such as ether or cyclopropane, are 
administered. Few will dispute the belief that tlie 
less potent anesthetic gases, such as nitrous o.xide or 
ethylene, are more easily administered in: combina¬ 
tion with potent premedication agents. 

Summary 

Premedication should be considered part of the 
anesthetic. Psychic sedation, antisecretory activitj’, 
fortification of a primarj' anesthetic agent, and pro- 
phyla.xis are the desired goals. In spite of a multi¬ 
tude of new drugs offered to anestlietists, the tech¬ 
nique of premedication has changed little from 
that advocated by earliest workers. The narcotics 
in combination witk'belladonna alkaloids remain 
our most versatile, widely used, and reliable agents. 

1532 Tiilane Ave. (12). 
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STUDY OF THE FREQUENCY AND DISTRIBUTION OF GLAUCOMA 

Henry Packer, M.D., Alice R. Deutsch, M.D., Philip M. Lewis, M.D., Claude D. Oglesby, M.D. 

and 

Abraham C. Cheij, M.D., Memphis, Tenn. 


Glaucoma is recognized as a disease for which 
no specific preventive measures are available, in 
view of its obscure etiology. The only hope of mini¬ 
mizing its role as a leading cause of blindness is 
through early diagnosis, preferably before tlie on¬ 
set of overt symptoms. Fortunately the simple pro¬ 
cedure of tonometrj' is available to screen out per¬ 
sons whose elevated intraocular tension makes tliem 
suspect of having this disease in the subclinical 
stage. This procedure is actually simpler than the 
screening tests in common use for the detection of 
such diseases as cancer, diabetes, or tuberculosis. 
A number of reports attest to the practicabilitj' and 
worthwhile results achieved when this test has been 
employed for mass screening of industrial and other 
population groups. However, in spite of the knoum 
serious consequences of neglected glaucoma and 
the frequent e.vhortadon to physicians to include 
tonometrj' as a part of routine physical examina¬ 
tions, this procedure has not come into widespread 
use, either in the doctor’s office or in public health 
case-finding programs. 

Possibly more extensive practice of tonometry' 
would occur if additional information were avail¬ 
able regarding which segments of population are 
especially prone to ha\'e glaucoma, so that search 
for it could be carried out on a more selecti^'e basis. 
Attributes recognized as predisposing to this disease 
are inherited predisposition and age. Tonometry' is 
generally recommended only for persons over 40 
years of age, since glaucoma is uncommon in per¬ 
sons below this age. Other factors wliich might aid 
in more selective case finding for this disease need 
to be elucidated. Particularly is information needed 
regarding possible significant statistical association 
between glaucoma and other clironic diseases. That 
tlris occurs is frequently stated but poorly docu¬ 
mented in the literature. Should such associations 
be established, either through retrospective or pro¬ 
spective studies, the practice of tonoihetry' by phy- 

From the Division of Preventive Medicine and the Department of 
Ophlhalmolo{:\', Universit>* of Tennessee College of Medicine. 


Early recognition of impending or sub- 
clinical glaucoma offers hope of minimizing 
its role as a leading cause of blindness. In 
a glaucoma detection program, tonometer 
tests were applied to 13,155 persons who 
were undergoing examinations for com¬ 
plaints not immediately relating to the eyes. 
Glaucoma was found in 271 persons. The 
highest prevalence of glaucoma was in a 
hospital for the aged, where 36 cases (6.4 yi I 
of glaucoma were found among 562 inmates. 
Among 104 persons examined in an out¬ 
patient clinic and found to have glaucoma, 
66 (64%) also had arteriosclerosis, and 
among 47 persons found to have glaucoma 
during examinations for employment health 
cards, 13 (28%) had arteriosclerosis. In 
general a high prevalence of arteriosclerosis, 
hypertension, arthritis, and syphilis was 
demonstrated among 151 persons found to 
have subclinical gloucoma. The inclusion of 
tonometry as part of the physical examina¬ 
tion in patients over the age of 40 years or 
patients with chronic disease is recommended 
as a step toward the prevention of glaucoma. 


sicians might be encouraged to a considerable 
degree by providing a more selective basis for such 
efforts than is the case at present. 

Tliis report presents information regarding the 
frequency and distribution of previously unrecog¬ 
nized glaucoma among various population groups 
obtained from a glaucoma detection program in 
which 13,155 persons were tested. The discovery 
rate varied considerably from group to group, and 
different attributes which appeared to influence this 
frequency wll be discussed. Although some of this 
variation may be explained on the basis of chance. 
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the difference behveen some groups in the fre¬ 
quency of occurrence of glaucoma appears to be 
statistieally significant, even thougli the reasons for 
this may not be entirely clear. These data are pre¬ 
sented in the interest of promoting more selective 
case finding and more widespread practice of 
tonometry. 

Groups Tested and Methods 

A glaucoma detection program for the recog¬ 
nition of subclinical glaucoma was established in 
the ouqratient department of the teaching hospital 
of the Universih’ of Tennessee College of Medicine 
in September, 1956. A glaucoma clinic had existed 
for many years prior to this in the outpatient de¬ 
partment, but the advanced stage of the disease 
generally encountered in patients coming to this 
clinic led to the initiation of a detection program 
to promote earlier diagnosis and treatment. A pre- 
liminarj' report' of results achieved during the first 
eight months has already been made, and these 
data are not included in the present report, which 
is based on two subsequent years of testing. 

During these two subsequent years, tonometer 
tests were routinely applied to persons over the age 
of 40 years in the following three categories; 1. Ap¬ 
plicants for employment health cards. These were 
presumably well persons referred by employment 
agencies or employers. Negro women in domestic 
service constituted the largest proportion of tin’s 
group. The Caucasian women were employed 
in food handling establishments mainly. Multiple 
screening procedures, including tests for uterine 
cancer, tuberculosis, diabetes, syphilis, and glau¬ 
coma, were performed in this group. 2. New ad¬ 
missions to various clinics of the outpatient de¬ 
partment. These were persons with symptoms 
of illness coming to the clinic for diagnosis and 
treatment. Most of these persons were tested in the 
general medicine clinic or in medical specialty 
clinics while waiting to be examined. 3. Patients 
attending the ophthaimolog)' clinic. Tonometry was 
routinely perfoimed on such patients over 40 years 
of age. These patients were attending the ophthal¬ 
mology clinic due to complaints relating to vision, 
and most of the glaucoma found in this group rep¬ 
resents “clinical” glaucoma. This group is therefore 
indicated separately in the tables and not included 
in the total figures indicated for the detection pro¬ 
gram, whose purpose was to discover “subclinical” 
glaucoma. 

Throughout the program, the testing of intra¬ 
ocular tension has been performed by a registered 
nurse who had received special training in the 
practice of tonometry by the staff of the ophthal¬ 
mology clinic. She worked in proximity to the ad¬ 
mitting office of tlie outpatient department and in 
various clinics of tlie division of medicine. Persons 
showing an intraocular tension of more than 25 
mm. Hg witli the Schiptz tonometer were referred 
to the ophthalmology clinic for retesting and eval¬ 
uation by the professional staff. Details of follow-up 


testing procedures have been described elsewhere.’ 
Final evaluation of each suspect was carried out by 
an ophthalmologist who conducted a special evalua¬ 
tion elinic each week for the program. Hypersecre¬ 
tion and narrow angle mechanisms were studied by 
tonometry and gonioscopy in arriving at an evalua¬ 
tion. 

Suspects were placed in the following categories 
on the basis of the criteria indicated. 1. Glaucoma. 
This was diagnosed on the basis of persistent ab¬ 
normalities of intraocular tension, diurnal variations 
in intraocular tension, differences of 5 mm. Hg or 
more in intraocular tension between the two eyes, 
and positive water provocative or other provoca¬ 
tive tests. 2. Borderline glaucoma. These patients 
showed two abnormalities, such as diurnal variations 
in intraocular tension beyond the normal range, 
slightly abnormal water provocative test results, or 
abnormally low tonographic C values (these are 
ratios describing the facility’ of outflow of the 
aqueous humor in four minutes). 3. Doubtful cases. 
Patients with one abnormal finding, such as slightly 
elevated inti'aocular tension, were asked to return 
for further observation. 


Table 1.—Frequency of Glaucoma in Various Groups 

Persons with 


Employment henlth curd applicunts ... 

Persons 
Tested. / 
No. 

2,510 

Glaucoma 

_A__ 

No. % 

45 1.8 

Outpatient clinics . 

4,742 

ISS 

2.9 

Shelby County Hospital . 

502 

30 

G.4 

Nonhospitai ijroups* total . 

.. 5,335 

62 

1.0 

Under 40 years . 

.. (J,027) 

(2) 

0.2 

Over 40 years . 

.. (4,808) 

(50) 

1.2 

Total . 

.. 13,15.5 

271 

2.1 

Ophthiilmoloiry clinic . 

902 

02 

C.9 


During the first two years of the program testing 
was confined to the hospital groups mentioned 
above. Subsequently, tonometer testing was offered 
to employee groups in the community, such as 
school teachers, post office employees, department 
store employees, and employees in industrial 
plants. One reason for extending the testing pro-* 
gram beyond the hospital group was that this group 
consisted mainly of Negroes, and information was 
also desired on Caucasians for comparison. Inmates 
of an institution for the aged (Shelby County Hos¬ 
pital) were also tested. In all, 13,155 persons were 
tested during the two years of the program, not 
including persons with eye complaints tested in 
the ophthalmology clinic. The same person tested 
hospital and nonhospital groups so that screening 
teclmiques for both might be considered imiform. 

, Various ophthalmologists evaluated suspects in the 
nonhospitai groups, who were referred to ophthal¬ 
mologists of their choice whose diagnoses were ac¬ 
cepted as final. 

Analysis of Results 

Table 1 presents data relating to the frequency of 
glaucoma in tlie various groups studied. Borderline 
cases of glaucoma are included, since experienee 
has indicated that a positive diagnosis of glaucoma 
is ultimately made in most of these cases. 
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The highest prevalence of glaucoma (6.9%) was 
observ'ed in persons attending the ophthalmology' 
clinic. Tliis is not surprising in wew of tire factor of 
selection operating in this group, namely, that these 
persons were already suffering from some visual 
disturbance which prompted them to seeh medical 
attention. This represents the only group in wlrich 
this factor played a role, and therefore this group 
is not included with the otliers in arriving at the 
total number tested in the detection program. 
Tire remaining groups were, to all intents and pur- 
iroses, unaware of eye disease, and subclinical glau¬ 
coma was discovered in them as a direct result of 
the detection program. While the frequency of 
glaucoma was higher in the ophthalmology clinic 
group (6.9%) as compared to the outpatient clinic 
group (2.9%), the total number of new cases (138) 
of glaucoma found in the latter group was more 
than twice as high as in tire former group (62). 
The employment health card applicant group also 
welded many cases of glaucoma (45). These newly 
found cases in groups Nwthout visual complaints 
were obviously of earlier stages of the disease. 

In the remaining groups the highest prevalence 


pital group and the arbitrary separation of tlie 
nonhospital groups over 40 years of age into two 
categories. One category consists of 614 school 
teachers and 541 department store employees, 
whose work may be considered to entail consider¬ 
able discriminatory' use of the eyes witli a minimum 
of physical activity'. The other category consisted of 
persons employed in a lumber mill (284), a tire 
and rubber plant (890), shop workers in Army 
and Air Force depots (1,546), and mail carriers 
(433), whose work (in the case of males) entailed 
considerable manual labor with minimal eye strain. 
Some exposure to eye irritants was also observed in 
workers in the second category. It will be noted 
that most of the persons in this second category' 
were Caucasian and Negro males. Also, the 598 
Caucasian females included in this category were 
mainly office workers whose activities were more 
closely allied to those of the females in tlie first 
category' tlian to those of tlie males in the second 
category. As in table 1, the data for the ophthal¬ 
mology clinic group are listed separately and are 
not included in the totals for the detection program, 
for reasons already' mentioned. 


Table Z.—DistribuHon of Glaucoma by Race, Sex, and Occupation in 11,566 Persons ooer 40 Years of Age 


CaocaslBU Nccro 


Glaucoma 


Group No. No. % 

Employmijnt health card applicants. 153 o 0.0 

Outpatient clinics . 319 4 1.3 

Teachers and department store employees 79 0 0.0 

Other occupations. 1,704 21 1.2 



Female 



Male 



Female 


Tested, 

No. 

Glaucoma 


Glaucoma 

Tested, 

No. 

Glaucoma 

' No. 

% 

No. 

No. 

% 

No. 

% 

515 

7 

1.4 

316 

0 

1.9 

1,53*2 

32 

2.1 

320 

n 

8.4 

1,733 

43 

2.5 

2,370 

80 

3.4 

817 

0 

0.0 

oo 

0 

0.0 

204 

2 

1.0 

59S 

2 

0.3 

811 

25 

8.1 

40 

0 

0.0 


Total . 2,255 23 1.1 2,250 20 0.9 2,935 74 2.5 4,140 114 2.7 

Ophthalmology clinic . 116 3 2.6 133 2 1.5 210 21 9.7 437 36 8.2 


of glaucoma was observed in inmates of a county' 
hospital for the aged. Thirty-six cases (6.4%) of 
glaucoma were foimd in 562 persons in tins group. 
These cases were almost exclusively in persons over 
the age of 60 years and indicate the strong influence 
of age on the frequency of occurrence of glaucoma. 
This factor is also reflected in the smaller percentage 
(0.2%) of persons under 40 years of age in non¬ 
hospital groups found to have glaucoma as com¬ 
pared to persons over 40 y'ears of age, who showed 
six times as much glaucoma (1.2%). Among the 5,335 
persons in nonhospital groups tested, 1% were found 
to have glaucoma. This lower prevalence of glau¬ 
coma, compared to that obserx'ed in employment 
healtli card applicants coming to tlie hospital (1.8%), 
can be explained on the basis of other factors in¬ 
fluencing prevalence. The frequency of glaucoma in 
tlie outpatient clinic group (2.9%) was significantly 
lugher than that found in the health card applicant 
group (1.8%). 

Table 2 shows the influence of race and sex and 
of a possible occupational factor on the frequency 
of subclinical glaucoma in persons over 40 y'ears of 
age. These constitute the same groups as in table 1 
except for the elimination of the nonhospital group 
under 40 years of age and the Shelby' County Hos- 


If tile frequency of unrecognized glaucoma ac¬ 
cording to race and sex is examined for the total 
number of persons under consideration (11,566), a 
small difference is observed in incidence between 
Negro males (2.5%) and females (2.7%). The 
difference in the frequency of unrecognized glau¬ 
coma in Caucasian males (1.1%) and Caucasian 
females (0.9%) was not statistically significant. 
However, highly' significant were differences ob¬ 
served between the frequency of unrecognized 
glaucoma in Negro males (2.5%) as compared 
to Caucasian males (1.1%) and Negro females 
(2.7%) as compared to Caucasian females (0.9%). 
Wiile it is recognized that breakdown of die above 
groups by race and sex produces subgroups, some 
of which are so small that it is unjustifiable to draw 
broad conclusions from diem with regard to dis- 
tribudon differences, certain of the latter are 
sufficiendy consistent to warrant attention. 

The higher prevalence of glaucoma in Negro than 
in Caucasian groups was particularly evident in the 
ophthalmology clinic group, where a fourfold to 
fivefold difference was noted for bofli sexes. For the 
other groups as a whole, the excess among Negroes 
was less marked but was more than tivofold for 
males and more than threefold for females. The 
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liigliest frequency of unrecognized glaucoma (3.4%) 
was observed in Caucasian females and Negro fe¬ 
males in the outpatient clinic group. A somewhat 
lower percentage (3.1%) was observed in Negro 
males in the second category of the nonhospital 
group. Age adjusted rates are uniformly higher for 
Negroes of both sexes in all groups. These differ¬ 
ences suggest that some fundamental factor is at 
work which either predisposes Negroes to glaucoma 
or operates to prevent its early recognition. 

Surprisingly few cases (two) of unrecognized 
glaucoma were found in the first category of the 
nonhospital group which included school teachers 
and department store workers (1,155 persons). This 
finding may be partially explained by the high 
percentage (70%) of Caucasian females in this 
category. For the total gioups, Caucasian females 
showed the lowest frequency of unrecognized 
glaucoma (0.9%). Only two previously unknowm 
cases of glaucoma were uncovered by the examina¬ 
tion of 1,415 Caucasian females in the two cate¬ 
gories of the nonhospital group. These persons were 
school teachers, department store employees, and 
oflSce workers in the industrial concerns mentioned 
previously. It is conceivable that the demands made 
on discriminatory vision by the occupation of these 
persons leads them to secure frequent examinations 
by ophthalmologists and therefore earlj'^ recognih'on 
of glaucoma, thereby accounting for the small num¬ 
ber of unsuspected cases found by routine testing. 
Information is not available regarding the number 
of persons already under treatment for glaucoma 
in these groups at the time they were tested, so this 
possibility cannot be verified. 

Tlie significantly higher frequency of glaucoma 
in tlie outpatient clinic group compared to the 
health card group led to inquiry regarding the 
frequency of other chronic diseases in these two 
groups. Table 3 indicates associated diseases found 
in 151 persons discovered to have glaucoma by our 
detection program. The clinic and hospital records 
of these persons were examined and the prevalence 
of the most commonly recorded diseases was de¬ 
termined. As would be e,xpected, a higher prevalence 
of these diseases was noted in persons coming to 
the outpatient clinic for treatment than in those 
applying for employment health cards. Adjustment 
for age does not affect the magnitude of these 
differences. 

The high incidence of diseases such as arterio¬ 
sclerosis, hypertension, arthritis, and syphilis in our 
subclinical cases of glaucoma raises the possibility 
that common underlying mechanisms may play a 
role in patliogenesis. Duke-Elder’s ‘ concept of glau¬ 
coma as a “sick eye in a sick body” is brought to 
mind by these observations. Prospective studies are 
needed to document the frequency of glaucoma in 
its various stages in relation to clnonic diseases of 
various types. Such information may help further 
to establish tonometry as an indispensable proce¬ 
dure in the physical e.xamination of persons over 40 
years of age coming to the physician s ofiBce. 


Summary 

The tonometer testing of 13,155 persons in hos¬ 
pital and nonhospital groups over a hvo-year period 
uncovered 271 persons with subclinical cases of 
glaucoma not under treatment. During the same 
period 62 persons who came to the ophthalmology 
clinic of the hospital with visual complaints were 
given a diagnosis of glaucoma. 

The highest frequency of subclinical glaucoma 
was found in residents of a home for the aged 
(6.4%). The ne.xt highest frequency (3.4%) was 
found in Caucasian and Negro females visiting out¬ 
patient clinics. Negro males engaged in occupations 
involving considerable manual labor uuth minimal 
demands on discriminatory vision ranked ne.xt 
(3.1%). 

The lowest frequency of subclinical glaucoma was 
observed in Caucasian females engaged in occupa¬ 
tions requiring discriminatory visual activity. 

For the total groups tested subclinical glaucoma 
was found over twice as frequentl)' in Negro males 
as in Caucasian males and three times as fre¬ 
quently in Negro females as in Caucasian females. 


Table 3.—Associated Disease in 151 Persons with Glaucoma 
Discovered by Detection Program 

Eraplorment 

Oiitpiitlcnt Clinics Health Cards 

(lOi Persons) {4T Persons) 

. -- - - > - , 


Disease No. % Xo, % 

Arteriosclerosis ... (SO 03.5 13 27.7 

Hypertcn.sion . 62 49.0 10 21.3 

Arthritis . 2S 20.9 8 17.0 

Syphilis . 20 19.2 7 14.9 


This excess frequency in Negroes was even more 
marked with reference to clinical glaucoma diag¬ 
nosed in persons visiting the ophthalmology clinic. 

A high prevalence of arteriosclerosis, hyperten¬ 
sion, arthritis, and syphilis was observed among 
151 persons with subclinical glaucoma found by the 
detection program. 

The above observations point the way to more 
selective case finding procedures where resources 
are limited and suggest that tonometry should be 
made an indispensable procedure in the e.xamination 
of persons over 40 years of age in general and in 
persons with chronic illness in particular. 

62 S. Dunlap St. (3) (Dr. Packer). 

This program was aided in part by grants from the Chron¬ 
ic Disease Program and the U. S. Public Health Service and 
by the Memphis Lions Club. 
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CLINICAL NOTES 


CONGENITAL PULMONARY CYSTIC LYMPHANGIECTASIS 

Jordon Frank, M.D. 
and 

Philip G. Piper, M.D., Madison, Wis. 


It is generally held that congenital cystic dis¬ 
ease of the lung is of bronchial origin. However, 
since Virchow ’ first described a similar lesion, 
thought to be of lymphatic origin, 21 such cases 
have been reported in the world literature. We 
wish to add two additional cases, one of which 
presents an unusual association of lymphatic cystic 
dilatation in other body organs. 

As is often the case with new lesions, there are 
divergent points of view as to their etiology and 
the terminology to be applied to them. Laurence" 
described congenital cystic disease of the lung as 



Fig. 1 (case 1).—Chest roentgenogram showing bilateral 
multiple scattered densities representing cystic spaces found 
at autopsy. 


congenital pulmonarj' cystic lymphangiectasis, 
Giammalvo,“ as congenital lymphangiomatosis of 
the lung, and Maidman and Barnett," as congenital 
dilatation of pulmonar)' lymphatics. 

It is apparent from a review of all cases tliat 
this entity, no matter by which name it is called, 
must be included with other disease processes 
responsible for neonatal cyanosis and, unfortu¬ 
nately, can be positively identified only by means 
of autopsy. 


Chief of PathologN’ and Director of Laboratories. Madison General 
Hospital, and Assistant Clinical Professor of Pathologj', University of 
Wisconsin School of Medicine (Dr. Piper); Resident, Department of 
Patholoffj', Madison General Hospital (Dr. Frank), 


Report of Cases 

Case 1.— A 23-year-old primigravida, whose pre¬ 
natal course was uneventful, gave birth to a full- 
term baby girl which was delivered by low forceps, 
without complications. The baby cried well and 
looked healthy at first, but 10 minutes later be¬ 
came limp and C 3 'anotfc, with sluggish, grunting 
respirations. It was treated with caffeine and 
sodium benzoate and placed in an infant incu¬ 
bator (Isolette) with o.xygen. An x-ray of the 
chest was taken and revealed bilateral multiple 
scattered densities (fig. 1). The child did not 
respond to the above therapy^ and died approxi¬ 
mately tu'O hours after birth. 

An autopsy was performed one hour after death. 
The body was that of a well-developed, mature 
female newborn infant weighing 3,240 Gm. (7 lb. 
2 oz.), with a crown-to-heel measurement of 54 cm. 
(1 ft. 9.2 in.). No external anomalies were present. 
The pleural cavities were free from fluid, and there 
was approximately 3 cc. of a clear, straw-colored 
fluid present within the pericardial cavity. The left 
lung weighed 22 Gm. and the right lung, 26.Gm. 
All lobes contained subpleural cj^stic areas, the 
largest of which measured 6 mm. in diameter. The 
lung parenclwma was soft and pink, with markedly 
decreased crepitation and diffuse pinpoint cj’stic 
spaces. A moderate amount of serous fluid could 
be e.xpressed from the lung parenchyma. Not only 
the pulmonary vasculature, hilum, and tracheo¬ 
bronchial tree but also the remaining organs were 
unremarkable on gross examination. 

Microscopic examination of the lungs revealed 
the presence, in all lobes, of multiple cystic spaces 
and dilated channels, lined bj' flattened cells that 
appeared to be endothelial in type and supported 
variable amounts of fibrous connective tissue. 
These cystic spaces and dilated channels were in 
close approximation to the pulmonary vasculature 
(fig. 2) and occurred predominantly in three areas: 
subpleurally, behveen the connective tissue septa 
of the lung, and peribronchially. There was no 
evidence, in multiple sections, of any connection 
with either arteries or veins. For the most part 
these dilated channels and cystic spaces were 
empty, except for an occasional erj'throcyte and 
leukocyte. The pulmonary vasculature and bronchi 
were unremarkable, and the lung parenchymal 
tissue was diffusely atelectatic, vith the exception 
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of a few dilated respiratory bronchioles and alveo¬ 
lar ducts. There was a minimal to moderate degree 
of vascular congestion, as well as an occasional 
area of perivascular hemorrhage. The remaining 
organs were unremarkable, e.xcept for vascular dila¬ 
tation and congestion. 

Case 2.—A full-term, hydropic male stillborn in¬ 
fant was delivered, by low forceps, from a 23-year- 
old primigravida whose prenatal course had been 
uneventful. An autopsy, performed three hours 
after the stillbirth, showed the body to be that of 
a well-developed, mature, hydropic baby weighing 
4,820 Gm. (10 lb. 10 oz.), with a crown-to-heel 
measurement of 53 cm. (1 ft. S.9 in.). There was 
marked, generalized edema, with a large protu¬ 
berant abdomen. While there was no evidence of 


300 cc. of a clear, yellow fluid, and the viscera 
were in tlreir usual positions in situ and grossly 
unremarkable. There was also marked edematous 
thickening of the soft tissue of the scalp, with small 
scattered focal areas of hemorrhage over the parie¬ 
tal and occipital regions bilaterally. There were no 
fractures of either the calvarium or the base of 
the skull. The brain showed no evidence of trauma, 
contusion, or laceration, but there was marked 
cerebral edema and moderate congestion. 

Microscopic examination of the lungs revealed 
the presence, bilaterally, of multiple cystic spaces 
and dilated channels lined by flattening endothelial- 
type cells, supported by varying amounts of fibrous 
connective tissue. Except for the size of these cystic 
spaces, the histological picture here was similar in 



Fig. 2 (case 1).—A, microscopic section of lung showing cystic dilatation of lymphatics in peribronchial septum (X 75). B, 
microscopic section of lung showing endothelial lining of cystic spaces (X 825). 


trauma or of e.xternal anomalies, there was appro.\i- 
mately 150 cc. of a clear, yellow fluid within each 
of the pleural cavities as well as 5 cc. of a similar 
fluid within the pericardial cavity. The left lung 
weighed 12 Gm. and the right lung, 14 Gm. Bi¬ 
lateral atelectasis was present, and the lungs were 
soft, pink, and noncrepitant. Larjmgeal edema was 
marked; however, the tracheobronchial tree was 
patent throughout. The pulmonary vasculature 
and hilum were grossly unremarkable, as was the 
heart, and no cardiovascular anomalies were pres¬ 
ent. The diaphragm was flattened and located at 
the seventh intercostal space bilaterally. There was 
marked edematous tliickening of the anterior ab¬ 
dominal wall. The abdominal cavitv' contained 


all respects to that described in the first case, witli 
the additional evidence of developmental retarda¬ 
tion of the lung parenchymal tissue (fig. 3). The 
heart, pancreas, kidneys, and mesenteric tissue 
contained cystically dilated, endothelial-lined chan¬ 
nels within the interstitial tissue of these organs, 
similar in appearance to the cysts and dilated 
diannels present in the lungs (fig. 4). A section 
of the anterior abdominal wall revealed a marked 
diffuse edema of the soft tissues; however, no di¬ 
lated channels were present. The remaining organs 
showed moderate vascular congestion. The etiolog>' 
of the hydropic condition of this baby was unde¬ 
termined; serologic and microscopic examinations 
showed no evidence of Rh incompatibility. 
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Comment 

In both of these cases the pulmonary cysts oc¬ 
curred in positions where the lymphatics are lo¬ 
cated and, in many instances, connected with what 
appear to be dilated Kunphatie channels. In none 
of the sections could these cysts and dilated chan¬ 
nels be found connecting with either the vascula¬ 
ture or the bronehi. In addition, the composition 
of the cysts and. channel walls resembles the walls 
of lymphatics. 

According to the literature,^ this condition has 
been described only in fetuses and newborn in¬ 
fants and is most likely congenital in origin. It is 
felt that this represents a primary’ disorder of de¬ 
velopment, as opposed to a secondary lymphan- 
giectasis due to obstruction, since no obstructive 


ment lymphatics grow into the lung bud and then 
rapidly expand. The exact mode of development 
of the lymphatic system is undecided.'' Huntington 
and McClure® favor the origin of the ]>'mphatic 
system from a progressive fusion of isolated mesen¬ 
chymal spaces, while Sabin ® favors the origin of 
lymphatic endothelium from proliferation of pre¬ 
existing endothehum. During the 12-to-16-week 
stage, the lymphatic system in the lungs is well 
developed and divides the pulmonary parenchymal 
tissue into fairly distinct lobules.'" From the 18th to 
the 20th weeks the connective tissue diminishes in 
amount, and the lymphatics become narrower, re¬ 
sulting in decreased prominence of the lobulations 
of the lung. Laurence “ states that congenital pul¬ 
monary lymphangiectasis represents a continued 
growth of the lung, witli the tissue elements main- 



Fig. 3 (case 2).—A, microscopic section of lung showing multiple cystic spaces within pulmonary septa ( x 75). B, micro- 
scopic section of cystic spaces in lungs showing lining endothelium (x 825). 


lesion has been demonstrated in anj’ of the pre¬ 
viously reported cases, nor in our two cases. Pub¬ 
lished reports “ of b’mphangiectasis associated with 
obstructive lesions describe the h’mphatic vessel 
walls as containing a large amount of muscle fiber 
and connective tissue proliferation associated with 
chronic inflammatoiy' cell infiltration. Similar find¬ 
ings are present in filarial elephantiasis. However, 
in cases of congenital pulmonary’ lymphangiectasis, 
none of these changes is noted. 

In over one-half of the autopsies performed in 
cases of congenital pulmonarj’ Ij’mphangiectasis, 
other major congenital malformations do occur." A 
rewew of the embiy’ologx’ of the lung leads us to 
tire supposition that this entity is one of maldevel- 
opment. In about the ninth week of fetal develop- 


taining their 12-to-16-week proportions, and thus 
possibly accounting for the normal development of 
the lung parenchyma. Giammalvo," however, ac¬ 
cepting the premise that tire lymphatic system 
originates from isolated mesenchymal clefts, feels 
that tire cystic dilatation of the lymphatics results 
from the failure of or delay in linkage of isolated 
lymphatic spaces. Laurence," however, infers that 
if this were the e.xplanation, then cysts would be 
more likely confined to the peripheral portions of 
the lungs, where fusion occurs last. Since the distri¬ 
bution of this entity is diffuse, and since in Laurence s 
study of serial sectioning and reconstruction these 
cysts are shown' to form a network of intercom¬ 
municating channels, he thus postulates his theory 
of developmental arrest at the 12-to-16-week stage. 




Fig. 
<X 
showing 



Kidney showing cystic Ijinphatics in peripelvic connective tissue ( X 75). 
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appearance of the cystically dilated lymphatics in 
the other organs is similar in all respects to that 
present in the lungs. 

It is interesting to speculate on the increased 
incidence of this lesion since 1955. Could it be 
due to more accurate recognition, a higher 
rate of autopsies performed on neonatal and still¬ 
born infants, or to an actual rise in some causa¬ 
tive agent or agents—toxic, bacterial, or viral—in 
the mother? 

Summary 

As revealed by autopsy and histological resem¬ 
blances, congenital pulmonary lymphangiectasis 
can be associated with lymphangiectasis in other 
organs. Our assumptions concerning the possible 
pathogenesis concur with Laurence’s concept that 
this entity represents a primary developmental mal¬ 
formation of the lymphatic system, resulting in ir¬ 
regular cystic dilatation of the lymphatic vessels. 

Although it occurs predominantly within the 
lungs, it can be part of a generalized primary dis¬ 
order. As such it is distinct from the secondary type 
of lymphangiectasis associated with obstructive 
lesions, as well as from tlie generalized lymphatic 
disorders occurring in older infants. 


This study was sponsored by the Madison General Hos¬ 
pital Medical and Surgical Foundation, Inc., Madison, Wis. 

We are indebted to Miss Merian Smith for the technical 
assistance provided. 
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SPONTANEOUS DISAPPEARANCE OF GALLSTONES 

Joseph F. Linsman, M.D. 

and 

Eliot Corday, M.D., Beverly Hills, Calif. 


The following case report presents a unique 
instance in which sizable multiple gallstones dis¬ 
appeared during a four-year interval without any 
histor>^ of biliary colic, jaimdice, or otlier episode 
tliat would suggest the formation of a fistula be¬ 
tween tlie gallbladder and some other part of the 
intestinal tract. 

Report of a Case 

The patient was a 65-year-old man, who in 1953 
had complained of pain in the left side of the chest 
on slight e.xertion, wdth radiation doxvn the left 
arm. Because of this precordial distress he was un¬ 
able to perform his routine duties. On three oc¬ 
casions in 1953 and 1954 tlie patient had to be 
hospitalized for paroxj'sms of rapid auricular 
tachycardia or fibrillation. At the time of the 
paroxysms he e.xperienced severe precordial dis¬ 
tress and his blood pressure dropped to hypotensive 

Associate Clinical Professor of Radiology, College of Medical Evan¬ 
gelists (Dr. Linsman), and Assistant Clinical Professor of Medicine, 
University of California (Dr. Corday), Los Angeles. 


levels. On each occasion the paroxysms of tachy¬ 
cardia were converted within a few hours to regular 
rhythm by the administration of lanatoside C 
(Cedilanid) intravenously. 

In July, 1954, the patient’s radioactive iodine 
(I’“‘) uptake was 39.4%; blood iodine level, 5.4 
mcg.%; blood cholesterol level, 204 mg.%; hemo¬ 
globin concentration, 16 Gm.%; white blood cell 
count, 5,400 per cubic millimeter; urinalysis, nor¬ 
mal; sedimentation rate, 6 mm. per hour; and uric 
acid level, 4.2 mg.%. 

The electrocardiogram was within normal limits; 
however, during the paroxysms of tachycardia, the 
patient developed S-T segment depression and 
T-wave changes. He appeared euthyroid. On Oct. 
12, 1954, cholecystography revealed a normal con¬ 
centration of the opaque medium (iopanoic acid, 
3 Gm.), and within the gallbladder there were 10 
rounded negative shadows, measuring 7 to 9 mm. in 
diameter, with an appearance characteristic of 
gallstones. With the patient in the upright position 
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tliese appeared to be in la>’ers. This study also 
revealed an enlarged right kidney shadow (see 
figure, A and B). 

Radioactive iodine was administered, because the 
episodes of tachycardia or fibrillation, which were 
not responding to antiarrhythmic agents, were be¬ 


coming more frequent and because the angina of 
effort was more disturbing. The patient was gi\'en 
12 me, of radioactive iodine in divided doses. His 
angina of effort gradually disappeared over a three- 
month period, and he was able to resume his rou¬ 
tine duties as a vascular surgeon. His blood choles- 



A, cholecystogram made Oct. 12, 1954, with patient in recumbent position, showing 10 radiolucent gallstones: B, cholecysto- 
® 'y** position. Note layered appearance of gallstones. C, normal cholecystogram made Oct 

S’aansmr. “ recumbent position; D, cholecystogram made same day with patient in upright position. Note absence 

of gallstones. Studies made both dates show same enlarged nght kidney, so possibility of patient mi.v-up was excluded 
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terol level rose to 240 mg.%. The patient did not 
e.v-perience any recurrence of the tachycardia after 
that time. 

In November, 1955, tlie patient again started to 
e.v'perience angina of effort. His radioactive iodine 
uptake at this time was 27.8%. An additional 18 me. 
of Iwas administered in three divided doses. 
The patient has not e.xperienced any angina since 
January', 1956. In October, 1958, the protein-bound 
iodine level was 1.8 mcg.% and the blood cholesterol 
lev’el 210 mg.%. The electrocardiogram did not re¬ 
veal any significant change. During a routine physi¬ 
cal examination the enlarged right kidney was pal¬ 
pable. Intravenous urography demonstrated large 
cysts of botli the upper and lower poles of the right 
kidney. Cholecystography on Oct. 16,1958, revealed 
no evidence of the previously visualized nonopaque 
gallstones. The gallbladder appeared entirely nor¬ 
mal, in roentgenographic studies made with the 
patient in the recumbent and upright positions (see 
figure, C and D). 

A comparison of the gallbladder studies of Oct. 
12, 1954, with tliose of Oct. 16, 1958, revealed the 
right kidney enlargement to be present in botli 
examinations, tliereby excluding the possibility that 
a patient mix-up might account for the absence of 
calculi in die later study. 

Comment 

Spontaneous cm'es of radiographically demon¬ 
strated gallstones have been reported. One of these 
reports ' deals with a 23-year-old woman who had 
attacks of biliary colic during pregnancy. Two 
weeks after delivery a cholecystogram revealed 
numerous, clearly delineated radiolucent calculi 
which measmed 2 to 3 mm. in size. No further 
colic occurred thereafter. However, at laparotomy 
seven weeks later, the gallbladder and the bile 
ducts contained no calculi. 

Anotlier instance was reported by Kommerell and 
\^^olpers." Their patient showed unequivocal radio- 
lucent gallstones of various sizes. Of the stones 21 
were small, measuring up to 5 or 6 mm. in diameter, 
and 3 were larger, measuring up to about 10 mm. in 
diameter. Roentgenologic studies were repeated 
at almost y’early intervals, and these revealed that 
tire stones became gradually smaller but no fewer, 
and, after sLv years, no stones could be demon¬ 
strated by cholecystography. This patient had no 
biliarj' colic during the si.x-year interr'al. 

Ortmayer and Austin “ reported on three patients 
in whom gallstones were recovered from the feces, 
but all of their patients had typical attacks of 
biliar)’ colic associated wth jaundice. Moreau and 
Moreau" reported a case in which calcified gall¬ 
stones were demonstrated radiographically. Later 
studies showed their complete disappearance from 
the gallbladder after an 11-year interval. Some of 
tliese stones were shown on their roentgenographic 


studies to be passing through the common duct. 
Eventually the cholecystogram was normal. Their 
patient had frequent attacks of colic and jaundice. 

Our case clearly demonstrated that gallstones of 
the radiolucent variety can disappear spontaneous¬ 
ly. It seems unlikely that they did so by migration, 
without either colic or jaundice. Furthermore, since 
the patient was a physician, any episode which 
would have given rise to fistula formation between 
the gallbladder and the intestinal tract would have 
been noted by him or his medical attendants. 

Since one of the causes of nonopaque gallstones 
is related to disordered cholesterol metabolism,’ 
one conjectures whether further alteration of tlie 
cholesterol metabolism in our patient may have had 
something to do with the disappearance of his gall¬ 
stones. The administration of radioactive iodine to 
this patient for his coronary artery disease was quite 
effective, and he became hypothyroid and required 
administration of thyroid. There may have been 
mobilization of the patients cholesterol stores dur¬ 
ing the induction of the hypothyroid state. 

The gallstones in this patient measured from 7 
to 9 mm. in diameter. Although it is known that 
calculi of this size may pass the rela.xed sphincter of 
Oddi,® it is most unlikely that 10 such stones could 
have passed witliout the presence of biliary colic. 
Miller’s ‘ patient, who showed no stones at lapa¬ 
rotomy after unequivocal demonstration of their 
presence seven weeks before surgery, had no biliary 
colic during this seven-week interval. However, the 
stones in that case measured at most from 2 to 3 
mm. in diameter. Hypothyroid persons are alleged 
to have a higher than average pain threshold, but 
our patient gave no evidence that his pain threshold 
was sufficiently increased to permit biliary colic 
to go relatively unnoticed. 

Summary 

In an unusual case of biliary calculi there was 
disappearance of 10 sizable gallstones from the 
patient’s gallbladder, without colic, jaimdice, or 
other abdominal crisis. 

436 N. Ro.vbury Dr. (Dr. Linsman). 
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ANAPHYLACTOID REACTION TO VANCOMYCIN 

Herbert J. Rothenberg, M.D,, Denver 


Vancomycin (Vancocin) hydrochloride is a potent 
antibiotic which is bactericidal for many strains of 
micrococci. As e.\perience with the use of this drug 
has been obtained a varieh' of untoward effects 
have been observed. Notable among these have 
been febrile reactions and occasional hjTpotensive 
episodes. Eosinophilia, dermatitis, deafness, pruri¬ 
tus, and phlebitis from the infusion also have been 
reported. Occasionally chills followed infusion of 
the early batches, but this reaction no longer com¬ 
monly occurs.* The following case illustrates a h'pe 
of reaction which has hitherto been unreported but 
of which the clinician should certainly be aware. 

Report of a Case 

The patient was a 17-year-old girl known to 
have rheumatic heart disease. This disease had 
been inactive since the patient was 10 years of age 
and mitral insufficiency u'as clinically her only \’al- 
\ailar lesion. For the past two years she had taken 
penicillin G orally, 250,000 units twice a day, as 
prophyla.\is against sti-eptococcic infections. She 
was a high school student who worked part-time 
in a hospital carrj'ing food trays to patients. About 
two weeks prior to admission she scratched a “pim¬ 
ple” on her back, which then ceased to bother her. 
Two days prior to admission she suddenly devel¬ 
oped weakness, nausea, generalized aching, shak¬ 
ing chills, headaches, and temperature of 39.5 C 
(103.1 F). Tlrese symptoms continued and she was 
admitted to the hospital on the third day of her 
illness with localized muscle tenderness in her right 
tliigh, left buttock, and right shoulder and a 5-ml. 
erj'thematous tender indurated nonsuppurative 
lesion on her right thigh. She had one petechial 
lesion on her left palpebral conjunctiva, one on her 
soft palate, and a few scattered petechiae on her 
hands and around her ankles and shins. Her spleen 
was tender but difficult to palpate because of the 
guarding of her abdomen. She had a heart murmur 
that indicated mitral insufficiency which was un¬ 
changed from that previously described. The white 
blood cell count was 6,550 per cubic millimeter, with 
83% polymorphonuclear neutropliils, 2% stab forms, 
and 15% lymphocytes. The urine was normal. His¬ 
tory was pertinent only in a history of a skin rash 
necessitating the discontinuation of a sulfonamide 
preparation which had been used in prophylactic 
therapy four years before. There was no other drug 
or other type of allergy known and no personal or 
family history of asthma. 

From Uie Department of Medicine, General Rose Memorial Hospital 
and the University of Colorado Medical Center. 


The condition of this patient was e.xtremely to.xic 
on admission and became more so with temper¬ 
ature spiking up to 40.7 C (105.3 F). A presumptive 
diagnosis of acute bacterial endocarditis was made 
and six blood cultures were drawn in the first 12 
hours after admission. The severe nature of the 
illness seemed to make early antibacterial therapy 
mandatorj' and it was believed that it was not 
justified to await the outcome of the blood cultures. 
Two assumptions were made as to the nature of the 
offending organism, both of which subsequently 
proved to be correct: first, in view of the e.xplosive 
nature of onset of this illness, that it was likely to be 
due to a staphylococcus; second, due to her chronic 
ingestion of small doses of penicillin and her daily 
contact with hospital patients discharging a varieh' 
of organisms, that the organism, whatever it was, 
was most likely resistant to penicillin. The blood 
cultures all eventually grew staphylococcus (Micro¬ 
coccus) pyogenes var. aureus. Vancomycin was 
selected as a potent bactericidal agent useful 
against the anticipated type of organism. 

After having received no therapy except aspirin, 
she was given an intravenous infusion containing 
1 Gm. of vancomycin in 250 cc. of 5% dextrose in 
water in a total time of 25 minutes. She tolerated 
the infusion well and the needle was withdrawm. 
About 10 minutes after the infusion was concluded 
she suddenly developed chest pain, dyspnea, gen¬ 
eralized pruritus, urticaria on her arms, back, and 
chest, and swelling of her face, lips, and eyelids. 
She was noted to be cyanotic, with cold exb'emities 
and a “barely palpable” radial pulse. Auscultation 
of the chest was not performed and blood pressure 
was not obtained. She was immediately given 0.2 
cc. of aqueous epinephrine 1:1,000 intravenously 
and 0.3 cc. of tire same medicament subcutaneously 
and oxygen was administered by mask. Examina¬ 
tion 15 minutes later revealed her to be symptom- 
free except for sinus tachycardia (pulse rate of 120 
beats per minute) and palpitation. A slight high- 
pitched e.xpiratory wheeze was audible thi-oughout 
her chest. She was given diphenhydramine (Bena¬ 
dryl) hydrochloride orally and suffered no further 
ill-effects. Tlierapy was then changed and she 
received no further vancomycin. 

Comment 

It is clear that the reaction described was the 
result of the administration of vancomycin. It is of 
interest for bvo reasons: First, this was an anaphy¬ 
lactoid reaction which occurred after the first dose 
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of the offending drug. Second, it is the first reaction 
of this t)Tpe to be reported for this particular drug. 
The patient involved was a girl whose only known 
allergic historj' was sensitivity to a sulfonamide. 
Subsequently she developed an allergic reaction to 
novobiocin. The reaction e.x'perienced with vanco¬ 
mycin was one of major severity and was poten¬ 
tially fatal. The actual incidence of this type of 
reaction cannot be estimated at the present time, 
since e.xperience with this drug has been limited. 
This should not prevent the use of vancomycin 
when the indications are clear. The fact that this 


reaction can occur should underscore the principle 
that potent drugs must be used with discretion and 
only with proper indication. 

West Sixth and Cherokee streets (4). 
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SAFETY ATTACHMENT FOR ASPIRIN BOTTLES 

Robert Cohen, M.D., Bakersfield, Calif. 


About two years ago a symposium on children s 
poisons was held at tlie Los Angeles Cliildren’s Hos¬ 
pital. The moderator. Dr. A. Parmelee Sr., allowed 
me to e.\hibit various devices for attachment to 
aspirin bottles as aids in the prevention of aspirin 
poisoning. 



Safet>’ attachment for aspirin bottles, showing rotation of 
wheels. 


I stated that for economic reasons the manufac¬ 
turers will not change the design of tlie bottles, 
but they are willing to consider safety attachments 
to the necks of the bottles. There are some ingen¬ 
ious devices on the market today, but all involve 


the cap s coming off every time an aspirin is used, 
which has one big drawback; that is, failme of the 
parents to replace the cap. The device herein intro¬ 
duced takes that into consideration, as well as the 
short attention span of a child. Also, puzzles and 
combinations are confusing and out of most chil¬ 
dren's mental grasp. 

The device (see figure) has hvo adjacent plastic 
wheels, each wheel with a hollow U of a size suffi¬ 
cient to hold a standard aspirin cut into it, mounted 
on a firm plastic case. One plastic side has a circu¬ 
lar groove over each wheel to guide the inserted 
pin, with a round knob attached in order to rotate 
the wheels. After the aspirin bottle is filled this 
plastic device is sealed to the neck with the stand¬ 
ard collodion sealing material found on many bot¬ 
tles today. 

In order to operate this safety attachment the 
wheel nearest the mouth of the bottle is rotated so 
that its U will be facing the mouth of the bottle. 
When the bottle is turned upside down it receives 
the aspirin tablet. Then this wheel, farther from the 
neck, is rotated so tliat its U faces the inside. The 
first wheel is rotated 180 degrees, the bottle is 
again inverted, and the aspirin tablet drops into 
the second wheel’s U, which is again rotated 180 
degrees and expels the aspirin tablet. 

A child will turn the bottle upside down and will 
turn the small knobs but will seldom be clever 
enough to understand the combinations which re¬ 
lease the aspirin tablets. 'This attachment should 
lower the incidence of aspirin poisoning. 

2415 Niles St. 
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DETERIORATION OF VITAMIN D WHEN MIXED WITH CALCIUM SALTS 

Elmer M. Nelson,! Ph.D., Washington, D. C. 


It has been knouTi for fully 25 years tliat vitamin 
D is not stable when mix'ed with a preparation 
containing 25% or more of minerals. In 1932, the 
observation was made that, when mixed with lime¬ 
stone, cod liver oil did not retain its vitamin D.' 
Cod liver oil was added to ground limestone and 
the mixture stored in glass jars in the laboratorj'. 
V'hen examined two weeks later, the mixture was 
devoid of the vitamin, Witli furtlier investigation, 
researchers found that cod liver oil lost vitamin D 
rapidly when added to a salt mixture containing all 
of the mineral elements necessary' for growdi of 
the rat. However, the loss was just as rapid when 
the oil was mixed with a preparation of silica of the 
same degree of fineness. Loss of vitamin D at tem¬ 
peratures ranging from 85 to 100 F was more rapid 
than at room temperature, and less rapid in mix¬ 
tures kept under refrigeration. Since no catalytic 
effect of the minerals could be demonstrated, it was 
concluded that the loss was due primarily to the 
greater surface area and a resulting increased ex¬ 
posure to air. 

Since that time, we have examined a large num¬ 
ber of vitamin D preparations on the market con¬ 
taining various calcium salts. In a sample of 50 
preparations we assay'ed, 4 were devoid of vitamin 
D entirely, 5 had an excess of vitamin D of 100% or 
more, 20 contained a substantially greater excess 
of vitamin D than did the nonmineral vitamin D 
products, and the remainder were of satisfactory 
composition at the time of examination. Both vita¬ 
min Do and vitamin Da have been found, frequently 
in combination with di-calcium phosphate, but a 
variety of other salts and salt mixtures have been 
used. Products of this type generally are offered 
for use during pregnancy and are prescribed to a 
considerable extent by dentists. 

The annual report of the Federal Security Agency 
for 1948 carried this statement: “Vitamin D is gen- 


From the Division of Nutrition, Food and Drug Administration, 
Department of Health, Education, and Welfare. 
iDr. Nelson died Dec. 24, 1958. 


erally regarded as stable, but it deteriorates rapidly 
in the presence of minerals. This fact was first 
obseiwed many years ago in mineral feeds, and 
feed manufacturers are now generally aware of 
the difficulty. Some pharmaceutical manufacturers 
continue to incorporate the calcium phosphate 
and other minerals in vitamin D tablets. Al¬ 
most invariably these products are found low in 
vitamin D within a month or two of the time of 
manufacture.” 

Since that report was published, there have been 
some important developments, but at the present 
time the situation is far from satisfactory. Some 
manufacturers have tried to compensate for this 
deterioration by adding vitamin D in e.xcess of the 
amount declared, but this is not a practical method 
of providing a satisfactory product due to the un¬ 
certain rate of loss. About two years ago, different 
forms of the so-called stabilized vitamin D came 
into use. The vitamin D in powdered form is 
coated in such a way that it is protected from air, 
even when used in a powdered mineral prepara¬ 
tion. We do not kmow how well these coated prepa¬ 
rations withstand the pill-making process in which 
the walls of tlie coated particles conceivably may 
be ruptured. 

Pharmaceutical manufacturers usually have been 
prompt in discontinuing distribution of unsatisfac¬ 
tory preparations, but some have been reluctant to 
do so. With a chemical method for detection of 
vitamin D now available,” there should be no reason 
for continued distribution of unstable products of 
tliis type. 
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FELLOWSHIPS FOR RESEARCH IN CLINICAL NUTRITION 


The Council has authorized publication of the following announcement. These fellowships 
are sponsored by the Nutrition Foundation, Inc., in cooperation with the Council. In 1960, 10 ■ 
fellowships will be given in honor of Dr. Carl V. Moore, recipient of the 1959 Joseph Gold- 
berger award in clinical nutrition. Philip L. White, Sc.D., Secretary. 


PuHPOSE.—To Stimulate staff members and stu¬ 
dents of schools of medicine to take a more active 
interest in the science of nutrition. 

Amount.— $200 per month for three months. 

CoNnmoNS.—1. Grant shall be made to a medical 
student on recommendation of a senior investigator. 
2. Recipient will be selected by the Council. 3. 
Grant shall be used solely for remuneration of 
selected medical student. 4. Grant shall be limited 
to a period not to e.xceed three months during the 
nonacademic portion of school year. 5. No senior 
investigator may have more than one student per 


year receiving a grant, 6. Only a brief progress re¬ 
port or summary will be required. Publication ivill 
be at the discretion of the senior investigator. 

Application.— 1 . Application should be made in 
writing by the senior investigator to: Council on 
Foods and Nutrition, American Medical Associa¬ 
tion, 535 N. Dearborn St., Chicago 10, on or before 
Dec. 15, 1959. 2. Application shall include; {a) 
brief outline of study proposed, ( b ) assurance that 
adequate physical facilities are available, (c) iden¬ 
tification of a qualified medical student and assur¬ 
ance of his availability. 


COUNCIL ON DRUGS 


NEW AND NONOFFICIAL DRUGS 

The following descriptions of drugs are based on available evidence and do not in any 
case imply endorsement by the Council. H. D. Kautz, M.D., Secretary. 


Ferrous Fumarate (Ferrous Fumarate, Firon, 
Fumiron, Hemoton, Toleroh) .—The empirical form¬ 
ula of ferrous fumarate is FeC 4 H 204 . 

Actions and Uses.—Ferrous fumarate, is an anhy¬ 
drous salt of a combination of ferrous iron and 
fumaric acid. It contains 33% iron by weight. Fer¬ 
rous fumarate is employed clinically for the treat¬ 
ment of iron deficiency anemia. Available data, 
whOe limited, indicate tliat the drug is probably as 
effective for this purpose as other orally admin¬ 
istered ferrous compoimds. Thus, it may be e.vpected 
to produce an adequate rise in hemoglobin levels 
(2 Gm. per 100 cc. in three sveeks) and a satisfactory 
increase in hematocrit (5% or more in three weeks) 
in patients with microc>4:ic, hypochromic anemias 
due to iron deficiency. Such anemias are commonly 
seen in infancy or pregnancy in which the demand 
for hemoglobin is increased or in situations in which 
there is a deficient intake of iron or an e.xcessive 
loss of iron as in hemorrhage or heaw menstrual 
flow. If a satisfactor)' hematological response is not 
obtained after a therapeutic trial with the drug, 
medication should be stopped and other diagnostic 
measures begun. Failure to respond to hematinic 
agents may indicate that anemia is not due to iron 


deficiency, that complicating disease is interfering 
rvith the ability of the bone marrow to respond, that 
there is continuous active blood loss, or that there 
is impaired absorption of iron. Thus, it is im¬ 
portant in all cases to search for the underlying 
cause of anemia. 

The acute toxicity of ferrous fumarate in experi¬ 
mental animals is low. It is also well tolerated 
clinically, and there is some evidence to indicate 
that it may be superior to ferrous sulfate or ferrous 
gluconate in this respect. Thus, occasional patients 
will e.xperience the gastrointestinal disturbances 
(anorexia, nausea, vomiting, cramping, diarrhea, 
constipation) typical of orally administered iron 
salts. These complaints are generally mild and tend 
to subside as tlierapy is continued. In some in¬ 
stances, ferrous fumarate may be used satisfactorily 
in patients unable to tolerate other orally given 
preparations. As with all drugs of tliis class, ferrous 
fumarate is contraindicated in the presence of peptic 
ulcer, regional enteritis, and ulcerative colitis. In 
patients with unusual sensitivity to orally given iron 
salts, preparations which are suitable for parenteral 
use should be employed. Also, when the cause of 
the anemia has been removed, a single dose of 
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parenterally administered iron may be used to re¬ 
place iron stores, in place of protracted oral therapy. 

Dosflgc.—Ferrous fumarate is administered orally. 
Each 200 mg. of the drug is equivalent to about 
65 mg. of elemental iron. For adults, the usual dose 
is 200 mg. tliree to four times daily. No data are 
available to permit dosage recommendations for in¬ 
fants and children. 

PreporflU'ons.—tablets 200 mg. and 324 mg. 

Ye.ir of introduction: 1957. 

Mallinckrodt Chemic.il Works cooperated by furnishing 
scientific data to aid in the evaluation of ferrous fumarate. 

Heparin Potassium (Clarin).—The potassium salt 
of heparin. The preparation is standardized in 
terms of the International Unit which represents 
the activitj' of 7.7 meg. (0.0077 mg.) of heparin 
sodium standard. 

Actions and Uses.—Heparin potassium is proposed 
for sublingual administration as an adjunct in the 
management of atherosclerosis by virtue of its 
effects on the physicochemical properties of the 
blood fats; it is not intended for use as an anti¬ 
coagulant when given by this route. Heparin is a 
molecule of large size, and little absorption from 
the buccal mucous membrane is to be e.Kpected. At 
present the evidence is somewhat conflicting, but 
it indicates that amounts of the drug sufficient to 
approximate the action of small doses of parenter- 
ally injected heparin sodium on the physicochemi¬ 
cal state of the blood fats are often, but not always, 
absorbed from beneath the tongue. Thus, the 
potassium salt, when given by the sublingual route, 
may cause tlie same changes in the physicochemical 
state of blood lipids as has been previously de¬ 
scribed for injections of the sodium salt. (See the 
monograph on heparin sodium, U. S. P., in New 
and Nonofficial Drugs.) However, there is as yet 
no convincing objective evidence that heparin, 
given sublingually, either prevents or ameliorates 
any manifestation of cardiovascular disease. Hence, 
the use of heparin potassium in the hope of amelior¬ 
ating the progress of atherosclerosis must be con¬ 
sidered experimental. 

In the doses usually employed, heparin potassium 
has shown no demonstrable effect on clotting time 
and is believed to be relatively safe for use, from 
the standpoint of possible adverse effects on blood 
coagulation. 

Dosage.—Heparin potassium is administered 
sublingually. The proposed dose is 1,500 Interna¬ 
tional Units three times a day given after meals. 

Preparations.—tablets (sublingual) 1,500 Inter¬ 
national Units. 

Year of introduction: 1958. 

Thos. Lemming & Co., Inc., cooperated by fumisbing sci¬ 
entific data to aid in the evaluation of heparin potassium. 


Penicillinase (Neutrapen).—A specially purified 
enzyme preparation obtained by fermentation from 
cultures of a strain of Bacillus cereus. A unit of 
penicillinase is defined as that amount which, in 
vitro, inactivates one unit of penicillin per minute 
at 25 C at a pH of 7.0. 

Actions.—Penicillinase is an enzyme preparation 
proposed for use in the treatment of reactions to 
penicillin. The enzyme catalyzes the hydrolysis of 
the /3-lactam ring of penicillin; the resulting product 
is penicilloic acid, which is biologically and, pre¬ 
sumably, antigenically inactive. Penicillinase is 
produced not only by B. cereus, but also by certain 
strains of Escherichia coli, many strains of staph¬ 
ylococci, and by a large variety of other bacteria. 
It probably contributes significantly to the resist¬ 
ance of some, but not all, penicillin-insensitive 
micro-organisms. 

Within a short time after injection of penicilli¬ 
nase, penicillin can no longer be detected in the 
blood, even when blood levels prior to this injection 
are quite high. E.xperimental studies in rabbits 
have shoum that, when 5,000 units of penicillinase 
were injected simultaneously with 100,000 units of 
either potassium penicillin G or procaine penicillin 
G, blood levels of penicillin returned to zero witliin 
one hour after injection. When the dose of penicilli¬ 
nase was increased to 10,000 units, no penicillin was 
detectable at any time after injection. The duration 
of action of a single injection of penicillinase was 
found to be about four days. Similar results ha^'e 
been reported in guinea pigs. In human patients 
who had received 800,000 units of procaine peni¬ 
cillin G, a single injection of 100,000 to 800,000 
units of penicillinase was found to completely elim¬ 
inate penicillin from the blood witliin one hour. 
No penicillin could be detected in die blood for 
periods of four to seven days,despite tiie fact that 
injections of penicillin were continued twice daily. 

AlUiough penicillinase has had only limited 
clinical trial in the treatment of reactions to peni¬ 
cillin, early reports, based on uncritical studies, are 
favorable. Some response to treatment may occur 
within six hours but usually is seen only after one 
to four days. The various manifestations of delayed 
reactions to penicillin, including skin eruptions, 
urticaria, arthralgia, asthma, and fever, are re¬ 
ported to respond favorably to the enzyme. Reac¬ 
tions to procaine penicillin G are said to clear as 
quickly as those to die longer-acting benzathine 
penicillin G. Results are best when the penicillinase 
is administered within 24 hours after the reaction 
has begun. 

Uses.—Penicillinase may be employed for die 
treatment of slowly developing or delayed peni- 
cUlin reactions. Adjunctive use of more rapidly act- 
ing drugs may prove necessarj' or advisable, how¬ 
ever, It should also be remembered that a 
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considerable period of time will be required for 
reco\'er}' from physical changes associated \vith 
penicillin reactions, even after all traces of peni¬ 
cillin are removed from the body. 

Anaphylactic reactions to penicillin should first 
be controlled by epinephrine and other rapidly 
acting agents; penicillinase may then be given to 
eliminate the circulating antigen, if desired. Reli¬ 
ance on penieillinase alone in such reactions is 
contraindicated, since effects of the enzyme are 
evident only after several hours. 

The use of penicillinase as a diagnostic agent to 
distinguish between penicillin reactions and other 
syndromes must be regarded as experimental. 
Similarly, its possible value in preventing reactions 
in patients who are known to be sensitive to peni¬ 
cillin and who are given injections of vaccines or 
other penicillin-containing products has not been 
established. Neither of these uses (diagnostic or 
prophylactic) is recommended for routine appli¬ 
cation at the present time. 

The use of penicillinase is an interesting approach 
to the treatment of penicillin reactions. Destruction 
of the causative agent rather than mere suppression 
of symptoms is certainly logical and desirable on 
theoretical grounds. At the present time, however, 
the eflScacy of penicillinase has not been established. 
Recovery from penicillin reactions often occurs 
spontaneously within a few days, even when no 
treatment is administered. For this reason, assess¬ 
ment of the value of any agent used for treatment 
of these reactions requires the most carefully de¬ 
signed clinical trials. Such trials of penicillinase 
have not yet been done; no double-blind study has 
been reported. 


Side-e;^ccfs.—Experimental animal studies indi¬ 
cate that penicillinase has a remarkably low acute 
toxicity. Doses as high as 10,000,000 units per kilo¬ 
gram of body weight given intramuscularly are well 
tolerated. Chronic toxicity studies revealed no ad¬ 
verse effects from daily injections for a period of 
six weeks. However, since penicillinase is an enzyme 
and, therefore, almost certainly a protein, it must he 
regarded as an antigen. In addition, all the other 
dangers attending the injection of a foreign protein 
will probably be noted. Indeed, several severe 
reactions which closely followed the injection of 
penicillinase in human patients have already been 
reported. The symptoms of these reaetions suggested 
an acute anaphylactoid response, although none 
of the patients had previously received penicillinase. 
Less serious reactions that have been observed in 
clinical usage include local pain at the site of in¬ 
jection, ^veakness, malaise, a morbilliform rash, and 
a mild, self-limited febrile reaction. 

Dosage.—Penicillinase is administered by deep 
intramuscular injection. It should be freshly dis¬ 
solved in sterile distilled water just prior to use. 
The concentration of penicillinase in the solution 
should be 400,000 units per cubic centimeter. The 
proposed dose for adults is 800,000 units (2 cc. of 
such solution). The dose may be repeated at inter¬ 
vals of three to seven days if necessary. It is 
claimed that tsvo injections are usually sufficient to 
afford permanent relief from the symptoms of a 
single reaction. 

Preparations.—powder (injection) 800,000 units. 

Year of introduction: 1958. 

SchenLabs Pharmaceuticals, Inc., cooperated by furnishing 
scientific data to aid in the evaluation of penicillinase. 


S tress.—I n biology and medicine the term stress is of comparatively recent 
introduction and has been variously applied to external stimuli as well as their 
effects on the organism. ... In general medicine and psychiatry the term stress 
is commonly used to denote various psychosocial situations which tend to produce 
disorganization of behavior, including physical and mental illnesses. Responses of 
different individuals to potentially stressful psychosocial situations show considerable 
variation. The response may be apt and adaptive or it may be inept or maladaptive, 
the latter sometimes taking the form of physical or mental illness. The precise re¬ 
lationships between the psychosocial situations which are potentially stressful and 
their effects on the organism on the one hand, and the various stress or agents de¬ 
scribed by Selye and their effects on the organism on the other, require further re¬ 
search for their elucidation. A convenient definition of stress would be any stimulus 
or change in the e.xtemal or internal environment which disturbs homeostasis and 
which, under certain condiUons, can result in illness. The terms stress and stressor 
are really abstractions and are only meaningful in relation to their effects on the or¬ 
ganism and it might be better to use stress adjectivally. ... to the three distinct 
processes involved in reactions to stress, namely: (1) The forces, stimuli, changes, 
conditions or.^tuations which are stressful, (2) The processes whereby (1) produce 
their effects on the organism. (3) The changes in the organism resulting from (1), 
including behavioiual, emotional, physiological, biochemical and structural changes. 
—L. Rees, M.D., The Role of Stress in the Aetiology of Psychosomatic Disorders, 
Proceedings of the Royal Society of Medicine, April, 1959. 
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COMMITTEE ON REHABILITATION 


The following report is the first in a series of articles which have been authorized for pub¬ 
lication by the Committee. This series deals with carious aspects of rehabilitation which are 
of interest to physicians. R.\lph E, De Fobest, M.D., Secretary. 

THE STATE-FEDERAL PROGRAM OF VOCATIONAL REHABILITATION 


Since 1921 the state governments and the federal 
government have jointly operated a program of 
rehabOitation services designed to restore handi¬ 
capped men and women to activity' and to employ¬ 
ment. During the year' ended June 30, 1958, almost 
75,000 disabled persons received services and were 
placed in useful employment. About 18,000 more 
were provided with services that prepared them 
for employment but at the end of the fiscal year had 
not found jobs. About 159,000 persons were in the 
process of rehabilitation at the end of the period. 
The program is in operation in all states, the Dis¬ 
trict of Columbia, Puerto Rico, the Virgin Islands, 
and Guam. 

Medical services have been an integral part of 
the program since 1943, and pri\'ate practitioners 
and county and state medical societies and hospitals 
have been active botli in the provision of services 
and in guidance of the program. About one-third 
of referrals of disabled persons to state rehabilitation 
agencies come from physicians, hospitals, and wel¬ 
fare agencies. Since the physician is usually one of 
the first to see an injured person, and in many cases 
has close knowledge of circumstances surrounding 
individual disabilities that arise out of disease or 
congenital difficulties, it is widely belie^'ed that 
there is opportunity for a larger number of referrals 
from physicians if more of them are fully aware of 
the rehabilitation services available to those dis¬ 
abled persons with employment potentialities. A 
survey just completed among physicians ‘selected 
from a county medical society in one of our more 
populous areas points up this fact. (This survey 
was one of the research projects aided by a grant 
from die Office of Vocational Rehabilitation.) The 
physicians who were interviewed were from those 
specialty groups most likely to see patients who 
might need, and be eligible for, rehabilitation serv¬ 
ices offered by the state rehabilitation agency. It 
was found that, as a whole, these physicians had 
relatively little knowledge about their state reha¬ 
bilitation agency. One-diird of them did not know 
that the agency existed; another one-third knew 

The members of the Committee on Rehabilitation of the American 
Medical Association are Drs. Frank H. Knisen, Rochester, Minn., 
Chainnan; Walter H. Baer, Peoria, Ill.; Guy A. Caldwell, New Orleans; 
Oscar A. Sander, Milwaukee; and Hoyt B. Woolley, Idaho Falls, Idaho. 


little more about the agency than that it did e.xist. 
Only 5.5% knew some of the general eligibility re¬ 
quirements for handicapped persons to receive 
services, and about half of them were physicians in 
institutional practice. 

The pljysicians wlro were aware of the public 
rehabilitation program gave many reasons for the 
lack of prompt referrals of disabled persons to the 
state rehabilitation agency. According to the re¬ 
port, some of them expressed regret for lack of 
action. The total effect of this survey was to indicate 
a positive necessity for wider knowledge of the 
public rehabilitation program, and of the emphasis 
that is placed on a proper balance in individual 
cases, between medical and vocational orientation. 

Integration of medical services into the program 
began with amendments to vocational rehabilitation 
legislation after the outbreak of World War II, 
when there arose the acute need for civilian man¬ 
power. In this labor shortage the nation made its 
first, though halting, efforts to bring qualified dis¬ 
abled workers into the labor force. There was a 
prior factor that had led to establishment of a civil¬ 
ian rehabilitation program—the consideration of 
what was being done to rehabilitate the veterans of 
World War I and the recognizable need for a con¬ 
current program for disabled civilians. 

Congress enacted the first rehabilitation legisla¬ 
tion in 1920. The services provided in this early 
program were limited in range, compared with 
today’s program. They included principally special 
assistance in job training, counseling and guidance, 
provision of artificial limbs and other appliances, 
and placement in a suitable job. No provision was 
made for federal participation in any sort of medical 
or restorative services to reduce or eliminate the 
disability itself, although a few states undertook a 
limited amount of such service on them own initia¬ 
tive. 

During the 1920 s and 1930’s, more and more 
states joined this cooperative state-federal program, 
so that by 1938 all of the 48 states were participat¬ 
ing. 

^Vith the outbreak of World War II, one of the 
obvious steps to reduce manpower shortages was to 
make greater use of handicapped workers. In 1943 
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Congress passed Public Law 113, 7Sdi Congress, 
knowTi as die Barden-LaFollette act. Tins acf ex¬ 
panded the scope of sendees and audiorized for the 
first time the pro\'ision of (1) medical sendees in¬ 
cluding surgen', hospitalization, and odier treatment 
to eliminate or reduce the disabiliti' itself, (2) 
sendees to indi\dduals who had suffered from 
psychiatric illnesses, and (3) vocational rehabilita¬ 
tion sendees for the blind. 

In August, 1954, major amendments were made to 
the act through Public Law 565, 83rd Congress. 
This act, while continuing die basic pro\dsions for 
sendees to handicapped people dirough the state 
\'Ocational rehabilitation agencies, introduced a 
number of important changes. 1. A new system of 
federal-state financing for the basic program of vo¬ 
cational rehabilitation sendees was introduced. 2. 
A new s\'stem of e.Mension and improvement grants 
to state agencies was authorized, to give encourage¬ 
ment and financial aid to the states to develop new 
aspects of rehabilitation and to e.xtend sendees to 
disability' groups and geographical areas which 
heretofore had been inadequately served. 3. Federal 
grant funds were audiorized to encourage and sup¬ 
port research into better rehabilitation methods and 
to conduct demonstration projects which would be 
useful in spreading new knowledge to communities 
throughout the country'. These grants are made 
primarily to universities and otiier institutions hav¬ 
ing research talent and facilities for advancing reha¬ 
bilitation knowledge, as well as nonprofit voluntary 
groups capable of conducting such research and 
demonstration. 4. Grants were audiorized to univer¬ 
sities and other teaching institutions to stimulate 
and support the training of more professional per¬ 
sonnel for rehabilitation sen'ices. Grants for train¬ 
eeships for students are made in a block grant to 
the university', ivhich then selects the students 
considered most qualified for traineeship awards. 
Training grants are also used to help support 
specialized short-term courses to provide ‘lirush-up” 
and odier intensive training in specialized fields of 
rehabilitation. 5. Proi'isions were included in the 
act to give preference to blind persons in the 
operation of vending stands on federal property'. 
6. To stimulate the employ'ment phase of vocational 
rehabilitation, the act required tiiat each state- 
federal employ'ment sen'ice ofBce designate at least 
one staff member to prowde special job counseling 
and placement for handicapped persons. It ako 
authorized a larger annual appropriation for the 
work of die Presidents Committee on Employ'ment 
of the Phy'sically Handicapped. 7. The use of fed¬ 
eral funds (in combination wth those of states and 
voluntary' agencies) was authorized to enlarge or 
alter rehabilitation centers. 8. The establishment of 
vocational rehabilitation agencies within local units 
of government (cities or coimties) ivas audiorized 


for the first time with federal financial participation, 
provided the local imit was under the general direc¬ 
tion of the state agency. 

In order to be eligible for any of the senices 
offered in vocational rehabilitation, an individual 
must (1) have a disability wliicli substantially in¬ 
terferes with suitable employ'ment, (2) liave a 
reasonable chance to become suitably employed 
after services are proi'ided, and (3) be of, or near, 
working age. 

The medical staff of the state rehabilitation 
agency has specific responsibility in these determi¬ 
nations. An applicant talks witii a counselor, either 
in an office of die rehabilitation agency or in the 
applicant s home. The applicant is asked to furnish 
any' available medical data concerning his disability'. 
In its absence, the agency' iviU provide for an e.xam- 
ination, and, if the services of a specialist are re¬ 
quired, the agency will bear the cost. 

If an applicant is accepted, a program of rehabili¬ 
tation services based on individual need ivill be 
formulated to include these measures as required: 
(1) medical diagnosis to learn more about the na¬ 
ture and degree of disability' and to help to deter¬ 
mine the program of rehabilitation services, the 
need for additional medical services, and the in¬ 
dividual’s work capacities; (2) provision of artificial 
limbs or other prosthetic appliances;^ (3) individual 
counseling and guidance, including psychological 
testing, to help select and attain a vocational ob¬ 
jective; (4) training, including occupational train¬ 
ing and adjustment training for the blind; (5) 
maintenance and transportation during treatment, 
training, or any other phase of the actual ^habilita- 
tion process; (6) tools, equipment, licenses, or initial 
stocks and supplies if tliese are necessary to give the 
rehabilitated individual a fair start; (7) placement 
in a job commensurate W'itli the indi\'iduars physical 
and mental capacities; and (8) follow-up to ensure 
tliat tlie rehabilitated person is successful and tliat 
botli lie and Ins employ'er are satisfied. 

In the last few years. Congress has passed several 
pieces of legislation wliich, while primarily involv¬ 
ing other federal agency programs, have important 
involvements for vocational rehabilitation. The 
1954 Amendments to the Hospital Survey and 
Consb-uction Act of 1947 (the Hill-Burton act) 
authorized federal grants-in-aid to help build 
rehabilitation facilities. The general administrative 
machinery' of tire Hill-Burton program is used, with 
the surgeon general of the Public Health Service 
and the director of Vocational Rehabilitation hav¬ 
ing joint authority for approval of applications for 
grants for rehabilitation facilities. 

During the same year, the Congress amended tlie 
Social Security Act to "freeze” the retirement bene¬ 
fits of w'orkers covered by the act who became dis- 
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abled, The purpose was to ensure that an eligible 
worker who became disabled before reaching age 
65 did not have his retirement income reduced be¬ 
cause of any years during which he was unable to 
contribute to the Old Age and Survivors’ Insurance 
trust fund because of disability. To carry out this 
new provision, Congress indicated that the state 
vocational rehabilitation agency was its preference 
for making a determination as to whether the appli¬ 
cant was, in fact, disabled and unable to work un¬ 
der the provisions of this law. At present, the state 
^’Ocational rehabilitation agencies perform this 
function in all but 4 of the 54 states and territories. 

In 1956, the Social Securitj' Act was further 
amended to provide that disabled workers aged 50 
or over and eligible for Old Age and Survivors’ 
Insurance benefits, who were unable to work be¬ 
cause of their disability' might receive cash retire¬ 
ment benefits six months after onset of the disa¬ 
bility. Again the state vocational rehabilitation 
agencies were designated as the preferred agency 
to make the determination of disability. Specific 
provisions were made for referring all such appli¬ 
cants to the state rehabilitation agencies in the 
increasing effort to restore all possible disabled 
workers to gainful activity’. Also eligible to receive 
cash benefits were disabled and dependent children 
of retired or deceased workers entitled to old-age 
benefits, provided the disability’ existed before the 
age of 18 years. 

For the fiscal year ending June 30, 1959, the fed¬ 
eral appropriation for basic vocational rehabilitation 
services totals $45,500,000. For the same period, the 
states have matching funds available totaling about 
$27,900,000. 

The sum of $4,600,000 is available f«)r the research 
and demonstration program in fiscal 1959, making 
a total of around 11 million dollars that will have 
been expended or obligated by the end of the 
period. Some 230 projects have been completed, are 
in operation, or have been approved for operation 
since the start of the program. They range through 
most aspects of rehabilitation, and a great many' of 
them have to do with medical investigations in the 
problems of disability and rehabilitation. 

Sponsors of research projects make application 
directly to the federal Office of Vocational Reha¬ 
bilitation, where tire National Advisory Council on 
Vocational Rehabilitation reviews each application 
and recommends action. As of Jan. 1, 1959, two 
nationally know'n physicians were members of the 
advisory’ council. 

Each application for a research grant competes 
with other applications on the basis of merit. The 
sponsor of the research project is required by law 
to bear a share of the total cost; however, no fixed 


ratio between federal funds and sponsor is specified, 
and the actual financial participation is determined 
project by project, depending on the nature of the 
work to be done. In the projects initiated so far, the 
grantee share has averaged around one-third of 
the total cost. 

The training grant program, to prepare more pro¬ 
fessional personnel in rehabilitation, increased from 
$2,950,000 in fiscal 1957 to $4,400,000 in 1958, in¬ 
cluding almost 2 million dollars to colleges, univer¬ 
sities, and other institutions to strengthen their 
instructional resources in rehabilitation medicine 
and related subjects. Twenty-five medical schools 
have received teaehing grants to expand instruction 
in rehabilitation principles and practices to under¬ 
graduate students. Also, by the end of the last fiscal 
y’ear, 189 physicians had received from the Office 
of Vocational Rehabilitation traineeships for their 
support during their residency training in physical 
medicine and rehabilitation, and 142 phy’sicians are 
now in long-term residency training programs, with 
financial assistance from this same agency. 

The new emphasis of the program has brought 
about close relationships between tlie Office of 
Vocational Rehabilitation and state agencies with 
medical societies, for counsel and development of 
policy; with colleges of medicine for the develop¬ 
ment of phy'sical medicine and rehabilitation, and 
for tlie training of medical students and other groups 
in rehabilitation principles; with engineering schools 
and medical schools for the development of pros- 
theses; with research groups for inquiry into new 
medical phases of rehabilitation; with voluntary’ 
groups interested in the medical phases of specific 
disabilities; and with community organizations in¬ 
terested in establishing or e.xpanding rehabilitation 
facilities. 

The medical profession is represented in the 
Office of Vocational Rehabilitation by the chief 
medical officer and a medical consultant. There are 
positions for medical consultants in the nine re¬ 
gional offices of this agency, of which only three are 
filled at present due to the difficulty’ of recruiting 
adequately trained phy’sicians in the federal service. 
The state vocational rehabilitation agencies have 
state and district medical consultants. Counties and 
municipalities and voluntary' groups engaged in 
rehabilitation activities seek the counsel of medical 
societies and grotlps on their own special problems, 
so that the whole program of rehabilitation, public 
and private, can be soundly based on the medical 
orientation and Cooperative working relationships 
that are so vital to the hopes of the disabled. 

This report was prepared in cooperation with the Office 
of Vocational Rehabilitation, Miss Mary Switzer, Director, 
U. S, Department of Health, Education, and Welfare. 



132/1110 


EDITORIALS AND COMMENTS 


J.A.M.A., Oct. 24, 1959 


THE JOURNAL 

OF THE AMERICAN MEDICAL ASSOCIATION 


Editor .JOHNSON F. HAMMOND, M.D. 

Assistanl Editors .WAl'XE G. ERANDSTADT, M.D. 

FREDERIC T. JUNG, M.D. 
THEODORE JOHNSON, M.D. 

AssittaiU to the Editor .MILTON GOLIN 

Editor for Medical Literature Abstracts . GEORGE HALPERIN, M.D. 

A'etes Editor .CHARLES CHAPMAN 

Feature Writer .RICHARD P. PRATT 

• 

Subscription price . Fifteen dollars per annum in advance 
Cable Address.“Medic, Chicago” 


NEU'ER CONCEPTS OF JAUNDICE 

INCE the discover^' by Elirlich in 1883 
of a color reaction which permits the esti¬ 
mation of bilirubin, quantitation of this 
substance has played an important role 
in diagnosis and treatment of numerous diseases. 
The usefubess of this metliod was increased by the 
dei'elopment of the van den Bergh method for 
quantitative estimation of bilirubin and for qualita- 
ti\'e discrimination of the etiolog)' of jaundice. Ob¬ 
structive jaundice is accompanied by an mcrease m 
“direct bilirubin” wliile hemolytic jaundice is char¬ 
acterized by an elevation of “indirect bilirubin.” 
Direct bilirubin refers to the prompt reaction in 
serum after addition of appropriate reagents while 
indirect bilirubin signifies the reaction dependent on 
the additional presence of alcohol. 

Although this empirical distinction has been of 
great ^'alue in clbical medicine, understandmg of 
diese phenomena eluded investigators until recent¬ 
ly. The disco\'er\' of tlie nature of direct and mdi- 
rect bilirubin coupled with tlie elucidation of tlie 
mechanism of uronide formation has made possible 
a new order of comprehension of many clbical and 
biological phenomena. 

The findmg by Schmid ' and Billing and Lathe" 
tJiat direct bilirubb contains glucuronic acid 
whereas indirect bilirubb lacks glucuronic acid 
offered for the first time a satisfactory' explanation 


1. Schmid, R.: Direct-reacting Bilirubin, Bilirubin Glucoronide, in 
Serum, Bile, and Urine, Science lS4;T6-77 (July 13) 1956. 

2. Billing. B. H., and Lathe, G. H.: Excretion of Bilirubin as Ester 
GUicuronide, Gi\'ing and Direct v.'in den Bergh Reaction, abstracted, 
Biochem. J- 6D:6P (May) 1956. 

5, Dutton. G. J., and Storey, I. D. E.; Uridine Compounds in Glucu¬ 
ronic Acid Metabolism: Formation of Glucuronides in Liver Suspensions, 
Biochem. J- 57:275-283 (June) 1954. 

4. Schmid, R.; Hanmaker, L.; and Axelrod, J.: Enaymatic FormatioD 
of BQirubin Glucuronide, .^t;h. Biochem, Biopbys. 70:286, 1937. 

5, Lathe, G. H., and Walker, M.; En 2 >ine Defect in Human Xeonalal 
Jaundice and in Gunn’s Strain of Jaundiced Rats, abstracted, Biochem. 
J. 67:9? (Sept.) 1957. 

6. Crigler, J. F*, Jr., and Najjar, V. A.: Congenital Famibal Non- 

hemolvtic Jaundice with Eenucterus, Pediatrics 10:169-179 (Aug.) 
1952.' - 

7, Arias* I, M., and London, I. M.: Bibrubin Glucuronide Fonnatioo 
in Vitro: Demonstration of Defect in Gilbert’s Disease, Science 1J26: 
563-564 (Sept. 20) 1957. 


of the difference m the van den Bergh reaction 
m obstructive and in hemolytic jaundice. Bilirubin, 
like many otlier substances, is detoxified b the liver 
by conjugation with glucuronic acid. In obstructive 
jaundice conjugated bilirubin results in the direct 
reaction while the large mcrease of unconjugated 
bilirubin b hemolytic jaundice results in an in¬ 
crease m the mdirect reaction. 

Simultaneous with these discoveries has been a 
series of advances in the understanding of uronide 
formation. Dutton and Storey ® demonstrated that 
tlie symthesis of uronides in the liver is dependent 
on the presence of two factors, a heart-stable co¬ 
enzyme and a heart-labile enzy'me. The coenzynne 
was identified as uridine dipbosphoglucuronic acid 
(UDPGA). This coenzyme belongs to a family of 
uridme compounds which are mvolved in a variety 
of biosymthetic reactions concerned with the mech¬ 
anism for the donation of monosaccharide units. 
In tlie case of uronide formation the reaction may 
be portray'ed as follows; 

UDPGA -f- acceptor ->■ Uronide -f UDP 
This reaction occurs m the formation of uronides 
of many substances includbg phenols, alcohols, 
and amies. Included are drgus, e. g., salicylates 
and phy'siological compounds such as the steroid 
hormones. 

In the case of bilirubin metabolism the reaction 
may be more specifically designated as follows 
UDPGA -)- bilirubin ->• bilirubin glucuronide -p UDP 
(indirect bilirubin) (direct bib'rubia) 

The enzy'me which catalyzes this reaction is a 
transferase and has been demonstrated in the liver 
of a number of species. 

Studies on the distribution of this enzyme al¬ 
ready have had important implications b clbical 
medicine. Latlie and Walker ° discovered that the 
liver m newborn infants is relatively deficient in the 
transferase enzy'me. This results m a dimbution of 
bilirubin conjugation with a consequent increase of 
indirect bilirubb in the human neonate. A defi¬ 
ciency in the transferase enzyune has also been 
demonstrated in fetal tissues of other species. These 
findings probably e.xplam the frequency of jaundice 
in the premature bfant. It has been suspected that 
kemicterus results from indirect rather ilian direct 
bilirubb. The occurrence of kemicterus in prema¬ 
ture infants as well as in erythroblastosis fetalis 
now becomes understandable. 

A deficiency in tlie enzy'me, transferase, appears 
responsible for the heritable disease, congenital 
nonhemoly'tic jaundice with kemicterus—a disease 
characterized by' kemicterus in the presence of an 
elevated level of indirect bilirubin." A similar de¬ 
fect appears to be present in Gilbert’s disease, fa¬ 
milial nonhemolytic jaundice.^ Although clinically 
distinct from congenital nonhemolytic jaundice 
with kernictems, the difference m biochemical le¬ 
sion in the txvo syndromes is not yet apparent. It 
is bteresttag to note that a similar deficiency of 
the transferase enzy'me has been demonstrated in 
a stram of jaundiced rats.^ 

The discovery of die chemical nature of direct 
and mdirect bilimbin and the mechanism of unron- 
ide formation already has led to rapid advances in 
the understanding of disturbances of bilirubin me¬ 
tabolism. 
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ORGANIZATION SECTION 


THE SCIENTIFIC PROGRAM 
Miami Beach, June 13-17, 1960 

The Council on Scientific Assembly is iiresently 
considering scientific subjects for presentation in 
the Scientific Assembly at the Annual Meeting of 
the American Medical Association in Miami Beach, 
Fla., June 13-17, 1960. The lecture program of the 
Annual Meeting is developed by the secretaries of 
each of the 21 sections of the Scientific Assembly. 
In order to coordinate all scientific programs (lec¬ 
tures, movies, television, and the scientific exhibits), 
the titles of proposed papers should be submitted 
to the section secretaries not later than Dec. 15, 
1959. 

Since the program is now in the formative stages, 
all medical scientists who are considering the pres¬ 
entation of scientific papers before the medical 
profession at the Annual Meeting should commu¬ 
nicate at the earliest possible date with the secre- 
tar\' of the section before which he wishes to pre¬ 
sent his subject. It is emphasized that the completed 
paper need not be ready by Dec. 15,1959. In many 
instances, tlie material to be presented at tire June 
meeting represents research that is currently being 
undertaken and cannot be completed until a short 
time before the meeting. 

The Scientific Exhibit is arranged by the Council 
on Scientific Assembly in cooperation with the rep¬ 
resentatives from the sections to the Scientific Ex¬ 
hibit. Application blanks for space in the Scientific 
Exhibit may be obtained from die section repre¬ 
sentative or the Secretary of the Council on Scien¬ 
tific Assembly, American Medical Association, 535 N. 
Dearborn St., Chicago 10. All applications must be 
submitted by Jan. 10, 1960. Due to the large num¬ 
ber of applications received in the past and in view 
of the limited space available, applicants are urged 
to submit their applications as early as possible. 

Application blanks for presentation of films on 
the motion picture program may be obtained from 
Mr. Ralph Creer, Director, Medical Motion Pic¬ 
tures and Television Department, Communications 
Division, American Medical Association, 535 N. 
Dearborn St., Chicago 10. The closing date for 
acceptance of these applications is Jan. 10, 1960. 
Since films are previewed prior to acceptance, ap¬ 
plications for time on this program should be made 
as early as possible. 

The names and addresses of the Section Secre¬ 
taries and Representatives to the Scientific Exhibit 
are: 

Anesthesiologtj 

Secretary—Vincent J. Collins, M.D., New York 
University-Bellevue Medical Center, 550 First Ave., 
New York 16. 


Exhibit Representative—Edwin L. Rusbia, M.D., 
University Hospital, Augusta, Ga. 

Dermatology 

Secretary—Edward P. Cawley, M.D., University 
of Virginia Hospital, Charlottesville, Va. 

Exliibit Representative—Stanley E. Huff, M.D., 
636 Church St., Evanston, Ill. 

Diseases of the Chcsl 

Secretar)'—Burgess L. Gordon, M.D., The Love¬ 
lace Foundation, 4800 Gibson Blvd. S. E., Albu¬ 
querque, N. Mex. 

Exhibit Representative—Edwin Rayner Levine, 
M.D., 111 N. Wabash Ave., Chicago 2. 

Experimental Medieine and Therapeutics 

Secretary'—Samuel P. Martin, M.D., Universih' of 
Florida School of Medicine, Gainesville, Fla. 

Exhibit r., ’ , ' ' 1' ' T ■’ F. Ross, M.D., 

Departmen. and Radiation 

Biology, University of California School of Medi¬ 
cine, Los Angeles 24. 

Gastroenterology and Proctology 

Secretary'—Gordon McHardy, M.D., 3636 St. 
Charles Ave., New Orleans 15. 

Exliibit Representatives—Willard Bemhoft, M.D., 
2900 Main St., Buffalo 14, and Thomas E. Machella, 
M.D., 3400 Spruce St., Philadelphia 4. 

General Practice 

Secretaty—Eugene I. Baumgartner, M.D., 25 

Alder St., Oakland, Md. 

E.xhibit Representative—I. Phillips Frohman, 
M.D., 2924 Nichols Ave., S. E.. Washington 20, D. C. 

Internal Medicine 

Secretary—Wright R. Adams, M.D., 950 E. 59th 
St., Chicago 37. 

Exhibit Representative—Henry T. Ricketts, M.D., 
950 E. 59th St, Chicago 37. 

Laryngology, Otology, and Rhinologij 

Secretary'—Walter E. Heck, M.D., Stanford Uni¬ 
versity Hospital, San Francisco 15. 

Exhibit Representative—Walter H. Maloney, 
M.D., University Hospitals, 2065 Adelbert Rd., 
Cleveland 6. 

Military Medicine 

Secretary—James T. McGibony, M.D. (Colonel, 
M. C., U. S. Army), Medical Plans fie Operations 
Division, Oflace of the Surgeon General, Depart¬ 
ment of Army, Washington 25, D. C. 

Exhibit Representative-Frank M. Towmsend, 
M.D. (Colonel, M. C., U. S. A. F.), Armed Forces 
Institute of Pathology, Wasliington 25, D. C. 

Nervous and Mental Diseases 

Secretary-Howard P. Rome, M.D., 200 First St., 
S. W., Rochester, Minn. 

Exhibit Representative-Benjamin Boshes, M.D., 
Northwestern University Medical School, 303 E. 
Chicago Ave., Chicago 11. 
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Obstetrics and Gynecology 

Secretan—Keith P. Russell, M.D., 511 S. Bonnie 
Brae St., Los Angeles 57. 

Exliibit Representative—Frederick H. Falls, M.D., 
P. O. Box 47, River Forest, lU. 

Ophthalmology 

Secretary’—Henr\’ F, Allen, M.D., 200 Beacon St., 
Boston 16. 

Exliibit Representative—Frank W. Newell, M.D., 
950 E. 59th St., Cliicago 37. 

Orthopedic Surgery 

Secretary'—Robert J. Joplin, M.D., 1180 Beacon 
St., Brookline 46, Mass. 

E.xhibit Representative—James I. Kendrick, M.D., 
2020 E. 93d St., Cleveland 6. 

Pathology and Physiology 

Secretan^-Hugh A. Edmondson, M.D., 1200 N. 
State St., Los Angeles 33. 

E.xliibit Representatii’e—Samuel A. Lei'inson, 
M.D., L. A. Weiss Memorial Hospital, 4646 N. 
Marine Dr., Cliicago 40. 

Pediatrics 

Secretar}'—Arild E. Hansen, M.D., 5100 Grove St., 
Oakland 9, Calif. 

Exhibit Representative—F. Thomas Mitchell, 
M.D., LeBonheur CliUdren’s Hospital, S4S Adams 
at Dunlap, Memphis 5, Tenn. 

Physical iledicine 

Secretary—Earl C. Elkins, M.D., 200 First St., 
S. W., Rochester, Minn. 

Exliibit Representative—Ralph E. Worden, M.D., 
Universih’ of California Medical Center, Los An¬ 
geles 24. 


Preventive Medicine 

Secretary—Lemuel C. McGee, M.D., 900 N. Mar¬ 
ket St., Wilmington 99, Del. 

Exhibit Representative—Paul A. Davis, M.D., 
633 E. Market St., Akron 4, Oliio. 

Radiology 

Secretarj'-Traian Leucutia, M.D., Harper Hos¬ 
pital, Detroit 1. 

Exhibit Representative—Richard H. Chamber- 
lain, M.D., 3400 Spruce St., Pliiladelphia 4. 

Surgery, General and Abdominal 

Secretary—Edwin H. Ellison, M.D., 8700 W. Wis¬ 
consin Ave., Milwaukee 13. 

Exhibit Representative—Julian Jolinson, M.D., 
3400 Spruce St., Philadelphia 4. 

Urology 

Secretary’—Edward H. Ray, M.D., 2101 Nicholas- 
ville Rd., Le.xington, Ky. 

Exhibit Representative—E. F. Poutasse, M.D., 
Cleveland Clinic, 2020 E. 93d St., Cleveland 

NO^^NATIONS FOR GENERAL 
PRACTITIONER AWARD 

Nominations for the annual General Practitioner 
of the Year award must be submitted by Oct. 26. 
Tile vlnner will be announced Dec. 1 at tlie open¬ 
ing meeting of the House of Delegates at the Clini¬ 
cal Meeting in Dallas. The nominations are made 
by state medical societies and tlie award winner is 
chosen by a committee appointed by the chairman 
of the A. M. A.’s Board of Trustees. Societies should 
mail tlieir nominations to Dr. F. J. L. Blasingame, 
Executive Vice-president, A. M. A. 535 N. Dear¬ 
born, Chicago 10. 


COUNCIL ON MEDICAL SERVICE 


AHA ABSTRACTING SER^TCE 

The American Hospital Association, in an at¬ 
tempt to keep hospital administrators and those in 
tlie allied professions in touch with the rapidly 
changing medical scene, started a new abstract¬ 
ing serxice on Oct. 1, 1959. The service will, of 
course, be primarily geared to hospital needs, but 
a vide scope is envisaged for the service. Material 
on hospital function, design, construction, and 
financing will be abstracted, as well as metropoli¬ 
tan surv’eys of facilities, services, and needs, legis- 
lativ'e developments, and trends in medicine and 
tlie socioeconomic field. 

Dr. Edvin L. Crosby, director of the association, 
reports that there have been a number of requests 
for such a service. “The hospital field is alive with 
change. . . . The twin pressures of expanded medi¬ 
cal research and rising costs of hospital operation 
are causing the whole hospital field to make an 
almost constant reevaluation of programs. The ab¬ 


stracting service will sift the flood of material, in 
articles, books, pamplilets, reports, and journals, to 
aid tliose in the hospital field to make such reevalu¬ 
ations. 

The abstracts will be published as sets of 4 in. 
by 6 in. cards, issued six times a year. Each card 
will contain one abstract, indexed by subject, giv¬ 
ing complete data as to source for diose who wish 
to consult the original. Price of a one-year subscrip¬ 
tion is SlO. The fihng-card method of publication 
will facilitate grouping abstracts by subject for fu¬ 
ture reference. 

Although tlie service is designed primarily to All 
tile needs of tliose in the hospital field—adminis¬ 
trators, trustees, architects, and consultants—it may 
also be of considerable help to medical organiza¬ 
tions and individual physicians interested in hos¬ 
pital-medical trends. Detailed information on the 
service is available from Hospital Planning Ab¬ 
stract Service, American Hospital Association, 840 
N. Lake Shore Dr., Chicago 11. 
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VOLUNTARY HEALTH INSURANCE PAYMENTS FOR SHORT-TERM GENERAL 

HOSPITAL STAYS OF AGED PERSONS 

Walter Polner, Ph.D, 


By the summer of 1958, 43% of all persons 65 
years of age and over, or 6,600,000 persons, had 
purchased voluntar}'^ health insurance to help pay 
for the costs of potential hospital, surgical, or medi¬ 
cal care.' With the extension of various programs of 
health insurance among persons 65 years of age and 
over, there is wide interest in reappraising how these 
programs are meeting the charges for hospital care. 
The purpose of this paper is to appraise current 
metliods being used to ascertain the extent of the 
hospital costs of tlie aged covered by voluntary 
healtli insurance and to suggest alternative methods. 

While there has been a great deal of discussion 
concerning the hospital payment “problems” of the 
aged, the extent of the payment of hospital bills by 
voluntar}' healtli insurance has received only slight 
treatment, due to tlie research problems involved. 
These available data, while useful as trends, have 
little more than sketched the impact of voluntary 
healtli insurance on meeting the short-term general 
hospital charges of these aged persons. 

Wiy should this be? Part of the e.xplanation for 
the lack of accurate infonnation on voluntary health 
insurance payments for hospital care may be due 
to (fl) the magnitude of the increase in voluntary 
health insurance since 1951 when “at most 15%,”' 
or 1,800,000 persons 65 years of age and over had 
voluntary healtli insurance, (h) the increase in tlie 
scope of benefits provided by voluntary healtli in¬ 
surance, and (c) lack of information on die hospital 
charges to be properly paid for by voluntary health 
insurance. 

Medical Care Costs Method 

What methods presently are being used to meas¬ 
ure voluntary health insurance payments for hos¬ 
pital stays of aged persons? The most comprehensive 
recent study has been that of the Bureau of Old 
Age and Survivors Insurance (B/OASI) of the 
Social Security Administration among their bene¬ 
ficiaries in 1957.® The Bureau attempted to survey 
a selected sample of 1,849 couples and 2,280 indi¬ 
vidual persons to ascertain the “medical care costs” 
of the beneficiaries and die amount of these costs 
that was being covered by any type of voluntarj’ 
health insurance. Since the survey was interested in 


all medical care costs, it included the following 
items: psychiatric care, outpadent clinic use, 
osteopathic services, chiropracde sendees, faidi- 
healing services, chiropodist services, nursing home 
care, purchase of appliances (such as eye glasses 
and braces), the purchase of prescription and pro¬ 
prietary' drugs, the hiring of extra household help 
needed due to illness, as ivell as the actual pay'ment 
made to the hospital and physician. Due to the 
broad nature of the interest of the study, in its 
attempt to gather total medical care costs, the study 
concluded that “relatively few—14% of the couples 
and 9% of the nonmarried beneficiaries—had any of 
their {total medical care] e.vpenses covered by in¬ 
surance.” ^ 

Further analysis of the data shows that 79% of 
all OASDI beneficiary' couples and 85% of all 
OASDI nonmarried beneficiaries surveyed did not 
enter a hospital during the survey period. Therefore, 
since most of the present voluntary health insurance 
is hospital-oriented, tliese resulting data were to be 
expected. T]}e payments for proprietary' drugs, 
for osteopathic services, chiropodist services, eye 
glasses, eye glass frames, and dental care, although 
they all may be necessary' medical care services, 
would normally not be covered by most ty'pes of 
voluntary' health insurance. It is one matter to de¬ 
cide whether they should be covered; it is another 
consideration entirely to ascertain how well the 
voluntary health insurance does cover the areas of 
hospital care for which it attempts to provide pay¬ 
ment. An analysis of these data to determine the 
number that may have had voluntary' health in¬ 
surance to help pay' for a hospital stay indicates 
tliat the majority of tliose persons who did use the 
hospital could have received aid in paying for their 
hospital care from voluntary health insurance. 

Of all the total beneficiary couples surveyed 
(1,849 or 100%) (table 1), only 14% (259) had any 
aid from voluntary' health insurance for pay'ment of 
their expenditures for medical care. The total 
number of couples who actually did use the hospital 
was 373 ( 20%). While only 43% of the total OASDI 
population has voluntary health insurance, approxi¬ 
mately 65% of those couples who did use the hos- 




136/1114 


DEPARTMENT OF ECONOMIC RESEARCH 


J.A.M.A., Oct. 24, 1939 


pital could have obtained aid in paying for hospital 
charges. Due to the administrative needs of the re¬ 
search design the OASDI survey did not sejtarate 
the hospital bill, in-hospital surgical bill, and 
in-hospital medical bill which u'ere paid for by 
^•oluntan’ health insurance. Information was pro¬ 
vided onh’ on the total medical care charges, in 
and out of the hospital, for the 20% u'ho actually 
used the hospital. The data in table 1 suggest that 
more than 14% of the group using the hosirital were 
aided in painment of their hospital bills by voluntary 
health insurance. 

Hospital Charges 

-A more important question is whether the hospital 
charges, taken separately, could give a better idea 
of the e.vtent of aid irrovided by voluntary health 
insurance in the payment of hospital bills. Since the 
total medical care expenditures for the aged do 
not give a realistic appraisal of what proportion of 


(table 2). Research in Michigan by the Michigan 
Blue Cross, however, provides information that 
apiaroximately 90% of the hospital bill of the aged 
person covered by that plan was paid for by the 
plan.® Other studies also show that more than 50% 
of the hospital bill was covered by a voluntarj' 
health insurance mechanism (table 3). 

Alternative Method of Measuring Payments 

Since there are different statistics arising from 
these studies, some alternative method is called for 
in determining the e.xtent of payment of hospital 
bills of the aged. If we assume that information is 
desired on the short-term general hospital stay by 
the aged, the basic formula of the Social Security 
Administration should be modified by making 
adjustments in both the TVHIHP and the THB 
statistics. 

The TVHIHP should be adjusted to take into 
account the fact that although the aged are pur- 


Table 1.—Number of Aged Coujdes ond Noitmarried Beneficiaries of OASDI Hospitalized and Medical Costs 

Incurred During 195T° 
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31 

02 

in 

Unknown . 

. in 

30 

'29 

1 

13 

24 

21 

3 

Total . 


so:; 

373 

20 

2,280 

3:)8 

2'^il 

O'J 


* Sdurce; Social Security Bullptin 22iJ?-5 (April) PhVJ. 


the hospital cost of the aged person the voluntary 
health insurance mechanisms are providing, would 
information concentrated primarily on hospital 
charges give any' better indication? 

Normal Method of Measuring Payments 

The normal method used to determine the por¬ 
tion of the hospital bill paid by ^'oluntary health 
insurance is total voluntary health insurance hos¬ 
pital payment (TA^HIHP) divided by' total hospital 
bill (THB), [^~“]. Adjustment in the THB is 
made to eliminate pay'ment by' public revenues 
cither in publicly' controlled hospitals or for the 
purchase of serx'ices in privately controlled hospitals 
under such programs as Medicare or public assist¬ 
ance. In 1957, by using this general method, the 
Social Security' Administration estimated for the 
entire population tliat 82,302,607,000, or 57.3%, of 
the United States’ short-term general hospital bill 
was paid for by voluntary' health insurance 


chasing voluntary' health insurance to a greater ex¬ 
tent, some have other needs and desires that have 
greater priority. Therefore some of the aged, when 
they are offered voluntary health insurance, may 
have a tendency to purchase a less extensive type of 
voluntary' health insurance with the conscious 
knowledge that this will provide only partial cover¬ 
age of charges in the hospital. At a time u'hen a 
person can purchase comprehcnsi\'e plans with 120 
day's of hospital benefits from \'o]untar)' health in¬ 
surance organizations, the primary' desires of the 
person tend to limit his purchase to a 30-day' or 
60-day' hospital iilan. Persons can purchase plans 
that will pay up to $20 to $25 a day. They may de¬ 
sire, however, to use their income in other way's, 
and, therefore, they may' purchase less e.xtensive 
plans. 

When only a certain percentage of hospital 
charges is paid for by voluntary health insurance, 
is this a weakness of the voluntary health insurance 
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or the result of personal allocation of income among 
competing goals? Recent surveys of Health Infor¬ 
mation Foundation-National Opinion Research 
Center have indicated that aged persons were a little 
less interested in the need for voluntary health 
insurance than the younger population.® In an 
attempt to determine the extent of voluntary health 
insurance payments for hospital charges of the 

Table Z.—Frioafc Expenditures for Medical Care and Hos¬ 
pital Services Onltj, and Percentage Accounted for bp 
Voluntary Health Insurance, 1948-1957° 

Totnl MetUcttl Cure Hospital Scrviccf? 

Kxpendltnrc.s Onlyt 

Total PaUl by Total Paid by 
Amount, Insurance Amount, Insurance 


Million CovernK<’. Million Coverage, 
Year ‘Dollars % Dolinrst % 

ms . 7,m 8.2 l,(i07 27.3 

19:10. 8.320 31.9 2,100 32.4 

3952. 9,G41 IC.G 2.534 42.4 

1954. n,15G 19.5 3,05G 47.2 

3950. 33,488 22.4 3,705 53.7 

1937. 14.392 24.1 4,019 67.3 


* Source: Brewster, Agnc.s W.: Voluntary Health Insurance and Med¬ 
ical Care Expenditures: Ten-Year Review, Social Security Bulletin, 
21:13 (Dec.) 1958, 

i With expense to obtain Insurance excluded, 
t Expenditures Include outpatient services provided by hospitals. In¬ 
surance benefits are applicable to sucb ser5’lccs when service !s given 
in an emergency. 

aged, adjustment must be made for the desire of the 
aged person not to purchase the best possible plan 
available. This is not a failure or a weakness of the 
voluntary health insurance; it is the desire of the 
individual person to make his osvn choices. 

The THE statistic should also be adjusted to take 
into account the following items: 

1. That portion of the hospital bill that normally 
is not expected to be paid for by voluntary health 
insurance. At the present time, some items to be 
excluded are the differences between the charges for 
a semiprivate room and a private room and other 
personal elective services, such as phone calls, meals 
for guests, and television in the room. 

2. That there is a number of aged persons, 
estimated by the Health Insurance Association of 
America to be between 3 and 5 million persons 65 
years of age and over,'' who have no desire of need 
to purchase voluntary health insurance for religious 
or other reasons. They have methods available for 
covering hospital charges other tlian that of pur¬ 
chasing voluntary health insurance. In order to ob¬ 
tain accurate criteria for judging how effectively the 
voluntary health insurance movement is providing 
for those who do have a need and a desire for 
coverage, an adjustment must be made to exclude 
part of the hospital charges of those aged persons 
who do not need or want voluntary health insurance 
aid in paying for hospital bills. 

3. Hiat portion of the private total hospital bill 
arising from those diseases and surgical services 


normally not covered by voluntary health insurance, 
such as pulmonary tuberculosis, drug addiction, 
mental disorders, alcoholism, and cosmetic surgery. 

4. That a substantial group of the aged uses the 
hospital in connection with terminal illness. Re¬ 
cently, the National Office of 'Vital Statistics of the 
Public Health Service conducted a study to deter¬ 
mine the extent of hospitalization of the recently 
deceased.® This group may comprise a sizable per¬ 
centage of aged persons who actually used the 
hospitals. Their methods of paying hospital bills 
may be different from the methods of tliose aged 
who are discharged to tlreir homes or to other insti¬ 
tutions. Some of these aged persons may consciously 
plan to pay for their hospital bills in the last illness 
by means other than voluntary health insurance. 
While some may have voluntary health insurance, 
some of the aged persons who use the hospital in 
connection with tlieir terminal illness seem to have 
definite characteristics that suggest separate treat¬ 
ment of part of their hospital bill when dealing with 
the aggregate hospital costs of persons 65 years of 
age and over. 

5. That portion of the THB due to tlie chronically 
ill aged. Most present voluntary health insurance 
was established to pay part of the bill for those who 
have acute illness. At the beginning of the 1950’s 
it was not uncommon for Blue Cross Plans to cover 
payments for only 14 or 21 days of stay in the 
hospital. Today it is quite unusual to have less tlian 

Table 3.—Percentage of Health Expenses of Retirees or 
Persons 65 Years of Age and Over Covered by 
Voluntary Health Insurance 

Type of Insurance; 

% of Charges Paid 

--^, 

General 

Hospital Surgical Medical 


Employer or Insurer 

Expense Expense Expense 

Other 

“N” power company (pensioners & 
dependents 1956.*. 

84.5 

74.8 

78.G 


“B” life insurance company (retired 
employees) 1957.*. 




62.01 

Michigan Hospital Service (data 
obtained from study of hospital 
patients, aged C5 and over, with 
Blue Cross protection).! 

Moles. 

sio 




Females.. 

88.0 

... 


. •. 

“G" corporation (retired employees) 
1957.*. 

94.0 

70.0 

96.0 

... 


* Unpublished data, 
t Lenzer.® 

I % of health care expenses for males in normal retirement. 


30 or 60 days hospital stay paid for under the Blue 
Cross Plans. These plans are still attempting to 
meet the costs of acute illness. Since this is their 
purpose, it may be worth while to arbitrarily dis¬ 
tinguish between persons going into the hospital 
for chronic and for acute illness. In the National 
Health Survey,® it was found that Q0% of aged 
persons who went into the short-term general hos- 
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pital left in 30 days or less (see figure). For these 
aged patients, voluntary healtli insurance does have 
an increasingly important meaning. Some definition 
of the chronically ill aged person should be 
adopted. The elimination of tliis chronic illness 
hospital cost from the THB should aid us in arriv¬ 
ing at a clearer indication of the extent to which 
voluntaiy’ health insurance is meeting the hospital 
costs of the majoriU' of aged persons. 

Comment 

A recent survey by the New Jersey Blue Cross 
Plan has shown that of ever)' 100 clauns that have 
been filed by the entire enrollment, 90 of these 



Per cent of patients discharged and per cent of hospital 
days used hy length of stay (days), for all ages and those per¬ 
sons aged 65 years and over. National Health Survey, Short- 
Stay Hospitals, July, 1937, through June, 1938. Source: refer¬ 
ence 9. 


claims for hospital stay were paid in full under the 
comprehensive basic Blue Cross Plan.*” In addition, 
6 of the remaining 10 claims were partially paid by 
the basic plan; onh’ 4 of the claims went into the 
e.xtended benefits area. Statistically, only 4 of 100 
persons with claims evudently have long or e.xpen- 
sive stays in the hospital. But there is an emotional 
fetir among the aged that each will be one of tliese 
4 in 100. Altliough 90% of persons aged 65 )'eais 
and over leave the short-tenn general hospital in 
less than 30 days, about 3S% of patient days in 
the hospital for aged persons is due to those wlio 
remain in excess of 30 days. Even though some 
of these days may be covered by voluntarj' healtli 
insiurance and others may be covered by indigent 
medical care programs, there is still a fear of the 
costs of chronic illness among the aged. 


For a realistic determination of how well the 
voluntary health insurance movement meets the 
needs of the majority—tliat is, over 90% of pa¬ 
tients —it is necessary to subtract a portion of the 
hospital stay of the clironically ill from the statistics. 
It does little good to say that the aged used two 
and one-half times as much hospital care as those 
below age 65. These data should be a comparison 
of information between those chronically ill at age 
65 and those chronically ill below age 65. The prob¬ 
lem of the cln-onically ill is one that is not synony¬ 
mous with that of the aged. It is a problem tliat 
exists among all age groups. 

Any' ty'pe of clnronic illness presents a payment 
problem to the patient. A study of chronic disease 
carried on by' the Commission on Chronic Illness in 
Baltimore ” showed the following prevalence of 
chronic disease as related to the population: Chil¬ 
dren under 15 years of age had 407 chronic diseases 
per 1,000 population, or about 4 diseases per 10 
children; persons aged 15 to 34 had 1,205 clnronic 
diseases per 1,000; persons aged 35 to 64 had 2,199 
chronic diseases per 1,000; and persons 65 years of 
age and over had 4,042 chronic diseases per 1,000. 
Tliese raw data must be qualified. While the chronic 
disease rate presented a consistent picture of in¬ 
creasing with age, the functional consequences of 
these chronic diseases may be less serious than 
statistics would indicate. The study of the clnroni- 
cally ill in the Kips Bay' section of New York City' 
showed that two of three are able to continue tlieir 
daily actmties, even with their chronic disease. In 
the y'ear preceding the survey only 1 in 17 required 
bed care for as long as a month. The Baltimore 
study showed that the activities of 7 of 10 
clironically' ill aged persons were not limited. 

Hospitalization for chronic illness is not restricted 
to the aged population. For many of the chronically 
ill the present voluntaiy health insurance plans 
offer an indication of what can be done to aid in 
meeting hospital e.xpenses. In the Health Informa¬ 
tion Foundation Suri'ey' of 1953,’'' it was found that 
the annual expenditures for all medical care by 
those over age 65 was only $102. In a case where 
continuous medical care is necessary, however, the 
cost must be met either by' the individual or by' the 
family', by' the phy'sician and hospital, or by society'. 
A reasonable method of meeting the bills for many 
of the hospitalized chronically ill may' be the use 
of the Extended Benefit Programs under the Blue 
Cross-Blue Shield Plans or a “massive major medi¬ 
cal” policy by other voluntary' health insurance 
organizations. Under the experimental Massachu¬ 
setts Blue Cross-Blue Shield E.xtended Benefits 
Program it is possible to obtain up to $5,000 volun¬ 
tary' health insurance benefits after retirement.'** 
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One firm is already providing a lifetime limit of 
$15,000 for all medical e.vpenses to its retired 
employees.’" 

Thinking back that the entire “major medical’’ 
field is approximately 10 years old, it may be that 
$15,000 would be too small for the future. It may 
be necessary to raise the lifetime limit to $40,000 
or $50,000. If a reasonable corridor or deductible is 
placed on such a policy, in addition to a reasonable 
coinsurance factor, many persons 65 years of age 
and over would find it possible to purchase such 
insurance at the present time, should they choose 
to do so. Increasing the deductible amount will not 
eliminate the need for a voluntai'y health insurance 
policy to cover the cases of acute illlness. A reason¬ 
able deductible amount would discourage the use of 
such a policy for any purpose other than for which 
it was intended—to handle long-term chronic illness, 
whether in young or old persons. If this “massive 
major medical” policy also provides payment for 
the use of nonhospital facilities and services, such 
as nursing homes. Visiting Nurses Service, or home¬ 
maker service, die cost to the individual person 
may be lowered. Such policies should soon be de- 
r'eloped beyond the e-xperimcntal stage. 

Summary 

Present methods of determining the extent of 
jrayment by voluntary health insurance mechanisms 
of the hospital charges of persons 65 years of age 
and over are inadequate. The data used to develop 
the current basic formula contain e.xogenous ma¬ 
terial which tends to cloud the conclusions; tliere- 
fore, adjustments must be made to derive accurate 
statistics. The following points must be considered 
in making the adjustment; 1. There are some per¬ 
sons who do not wish to purchase an extensive vol¬ 
untary' health insurance program. 2. There is a 
group of hospital charges that legitimately is not 
widiin the purview of voluntary health insurance. 
3. There are some persons who neither want nor 
need voluntary' health insurance. 4. Certain diseases 
and surgical services are not normally covered by 
voluntary health insurance. 5. There are some 
persons who use the hospital in connection with 
tlieir last illness, who have means other than volun¬ 
tary health insurance intended to cover hospital 
costs of their terminal illness. 6. Data concerning 
some of the hospital costs of the chronically ill aged 
person should be eliminated, since at the yrresent 
time voluntary health insurance endeavors to cover 
predominantly acute illness. 

These modifications should be made in order to 
determine the actual information pertinent to a 
judgment on the extent of voluntary' health insur¬ 
ance payment for short-term general hospital care 


of the aged. At the present time it is not kmown 
by what method the exact adjustments can be made. 
These adjustments can only be the result of careful 
and continuing research on the hospital utilization 
by the aged. Mfithout the development of the 
formulas for adjusting the gross statistics, the pres¬ 
ent disagreement between survey results and actual 
voluntary healtli insurance payments made to the 
aged to cover short-term general hospital costs will 
continue. 
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CALIFORNIA 

Fellows Named for Immunology Research.—Dr. 
William D. McKee, of San Francisco, and Dr. F. 
Marin Nunez, of Madrid, Spain, are the first par¬ 
ticipants in tlie Palo Alto Medical Research Foun¬ 
dation research fellowship program. Botli men will 
work for a year under training grants awarded by 
the National Institutes of Healtli, under tlie direc¬ 
tion of Dr. Cutting B. Favour, head of die foun¬ 
dations department of immunolog}'. The research 
fellows are chosen and trained primarily for careers 
in teaching and research. 

Personal.—Dr. Adele R. E. Eiler, Los Angeles, has 
retired from the Bureau of Maternal and Child 
Healdi of the Los Angeles Count)' Health Depart¬ 
ment. A pioneer member of die bureau, which was 
founded 40 years ago. Dr. Eiler has been its di¬ 
rector for die last 13 years.—The 31st annual 
Ardiur Dean Bei'an Lecture of the Chicago Sur¬ 
gical Society was gii'en by Dr. William P. Long- 
mire Jr., Los Angeles, professor and chairman, 
department of surgery, Universit}' of California 
Medical School, on Oct. 2. The tide of die lecture 
was “Gastroesophageal Hemorrhage Associated 
I’l'idi Cirrhosis.”—Dr. Max Harry Weil, Los Ange¬ 
les, has relinquished die position of chief of cardi- 
olog)' at die City of Hope Medical Center, 
Duarte, to join die facult)' of the University of 
Southern California as assistant professor of Med¬ 
icine. Dr. Bertram J. Allenstein, Los Angeles, has 
been named acting chief of cardiology at the Cit>’ 
of Hope Medical Center, and Dr. Weil ^vill con¬ 
tinue as a consultant in die department of car- 
diolog}' at that institution. 

COLORADO 

Ne%v Hospital in Colorado Springs.—The new Pen¬ 
rose Hospital in Colorado Springs, wliich began as 
a 25-bed sanitarium, was dedicated Sept. 15. The 
new 12-story, 311-bed structure was built at a cost 
of S7,500 ,o 60. Ground breaking was on Nov. 3, 
1956, followed by a campaign in which the tivo 
largest contributions were made by the El Pomar 
Foundation and the late Mrs. Julie Penrose (a 
total of 33,200,000), and by the Donner Founda¬ 
tion in memorj' of William H. Donner (totaling 
3237,100). Mrs. Penrose was the vdfe of Spencer 
Penrose, who had created the El Pomar Foundation 


Ph>'siciaxits are inWted to send to this department items of news of 
jreneral interest, for example, those relatinc to sodet>' actis’ities, new 
hospitals, education, and public health. Profframs should be received 
at least thre« weeks before the date of meeting. 


to carry on philanthropic works. After the death 
of Mr. Penrose in 1939, Mrs. Penrose continued 
tlie foundation works, including a $250,000 con¬ 
tribution toward the Penrose Cancer Clinic. The 
new hospital contains tlie Dr. Gerald Bertram Webb 
Library, a memorial to the physician who served 
more than half a century on the staff of tlie 
Glockner-Penrose Hospital. The pediatrics section 
on tlie fourtli floor includes indoor and outdoor 
play areas. Otlier facilities include a central phar¬ 
macy, physical and occupational tlierapy depart¬ 
ments, the Glockner tuberculosis treatment floor 
(fiftli), and a floor for future use by self-care pa¬ 
tients (twelfth). The hospital, run by tlie Sisters 
of Charity, has a staff of 450. Sister C)uil is the 
hospital administrator. 

CONNECTICUT 

Dr. Gordon Wins Gastroenterology Award.—The 
American College of Gastroenterology announced 
tliat tlie 1959 Henry G. Rudner Sr. Award “for 
the best unpublished paper on gastroenterology 
or an alh'ed subject” was given to Dr. Martin E. 
Gordon, of New Haven. Dr, Gordon, assistant 
clinical professor of medicine at Yale University 
School of Medicine, presented his paper, “The 
Acute Effects of Abdominal Paracentesis in Laen- 
necs Cirrhosis upon Exchanges of Electrolytes 
and Water, Renal Function and Hemodynamics,” 
at tlie 24tli annual meeting of the college. The 
award consists of a cash prize of $750. 

ILLINOIS 

Chicago 

Full-Time Pathologist for Coroners Office.—Dr. 
Joseph E. Campbell, formerly forensic pathologist 
and director of laboratories for Pliiladelphia, was 
recently appointed Cook County’s first full-time 
patliologist with tlie coroner’s office. Certified in 
patliological anatomy by the American Board of 
Pathology, Dr. Campbell received his M.D. from 
Harvard Medical School, Boston, and later served 
on the staff of Ohio State University, Columbus, be¬ 
fore going to Philadelphia. A civic committee in¬ 
cluding Dr. Lowell T. Coggeshall, dean of tlie bio¬ 
logical sciences. University of Chicago, helped in 
the selection of Dr. Campbell. 

Dustfall in Chicago.—A report of the chemical 
analysis of dustfall for Chicago by the Armour Re¬ 
search Foundation of the Illinois Institute of Tech¬ 
nology reveals that the highest total dustfall for 
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July was ob.servcd in the Loop area, with a single 
Loop station reporting a high of 185.5 tons per 
square mile per month of 30 clays. The Loop average 
was 156.9 tons. This consisted of 28.2 tons of water 
insoluble constituents and 128.7 tons of water sol¬ 
uble constituents. The lowest reading for the month 
was reported from a north side station. The ad¬ 
justed average total dustfal! for the city (e.xcluding 
the Loop) was 47.0 tons per square mile per month 
of 30 days. 

Break Ground for Research Institute.—Ground¬ 
breaking ceremonies for the Chicago Medical 
School’s new Medical Research Institute were held 
Sept, IS. The 10-story, block long, 110,000 square 
foot building is the first of several buildings to be 
erected on the school’s 10-acre campus in the West 
Side Medical Center, bounded by Harrison, Damen, 
Ogden, Polk, Dekalb, and Iloj'ne streets. The land 
was acquired for the school through a gift from the 
Ma.v and Leola Epstein Foundation. The U. S. Pub¬ 
lic Health Service awarded the school one million 
dollars for the building and $121,696 for mo\'eable 
equipment within the building itself. The total cost 
of the building will be about 4 million dollars. Com¬ 
pletion is scheduled for the fall of 1960. The new 
institute will provide research facilities for over 400 
scientists, technicians, and postgraduate students. 
On each side of the main lobby, there will be e.vhibit 
halls, one of which will be devoted to basic re¬ 
search and the otlier to applied or clinical research. 
Tire building will be provided with closed circuit 
TV. There will also be a large photography depart¬ 
ment and a section for ceramics and the building of 
special e.shibits. Offices and laboratories are on the 
perimeter of the air-conditioned building. The ani¬ 
mal quarters will have a special climate control. 

KENTUCKY 

State Medical Election.—The Kentucky State Med¬ 
ical Association, at its recent annual meeting in¬ 
stalled Dr. Irvin Abell Jr., Louisville, as president 
and elected Dr. Richard G. Elliott, II, Le.xington, 
as president-elect, to take office at the 1960 annual 
meeting. Other officers elected were: vice-presi¬ 
dents, Dr. David M. Cox, Louisville, (central). Dr. 
William O. Preston, Lexington (eastern), and Dr. 
Rex E. Hayes, Glasgow (western). Dr, Woodford 
B. Troutman, Louisville, was reelected secretary, 
and Dr. Dehnas M. Clardy, Hopkinsville, was re¬ 
elected treasurer. Speaker for the House of Dele¬ 
gates is Dr. Sam A. Overstreet, Louisville. 

MASSACHUSETTS 

Dr. Keefer Named Director of Medical Center.— 
Dr. Chester S. Keefer, of Boston, director and dean 
of the Boston University School of Medicine since 
1955 and president-elect of the American College 
of Physicians, was appointed director of the newly 
created Boston University-Massachusetts Memorial 


Hospitals Medical Center. Dr. James M. Faulkner, 
of Cambridge, is chairman of the joint adminis¬ 
trative board of the Center. Dr. Keefer has resigned 
as dean and chairman of the department of med¬ 
icine at the School of Medicine to accept this new 
position. Dr. Lamar Soutter, associate dean and 
professor of surgery, was appointed acting dean 
of the school. Dr. Keefer, Wade professor of med¬ 
icine at the School of Medicine, has taught at Johns 
Hopkins University and Hospital, the University 
of Chicago, Peiping Union Medical College in 
China, and served on the Harvard Medical School 
faculty for 10 years. 

MICHIGAN 

Dr. Graham Goes to Canada.—Dr. Bruce D. 
Graham, professor of pediatrics at the University of 
Michigan Medical Center, Ann Arbor, was ap¬ 
pointed chainnan of the department of pediatrics at 
the University of British Columbia in Vancouver, 
Canada. He will assume his new position in Novem¬ 
ber. Dr. Graham joined the Medical Center staff 
after receiving his M.D. degree from Vanderbilt 
University, Nashville, Tenn., in 1942. He is a diplo- 
mate of the American Academy of Pediatrics. 

Faculty Health Examinations.—The 1,000th facult)' 
member of the University of Michigan, Ann Ai-bor, 
began his two-week executive-type health examina¬ 
tion Sept. 9 under a program launched three years 
■go. Elective, confidential, and free of charge, the 
'-■xaminations were established to maintain the 
health of the faculty and to check any disorders 
before tliey reach serious proportions. Invitations 
for the health appraisal originally went to faculty 
members above age 60. Gradually, the age level 
has been reduced so that present invitees are in 
the 30 to 40 age bracket. Dr. Charles J. Tupper, 
associate professor of internal medicine, is director 
of the faculty health project. He reported that 75% 
of those invited to have the examination have 
accepted. 

AHNNESOTA 

Symposium on Automobile Trauma.—All physicians 
are invited by the new Methodist Hospital of St. 
Louis Park (Minneapolis) to attend an all-day 
symposium at the hospital Nov. 14 on the subject, 
“Automobile Trauma.” Guest speakers include Dr. 
Fiorindo A. Simeone, professor of surgery. Western 
Reserve University, Cleveland; and Dr. Dana M. 
Street, chairman, department of orthopedics, Uni¬ 
versity of Arkansas, Little Rock. Phvsicians and 
their wives are invited to attend the dinner at the 
Radisson Hotel at Minneapolis following this sym¬ 
posium. In the evening, “Safety on the HigInvay” 
will be discussed. Included in the evening program 
is the Hon. Kenneth A. Roberts, of the House of 
Representatives. Seven hours of categoty I credit 
mil be given by the American Academy of General 
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Practice for attendance. Information may be ob¬ 
tained from Dr. Reuben Berman, Program Chair¬ 
man, Methodist Hospital, St. Louis Park 26, Minn. 

NnSSOURI 

Dedicate Rehabilitation Institute.—Formal dedica¬ 
tion of the Irene Walter Johnson Institute of Re¬ 
habilitation at the Washington University-Bames 
Hospital Medical Center will be held at 8 p.m., 
Thursday, Oct. 29, in the auditorium of the Medical 
School, Dean Edward W. Dempsey announced. 
A tour of the $800,000 institute, located at 509 S. 
Euclid Ave., will follow the formal ceremony. First 
patients were admitted to the new building Oct. 
1. There are accommodations for up to 100 patients 
per day. Activities of the institute will be coor¬ 
dinated through the department of preventive med¬ 
icine and public health. Dr. Eric Reiss, assistant 
professor of medicine and of preventive medicine, 
is institute director. The institute is the first of 
three new buildings to be completed at the Medical 
Center. The concrete frame has been poured for 
5 of the 10 floors of the $2,252,785 Spencer T. Olin 
Residence Hall for medical students, for which 
ground was broken last November. The dormitory 
is expected to be ready for occupancy by Sep¬ 
tember, 1960. Contractors are now raising the 
concrete frame for the David P. Wohl Jr. Memorial 
-Washington University Clinics, with construction 
planned for completion in January, 1961. The 12- 
story $3,415,886 structure was begun last November. 

MONTANA 

State Medical Election.—At a meeting of the House 
of Delegates of the Montana Medical Association in 
Butte Sept. 19, the following ofiBcers were elected 
for the term ending at the close of the 1960 aimual 
meeting: Dr. Leonard W. Brewer, Missoula, presi¬ 
dent; Dr. Rajmond F. Peterson, Butte, president¬ 
elect; Dr. Everett H. Lindstrom, Helena, vice- 
president; Dr. William E. Harris, Livingston, 
secretar)'-treasurer; and Dr. Jesse T. Schwidde, 
Billings, assistant secretar^’-treasurer. 

iNEW YORK 

Dedicate Biological Laboratory.—Dedication cere¬ 
monies at the new $954,000 Biological Laboratory 
of RosweU Park Memorial Institute were held 
Sept. 25 at Springsdlle, N. Y. Roswell Park Memo¬ 
rial Institute is the state’s cancer research facility. 
The Biological Station at Springville, located about 
35 miles from Roswell Park in Buffalo, was organ¬ 
ized as a part of the institute in 1913. Presiding at 
the dedication program was Dr. George E. Moore, 
Buffalo, director of Roswell Park. Dr. Herman E. 
Hilleboe, state health commissioner, was the princi¬ 
pal speaker. Tire new biological laboratory is 
equipped for sendees in radiobiology, physiological 
genetics applied to the studies on normal and 
malignant pigment formation, embryology, and 


tissue culture and biochemistry. The basement of 
the new building will be used for studies in radio- 
biology. One laboratory is equipped with a 250,000 
volt x-ray maclrine for short-term experiments on 
small mammals, while two others will be used for 
long-term studies on effects of radiation on various 
species of animals. 

Report on Pollen Sampling.—Daily pollen counts 
from the state's pollen sampling network indicate 
ragweed is creating a serious problem for many 
residents of New York State, Dr. Herman E. Hille¬ 
boe, state health commissioner and chairman of 
the New York State Air Pollution Control Board, 
reported. The pollen sampling network, sponsored 
by the Air Pollution Control Board, consists of 16 
stations. Thirteen of the stations make daily pollen 
counts available to residents of the State through 
newspapers, radio, and television stations. Three 
other stations do not make daily reports, but figures 
from these will be published in an annual ragweed 
pollen index. Highest sampling station pollen count 
during August was 1,288, reported in Cobleskill, 
Aug. 31. Highs reported from other stations were: 
Melrose, 988, Aug. 31; Troy, 474, Aug. 27; Warsaw. 
318, Aug. 31; Batavia, 236, Aug. 26; Poughkeepsie, 
228, Aug. 27; Albany, 166, Aug. 27 and 31; Hud¬ 
son, 158, Aug. 29; Itliaca, 110, Aug. 27; Homell, 
96, Aug. 30; Yonkers, 67, Aug. 31; Tupper Lake, 
62, Aug. 24; and Corning, 49, Aug. 26. Counts 
between 5 and 25 indicate the atmosphere has 
been moderately contaminated with pollen. Pollen 
counts above 25 are capable of producing hay 
fever symptoms. 

New Y’ork City 

Merge Neurosurgery and Surgery Departments.— 
The department of neurosurgery at the State Uni¬ 
versity of New York Downstate Medical Center 
was merged with the department of surgery. Fol¬ 
lowing the retirement Sept. 1 of Dr. E. Jefferson 
Browder, who has headed a separate department of 
neurosurgery since 1952, the move returned neuro- 
siu-gery to its former status as a division of the 
department of surgery. Headed by Dr. Clarence 
Dennis, chairman, the department of surgery will 
now include five separate divisions in addition to 
general surgery’: neurosurgery, ophthalmology, 
orthopedic surgery, otorhinolaryngology, and urol¬ 
ogy. Because the Kings County Hospital services 
correspond to the teaching departments of the 
Medical Center and are headed by the chairmen of 
these departments, neurosurgery will become a 
division of surgery in the hospital also. 'The division 
of neurosurgery at both the Medical Center and the 
hospital will be headed by Dr. Albert W. Cook, 
assistant professor of neurosurgery. 

University News.—Dr. E. Jefferson Browder, chair¬ 
man, department of neurosurgery State University 
of New York Downstate Medical Center, retired 



Vol 171, No. 8 


MEDICAL NEWS 


143/1121 


from active service on the faculty and has been 
named professor emeritus of neurosurgery effective 
Sept. 1. Dr, Browder has been on the faculty for 
34 years. He has been chairman of the department 
of neurosurgery since 1952, prior to which he 
served as chairman of the department of surgery. 
—Dr. Brian MacMahon, head, department of epi¬ 
demiology at Han'ard University School of Public 
Health, Boston, was named professorial lecturer 
at the State University of New York Downstate 
Medical Center. Formerly a full-time associate 
professor of environmental medicine and commu¬ 
nity health at the Downstate Medical Center, Dr. 
MacMahon will return during the year to deliver 
several lectures on epidemiological problems. Dr. 
MacMahon, a native oFSheffield, England, received 
his medical education at die University of Birming¬ 
ham and taught there for six years before moving 
to the United States in 1955. 

NORTH CAROLINA 

Organize Postoperative Nursing Team.—A new 
postoperative nursing team was organized at the 
Duke University Medical Center to provide special 
intensive care for surgical patients. The team con¬ 
sists of seven graduate nurses who are undergoing 
a six-week training period in specialized post¬ 
operative nursing care. Facilities and equipment 
for this care will be located in Duke Hospital’s 
intensive nursing unit. Emphasis will be on the 
care of patients who have had open heart operations 
to repair congenital defects inside the heart. 

OHIO 

Dedicate Research Building.—Tlie University of 
Cincinnati College of Medicine’s new William B. 
MTierry Medical Research Building was formally 
opened Sept. 21 in ceremonies in the main College 
of Medicine building. Dr. Charles A. Doan, Colum¬ 
bus, dean of the Ohio State University College of 
Medicine, was dre principal speaker. The new four- 
story brick building houses research and graduate 
training facilities for the basic sciences of biological 
chemistry, microbiology, physiology, pharmacology, 
and preventive medicine. The $1,750,000 structure 
adjoins the main medical college building. Presiding 
at dedication ceremonies were UC’s Dr. Walter G. 
Langeam, president, and Dr. Stanley E. Dorst, 
medical dean. Mayor Donald Clancy represented 
the city of Cincinnati. Dr. Gustav Eckstein, profes¬ 
sor of physiology', paid tribute to his friend, the late 
Dr. Wherry, for whom the building was named. 
Dr. Wherry, a bacteriologist who discovered 
tularemia in humans, was for many years head of 
UC’s department of bacteriology and hygiene. 
Built with ftmds voted by the city and a $875,688 
matching federal grant, the new ^Vherry Hall is 
headquartes for much of the university’s more than 
2 million dollars yearly medical research. 


PENNSYLVANIA 

Open Research Building at Bushy Run.—Pitts¬ 
burgh’s 46-year-oId Mellon Institute, officially 
opened the Bushy Run Laboratories, 25 miles east 
of the city’s Golden Triangle, on Sept. 22. The 
Bushy Run research facilities consist of tire Chem¬ 
ical Hygiene Building and the Radiation Research 
Building, the first two in a series of proposed special 
buildings, each devoted to a particular field of 
investigation. The project represents an e.xpansion 
of Mellon’s activities and supplements the facilities 
of the institute’s main building in Pittsburgh. Gen. 
Matthew B. Ridgway is chairman of the Board of 
Trustees of Mellon Institute. The laboratory struc¬ 
tures at Bushy Run face a grass-covered mall at 
the high point of a 230-acre tract of Westmoreland 
County countryside. 

Deaths from Cancer.—Cancer held its place as the 
second leading cause of deaths in Pennsylvania last 
year (1958) accoxmting for 18,856 fatalities, it was 
announced by tire State Health Department’s 
Division of Statistics and Records. Outranked as a 
cause of death only by heart disease, cancer ac¬ 
counted for about one out of every six deatlis in the 
state during the year. The statistics indicated the 
digestive system as the primary site of tlie malig¬ 
nancy in 37% of the deaths; the genitourinary system 
in 19%; tlie respiratory system in 14%; and the breast 
in 9%. Leukemia and Hodgkin’s disease constituted 
6% of the total cancer deaths; cancer of the buccal 
cavitj' and pharynx, 2%. Cancer of other sites—skin, 
eyes, bone, endocrine glands, nerv'ous system, and 
connective tissue—comprised the remaining 12% of 
the total deaths from the disease. The Pennsylvania 
rate from cancer in 1958, according to the statistics, 
was 169.9 per 100,000 population, a slight decrease 
from the previous year’s record rate of 170.8 but 
11% higher than the 1950 rate of 155.3. 

Philadelphia 

Dr. Koprowski Honored.—Dr. Hilary Koprowski, 
director of the Wistar Institute, was made an offi¬ 
cer of the Belgian Royal Order of the Lion Sept. 21 
“in recognition of a polio immunization program 
which he has initiated in tlie Belgian Congo for tlie 
Wistar Institute.” Mr. Rene Merenne, cultural 
attache of the Belgian Embassy in Washington, 
represented the King of the Belgians in conferring 
the decoration on Dr. Koprowski. The Belgian Con¬ 
go immunization project aims to protect die popu¬ 
lation of 12,660,000 against poliomyelitis with 
Wistar Institute oral live vaccine originated by Dr. 
Koprowski. About 400,000 persons in the Congo 
have received the vaccine thus far. 

Personal.—Dr. Robert L. Lambert was named medi¬ 
cal director of the Hospital of die Woman’s Medical 
College, effective Sept. 1, succeeding Dr. Eva 
Fernandez Fox, who continues her association with 
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the college as a member of the department of radi¬ 
ology and medicine.—Dr. William H. Schmidt was 
feted at a testimonial dinner June 24. Dr. Schmidt 
recently relinquished his duties as head of the de¬ 
partment of physical medicine at Jefferson Medical 
College and Hospital to become emeritus profes¬ 
sor. Toastmaster for his memorial occasion was 
Dr, George Mon'is Piersol. Dr. Herman L. Rudolph, 
of Reading, delivered the curriculum vitae address 
and a silver plaque commemorating the occasion 
was presented by Dr. William A. Sodeman, dean of 
Jefferson Medical College. 

Fund to Aid Students.—A $150,000 fund “to aid 
worthy students of Medical School” was established 
at the Universit)' of Pennsylvania in memory of 
Cornelia Warren Hopeman, of Waynesboro, Va., 
and in honor of Dr. Truman G. Schnabel, emeritus 
professor of medicine. The Truman G. Schnabel 
Fund, as it is called, was created through the wills 
of two of Dr. Schnabel’s former patients—Mrs. 
Hopeman and her husband, Bertram C. Hopeman, 
an industrialist. They had come under the internist’s 
medical care when they lived at Moylan, Pa. Mrs. 
Hopeman died in 1951 and Mr. Hopeman died in 
1958. The principal of the fund will be invested by 
the university and the income made available to 
medical students needing financial aid. Dr. Schna¬ 
bel, in private practice in Philadelphia, was grad¬ 
uated from the School of Medicine in 1911 and 
ser%'ed on its faculty from 1914 until his election 
as emeritus professor in 1951. 

WASHINGTON 

Annual Strauss Lecture.—On Friday, Nov. 6, Dr. 
J. Garrott Allen will give the 10th annual Alfred 
A. Strauss Lecture sponsored by tire department 
of surgery of the University of Washington School 
of Medicine, Seattle, Dr. Allen, head of tlie de¬ 
partment of surgery at Stanford University School 
of Medicine, San Francisco, will present “Serum 
Hepatitis.” The lecture will be held in the Audi¬ 
torium of the Health Sciences Building of the 
university at 8:15 p. m. Previous Strauss Lecturers 
have included Dr. Alfred A. Strauss, Ghicago; Dr. 
Dallas B. Phemister, Ghicago; Dr. Warren H. Gole, 
Chicago; Dr. Owen H. Wangensteen, Minneapolis; 
Dr. Lester R. Dragstedt, Chicago; Dr. Frederick 
C. Coller, Springfield, Mo.; Dr. Edward D. 
Churchill, Boston; and Dr. Alfred Blalock, Balti¬ 
more. 

Dedicate School Building for the Blind.—Dedication 
of the Ir%vin Educational Building, combination 
school, library, and auditorium, at the School for 
the Blind, Vancouver, has been set for Nov. 7. 
Governor Albert D. Rosellini will be present for 
the ceremonies. The structure was used for the 
first time with the opening of school Sept. 8. 
Registration totaled 122 students. The rectangular 


building encloses a patio and encompasses some 
36,000 square feet. It cost $520,500. It contains 17 
classrooms; a music wing housing a music library, 
two studios, a recording studio and 12 sound-proof 
private practice rooms; a home economics section; 
a large centralized library; and an auditorium witli 
capacity seating at 300. The building contains no 
steps, with the exception of those to the auditorium 
stage. The building will take care of educational 
needs from preschool through high school. The 
school has a staff of 20 teachers, four of whom are 
blind. The institution has three residential units, 
which accommodate 15 students each. More than 
80% of the clrildren make their residence on the 
campus during tire school year. The late Robert 
Irwin, first graduate of the School for the Blind, 
for whom the Educational Building is named, was 
the first blind man to receive France’s highest 
honor, the Chevalier of the Legion of Honor, West¬ 
ern Reserve University bestowed on him its honor¬ 
ary doctor of laws degree. 

GENERAL 

Congress of Surgeons in Honolulu.—The eighth 
congress of the Pan-Pacific Surgical Association will 
be held in Honolulu, Hawaii, Sept. 28-Oct. 5,1960. 
All members of the medical profession are cordially 
invited. The scientific program will include nine 
surgical specialty sections to be held simultaneous¬ 
ly. Information and brochures may be obtained by 
writing Dr. Forrest J. Pinkerton, Director General, 
Pan-Pacific Surgical Association, Suite 230, Alex¬ 
ander Young Building, Honolulu 13, Hawaii. 

Essay Contest on Chest Diseases.—The American 
College of Chest Physicians is offering three cash 
awards to winners of the 1960 prize essay contest. 
First prize will be $500, second prize $300, and 
third, $200. Each winner will receive a certificate. 
The contest is open to undergraduate medical 
students throughout tire world. Essays may be 
witten on any phase of the diagnosis and treatment 
of chest diseases (cardiovascular or pulmonary'). 
The contest closes April 1, 1960. For application 
and information, write the American College of 
Chest Physicians, 112 E. Chestnut St., Chicago 11. 

Meeting of Neurological Surgeons,—The annual 
meeting of the Congress of Neurological Surgeons 
will be held at the Americana Hotel, Miami, Fla., 
Oct. 28-31. The honored guest will be Dr. William 
J. German, New Haven, Conn. Tlie meeting is 
oriented toward various aspects of the brain tumor 
problem. On Wednesday morning, Oct. 28, a half¬ 
day postgraduate course on neuropathology will be 
conducted by Dr. Louise C. Eisenhardt, New 
Haven, Conn. For information, write Dr. Richard 
L. DeSaussure Jr., Secretary-Treasurer, Suite 101 
B, 20 S. Dudley St., Memphis, Tenn. 
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Forum on MctUcal Economics.—The Medical Eco¬ 
nomics Forum was established in Oradell, N. J., to 
conduct a continuing program of practice manage¬ 
ment conferences for physicians. .The forum will 
operate as a division of Medical Economics, Inc., 
publishers of Medical Economics. Forum meetings 
are to be held in large cities from coast to coast. 
The meetings will bring to physicians authorities in 
patient handling, law, accounting, taxes, insurance, 
investments, estate planning, and hospital and pro¬ 
fessional relations. The Medical Economics Forum 
has been set up as a complete and separate enter¬ 
prise with its own staff. The e.xecutive director is 
Mr. Richard Cliggott. 

Southwest Meeting on Obstetrics and Gynecology. 
—The ninth annual meeting of the Southwest Ob¬ 
stetrical and Gynecological Society' will be held 
Nov. 2-3 in Palm Springs, Calif., with headquarters 
in the Mirador Hotel, under the presidency of Dr. 
Charles J. Newcomb, Tucson, Ariz. The program 
includes the following speakers: Drs. Ralph C. 
Benson, Portland, Ore.; Russell R. de Alvarez, 
Seattle; Bernard J. Hanley, Los Angeles; Charles E. 
McLennan, San Francisco; Daniel G. Morton, Los 
Angeles; Ernest W. Page, San Francisco; and Ralph 
R. Reis, Chicago. A symposium on cancer is planned 
for the morning of Nov. 3, with Dr. Jesse A. Rust 
Jr., San Diego, Calif., presiding. Dr. Reis will 
moderate a round-table discussion following the 
symposium. The banquet will be held Nov. 3, 7:30 
p. m. 

Society for Tropical Dermatology Formed.—During 
the sixth International Congress for Tropical Medi¬ 
cine in Lisbon in September, 1958, the formation of 
an International Society for Tropical Dermatology 
was proposed. An organizing committee composed 
of Prof. Dr. Aldo Castellani, Institute de Medicina 
Tropical. Lisbon; Dr. Anthony Cipollaro, New York 
City; and Dr, Frederick S. Reiss, New York City, 
general organizing secretary, has been fonned. 
Dermatologists, pathologists, and microbiologists of 
the United States, Canada, Central and South 
America, Europe, Africa, Asia, and Australia have 
joined and the charter membership has reached 
about 800. It has been tentatively agreed that the 
first meeting will be held in 1963 in Rio de Janiero 
in conjunction with the congress of the Internation¬ 
al Association for Leprosy. 

Heart Disease in Children.—Heart disease is re¬ 
sponsible for about 10,000 deaths a year in the 
United States among children under 15 years of age, 
it is reported by statisticians of the Metropolitan 
Life Insurance Company. Congenital malformations 
of the heart account for a large majority of these 
deadis. Rheumatic fever and chronic rheumatic 
heart disease cause about 300 of the deaths, and all 
other diseases of the heart add over 800 deaths to 


the total. Childhood mortality from the heart dis¬ 
ease is heavily concentrated in infancy. Among 
white boys in the United States in 1955-1957, the 
death rate dropped sharply from 235 per 100,000 
under age 1 year to 7 at ages 1-4, and further to 3 
at ages 5-9. Tlie marked reduction in heart disease 
mortality after infancy reportedly reflects the failure 
of children with severe forms of congenital heart 
disease to surviv'e beyond the first year. The small 
rise at ages 10-14 represents primarily the increase 
in the death rate from rheumatic heart diseases. 


Prevalence of Poliomyelitis.—According to the Na¬ 
tional Office of Vital Statistics, the following num¬ 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions 
in the weeks ended as indicated: 



Sept 20,1959 
r- -^> 

Sept.27 


Paralytic 

Total 

1958 

Area 

Typo 

Cases 

Total 

New England States 

Maine .... 

. 15 

13 

>> 

New Humpsblre . 

. 1 

1 

.. 

Vennont ... 



1 

Massachusetts . 

. 8 

io 


Rhode island ... 

. 1 

2 


Connecticut ... 


4 


Middle Atlantic States 

New York .. 


22 

10 

New Jersey . 


17 

22 

Pennsylvania . 


18 

10 

Eiist North Central States 

Ohio . 

. 7 

10 

22 

Indiana . 

. 1 

10 

0 

Illinois . 

7 

20 

23 

Michigan. 


29 

159 

WIscoa>ln . 


2 

d 

West North Central States 

Minnesota . 


IS 


Iowa . 


31 

2 

Mis.«ourl . 


32 

10 

North Dakota . 


1 


South i.iuK‘ota . 


1 

1 

Nch^ll^ka . 

0 

5 

0 

Kan•<a^ . 

. -1 

10 

i 

South Atlantic States 

Delaware... 



1 

Maryland . 


3 

1 

District of Columbia . 




Virginia ... 

. 23 

20 

24 

West Virginia .. 

. 9 

10 

15 

North Carolina . 

. 9 

18 

4 

South Carolina . 

. 1 

5 

1 

Georgia . 


G 


Florida . 

. 3 

5 

4 

East South Central States 

Kentucky . 

. 10 

14 

.. 

Tennessee . 

. 9 

14 

7 

Alabumu . 

. 11 

32 

2 

Mississippi .. 

. 3 

G 

5 

West South Central States 

Arkansas ... 

. 10 

20 

2 

Louisiana ... 

. s 

3 

a 

Oklahoma . 


7 

1 

Texas ... 

. 1C 

28 

20 

Mountain States 

Montana . 



1 

Idaho . 



2 

Wyoming . 




Colorado ... 


1 

o 

New Mexico . 

0 

3 



Arlzonn . 

Utah . 

Nevada . 

Paclflc States 

^Va«?h!nt?ton . 

Oregon... 

Cttlifomia . 

Alaska . 

Hawaii ..... 

Territories and Pos^e.^'Slons 
Puerto Rico .. 

Total . 


9 

6 

20 

1 

1 


407 


Society Honors Two Physicians,—Dr. Lester R, 
Dragstedt, Chicago, received the 1959 Honor Award 
given by the Mississippi Valley Medical Society 
Sept. 30. Dr. Dragstedt, a pioneer in research in gas- 
























































146/1124 


MEDICAL NEWS 


J.A.M.A., Oct. 24, 1959 


trie physiology, is a professor emeritus at the Uni- 
versit)’ of Chicago and professor of surgery at the 
University of Florida School of Medicine, Gaines¬ 
ville. The Honor Award is given from time to time 
to nonmembers of the society “who have made dis¬ 
tinguished contributions to clinical medicine.” Dr. 
Joseph C. Edwards, St. Louis, received the 1959 
Distinguished Service Award given by the Missis¬ 
sippi Valley society, of u'hich he is the immediate 
past-president. The award was presented to Dr. 
Edwards Sept. 30. The Distinguished Ser\'ice 
Au'ard is gi\'en annually to a fellow of the society 
“who has rendered unusual and distinguished 
ser\ice to the medical profession.” 

Southwestern Medical Meeting.—The 44th annual 
meeting of the Southwestern Medical Association 
will be held Nov. 5-7, at Roswell, N. M., in associa¬ 
tion with the New Mexico Chapter, American 
Academy of General Practice, and the Chaves 
County Medical Society. The program includes the 
following spealcers; Dr. Frederick R. Guilford, 
Houston, Texas; Dr. Jack S. Guyton, Detroit; Dr. 
James W. Headstream, Little Rock, Ark.; Dr. Paul 
C. Laybourne Jr., Kansas City; Dr. Dan G. Mc¬ 
Namara, Houston; Dr. James S. Miles, Denver; 
Dr. Edward B. D. Neuhauser, Boston; Dr. Edith 
L. Potter, Chicago; Dr. Willis J. Potts, Chicago; 
and Dr. Frederic A. Speer, Kansas City. Question- 
and-answer sessions will be held on each afternoon. 
The program is approved for 12 hours of category 
I credit by the American Academy of General 
Practice. An interim session of the House of Dele¬ 
gates of the New Mexico Medical Society will be 
held Nov. 5. 

Annual Meeting on Medical Colleges.—The 70th 
annual meeting of the Association of American 
Medical Colleges, will be held Nov. 2-4 at the 
Edgewater Beach Hotel, Chicago. Dr. John M. 
Mitchell, dean. University of Pennsylvania, Phila¬ 
delphia, will present “Medical Schools Are the 
Keystone of Medical Progress” as tlie presidential 
address the morning of Nov. 2, followed by “Medi¬ 
cal Education and Public Health Service,” pre¬ 
sented by Dr. Leroy Burney, surgeon general. 
United States Public Health Ser\4ce. The 1959 
teaching institute, the second institute of clinical 
teaching, will be held the afternoon of Nov. 2, 
witlr Dr. Charles G. Child, III, Ann Arbor, Mich., 
as chairman. Simultaneous sessions are planned for 
the morning and aftemooon of Nov. 3. A business 
meeting udll be held the morning of Nov. 4. A 
program of activities for wives is planned. For 
infomration, \%Tite Dr. Ward Darley, Executive 
Director, 2530 Ridge Ave., Evanston, Ill. 

Course in Applied Epidemiology.—A course in ap¬ 
plied epidemiolog)’ wU be offered by the Com¬ 
municable Disease Center, Public Health Service, 


at Denver, Nov. 16-20 as a part of the continuing 
program of the center’s training branch. This course 
is designed primarily for physicians who serve as 
investigators of disease outbreaks or have adminis¬ 
trative responsibility for such investigations. It 
serves as a refresher and an introductory course. 
Emphasis is placed on developing and understand¬ 
ing use of epidemiological techniques. Lecture-dis¬ 
cussion sessions and audiovisual aids are used. 
Group participation is obtained through the utilizii- 
tion of the group solution of epidemiological prob¬ 
lems, seminar-type presentations, and panel dis¬ 
cussions. Registrants will be expected to attend 
all sessions. Information and application forms may 
be obtained from: Chief, Communicable Disease 
Center, Public Health Service, 50 Severith St., N. E., 
Atlanta 23, Ga., Attention: Chief, Training Branch; 
or from Public Health Service, Region VIII, First 
National Bank Building, Denver 2. 

Surgeons Name Honorary Fellows.—Dr. Louis M. 
Orr, Orlando, Fla., President, American Medical 
Association was one of 12 persons named to receive 
honorary fellowships from the International College 
of Surgeons in September. The others included 
Mother Anna Marie Dengel, superior general of the 
Medical Mission Sisters, Rome, Italy, a physician 
and founder of a medical service to people in under¬ 
developed countries; Dr. Jean Creyseel, University 
of Lyon, France; Dr. Sten A. Friberg, Karolinska 
Institute, Stockholm, Sweden; Rear Adm. Bartholo¬ 
mew W. Hogan, MC, USN, surgeon general and 
chief of the Bureau of Medicine and Surgery, 
United States Navy, Washington, D. C.; Dr. Arnold 
S. Jackson, chief of staff of die Methodist Hospital, 
Madison, V^is.; Dr. Donation Marion, governor of 
the University of Montreal, Canada; Dr. Samuel 
Rosen, Columbia University College of Physicians 
and Surgeons, New York; Dr. Cutice Rosser, Uni¬ 
versity' of Texas Southwestern Medical School, 
Dallas; Dr. Ralph E. Snyder, New York Medical 
College, New York; Dr. J. Andre Thomas, Faculty 
of Sciences, the Sorbonne, Paris; and Dr. Pietro 
Valdoni, University of Rome, Italy'. Mother Dengal, 
the first woman to receive an honorary fellowship 
from the college, established 30 hospitals in India, 
Pakistan, Indonesia, Africa, and Venezuela. 

FOREIGN 

Exliibition of Medical Photography.—The Medical 
Group of the Royal Photographic Society will pre¬ 
sent an exhibition of Medical Photography at the 
society’s house, 16 Princes Gate, London, S. W. 7., 
Nov. 12-19. The formal opening of the exhibition 
will be made by 'Dr. H. Clegg, editor of the British 
Medical Journal, on Thursday, Nov. 12, at 6:30 
p. m. Following the distribution of awards, and a 
period for wowing the exhibits, Dennis Segaller, 
B.Sc., of the Shell Film Unit, will lecture on film 
animation. 
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Congress on Occupalional Medicine.—A Congress 
on Occupational Safeguards and Occupational 
Medicine will be held 'in Dusseklorf, Germany, 
Nov. 12-14. The congress will be under the patron¬ 
age of the Federal Minister of Labor and Social 
Organization, Theodor Blank. The general section 
will convene Thursday, Nov. 12. The main subject 
to be presented by Prof. O. Fitz, of Ibenna, u'ill be 
"Exhaustion, the Disease of Our Time and Its Pre¬ 
vention by Organically Correct Mbrk Performance.” 
A round-table discussion will be concerned with 
“Modem Safeguards and Protective Devices.” A 
lecture, ‘Trotection Against Ionizing Rays in In¬ 
dustrial Plants,” will be presented by O. Vaupcl, 
Dr. Phil. A round-table discussion will consider 
“Impror’cment of Occupational Safeguards in In- 
dustiy.” In the medical section, with Dr. K. H. 
Lowen, as chainnan. Dr. H. Schneider, will present 
“Pulmonaiy Emphysema and Bronchitis as Occupa¬ 
tional Diseases,” and Dr. P. E. Rosenberger, will 
give “Occupational Exposure to Heat and Respira- 
torx' Insufficiency." Other subjects to be presented 
u’ill be “The Human Factor in Industrial Enter¬ 
prises” and “Occupational Wear and Tear in the 
Human Motor Apparatus.” 


EXAMINATIONS 

AND 

LICENSURE 



MEDICAL SPECIALTY BOARDS 

American Board op Anesthesiology: Written. Various 
locations, July 8. Final date for filing application is Jan¬ 
uary 8. Oral. Miami Beach, April 25-30. Applications al¬ 
ready on file. Sec., Dr. Forrest E. Leffingwell, 217 Farm¬ 
ington Ave., Hartford 5, Conn. 

Amemcan Board of Debm.atology; Oral Oklahoma City, 
Jan. 15-18, 1960. The final date for filing all ,applic.ations 
was July I, 1959. Sec., Dr. Beatrice M. Kesten, One Haven 
Ave., New York 32. 

American Board of Internal Medicine; Oral. For candi¬ 
dates on tile East Coast, Nov, 6-7, 9-10. Final date for 
filing application was March 1. Oral. Philadelphia, March 
11-12. Final date for filing application is Janu.ary 15. Sec.- 
Treas., Dr. William A. P'errell, One West Main St., 
Madison 3, Wis. 

American Board of Neurological Surgery; Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. New Haven, 

. Nov. 14-16. Sec., Dr. Donald D. Matson, 300 Longwood 
Ave., Boston, Mass. 

American Board of Obstetrics and Gynecology: Part I, 
Written. Chicago, January 16. Candidates notified of their 
eligibility to participate in the Part 1 examination must 
submit nieir case abstracts within thirty days of ijotifica- 
tion of eligibility. Part 11, Oral. Chicago, April 11-16. Final 
date for filing application was August 1, Sec., Dr. Robert 
L. Faulknen 2105 Adelbert Road, Cleveland 6. 


American Bo.vrd of Ophthalmology; Written. Jamiar)’ 
1960 in various cities. Applications for the 1960 written 
examination must be filed before July 1. Oral. 1960, San 
Francisco, May; Chicago, October. Sec., Dr. Merrill J. 
King, Box 236, Cape Cottage Branch, Portland, Maine. 

AxiEracAN Board of Orthopaedic Surcehy: Part II. Ciii- 
cago. Jan. 19-21,1960. Tlie deadline for tlie receipt of ap¬ 
plication was Aug. 15. Part I. Nashville, Denver and Phila¬ 
delphia, Apr. 13-14. Deadline for receipt of applications 
is Nov. 30. Sec., Dr. Sam \1'. Banks, 116 South Michigan 
Ave., Chic.Tpo 3. 

Amehic.an Board of Pathology: New Orleans, Nov. 12-14. 
Final date for filing application was October 1. Sec., Dr. 
Edward B. Smith, Indiana University Medical Center, 
1100 W. Michigan St., Indianapolis 7. 

Ameiucan Board of Pathology; Examination in Forensic 
Pathology. New Orleans, Nov. 13. Final date for filing 
application is October 1. Sec., Dr. Edward B. Smith, In¬ 
diana University Medical Center, 1100 W. Michigan St.. 
Indianapolis 7. 

Ameiucan Board of Pedmthics; Oral. Washington, Dec, 
4-6. Written. Jan. 8. Final date for filing application for 
the written examin.ition is Dec. 1. Exec. Sec., Dr. John 
McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 

Amehic.an Board or Phasical Medicine .and Reiiabilita- 
tiox; Oral and Written. New York, June 17-18. Sec., Dr. 
Earl C. Elkins, Mayo Clinic, Rochester, Minn. 

.•Imerican Bo.ard of Plastic Surgery; Oral and Written. 
Milwaukee, Ma\' 1960. Final date for filing application 
is January 1. Corresponding Secretary, Mrs. Estelle E. 
Hillerich, 4647 Pershing Ave., St. Louis 8, Mo. 

American Board or Psychiatry and Neurology: New 
York, Dec. 14-15; San Francisco, Mar. 14-15, 1960. Train¬ 
ing credit for full time psychiatric and/or neurologic 
assignment in nn;ipprovcd inilitniy programs or services 
between the dates of Jan. 1, 1950 and Jan. 1, 1954 
was terminated on Jan. 1, 1959. Sec., Dr. Da\id A. Boyd, 
102-110 Second Ave. S. Rochester, Minn. 

American Board of Radiolocy: Examination. Washington, 
Dec. 6-9. Deadline for filing application was July 1. Candi¬ 
dates axamined in Diagnostic Roentgenologj’ may expect 
to be examined in Physics. Obligatory exaniin%tion in 
Nuclear Medicine has been postponed until after June 30, 
1962 for those candidates being examined in Radiologx' 
or Therapeutic RadioIog:>-. Until that time tlie examina¬ 
tion in Nuclear Medicine will be optional for those who 
wish to be examined in Radiology or Therapeutic Radiol¬ 
ogy. Examination. Cincinnati, Spring 1960. Deadline for 
filing appIicaOons is Jan. 1. A special examination in 
Nuclear Medicine (for those diplomates in Radiologj’ or 
Therapeutic Radiology) will be offered provided tliere are 
sufficient applications. Sec., Dr. H. Dabney Kerr, Kahler 
Hotel Bldg., Rochester, Minn. 

American Board of Surgery: Written examinations (Part 
I) will be held on December 2, 1959 at A’arious centers to 

■ be announced later. Closing date for filing applications 
was August 1. Those completing training requirements 
after September 30 cannot be considered for the Part 1 
examination in December of the same ye.ar. Oral c.raniina- 
tions (Fart II); Cincinnati, Nov. 9-10; Boston, Dec. 14-15; 
Winston-Salem, No. Car., Jan. 18-19; New York, N. Y., 
Feb. 15-16; New Orleans, Mar. 14-15; Kansas City, Kans., 
May 16-17, and Los Angeles, May 19-20. Sec., Dr. John B. 
Flick, 1617 Pennsylvania Blvd., Philadelphia 3, 

American Board of Urology: Written. Approximately 25 
cities throughout the country, December 4, 1959. Oral- 
Clinical and Examination in Pathology. Chicago, February 
1960. Final date for filing application was Sept. 1, 1959. 
Sec., Dr. William Niles Wishard, 30 Westwood Rd., Min¬ 
neapolis 26, Minn. 
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AIR FORCE 

Personal.—Brig. Gen. John K. Cullen became deputy 
surgeon of the U. S. A. F. in August, succeeding 
Major Gen. Olin F. Mcllnay. 

ARMY 

Meeting of Military Surgeons.—Reserve retirement 
point credits may be earned by medical service 
reserve officers who attend the daily sessions of 
the 66th annual con^'ention of the Association of 
Military Siu'geons to be held at the Mayflower 
Hotel, M'^ashington, D. C., on Nov, 9-11, 1959. 
Those who can earn points include eligible physi¬ 
cians, dentists, nurses, veterinarians, Army medical 
specialists, and Medical Service Corps officers of 
the Army, Navy, and Air Force Reserves. The 
awarding of credits will be based on one point 
for each day of attendance at the meeting, if the 
session attended is two hours or more in length. 
Not more than one point may be earned per day. 
The convention theme will be “The Practice of 
Militarx' Medicine—Broadening Concepts.” 

After the opening remarks by Major Gen. Harold 
H. Twitchell, U. S. A. F., M.C., president of the 
association, there will be a panel of chiefs of fed¬ 
eral medical services. Appearing on the panel will 
be Dr. Frank Berry, assistant secretary of defense 
(health and medical); Lieut. Gen. Leonard D. 
Heaton, Army surgeon general; Rear Adm. Bar¬ 
tholomew W. Hogan, Nax^ siurgeon general; Major 
Gen. Oliver K. Niess, Air Force surgeon general; 
Dr. Leroy E. Burney, Public Health Service sur¬ 
geon general; and Dr. William S. Middleton, chief 
medical director of the Veterans Administration. 

Personal.—A promotion to brigadier general, re¬ 
serve, recently xx'ent to Gol. James H. Kidder, xx'ho 
has served as special assistant for reserve affairs to 
the Army surgeon general since July, 1955. 

NAW 

Nexv Toxicolog}’ Unit—Quarters for the nexv toxi- 
cologx' unit xvere completed in October. The unit 
contains quarantine spaces; an animal food prepa¬ 
ration kitchen; cage xvashing facilities; patholog}', 
chemistrx% and physics laboratories; and animal 
inhalation e.xposure cubicles. The piu-pose of the 
imit xx'ill be to prox'ide teclmical and specialized 
serxoces in the fields of operational to-xicolog)' and 
health engineering as related to toxicity problems 
encountered aboard ships. It xxdll also develop and 
prox'ide biological data necessary' for determining 
permissible limits so that precautionary measures, 
conducix'e to good health practices, may be pre¬ 
scribed. 


Personal.—Capt. Lloyd B. Shone xvas appointed 
director of the prex'entive medicine division in the 
bureau of medicine and surgery. Tire division is 
responsible, under the siurgeon general of the Navy, 
for establishing and promulgating preventive medi¬ 
cine practices throughout the naval establishment 
on a global basis. 

NATIONAL ACADEMY OF SCIENCES 

Nexv Felloxvship in Radiology.-On behalf of the 
James Picker Foundation, the National Academy of 
Sciences-National Research Council announces a 
nexv felloxvship program, designed in the interests 
of academic radiology. These advanced felloxvships 
are offered in addition to the previously established 
research felloxx'ships and scholar and research 
grants, xvhich xvill be continued during 1960-1961. 
The nexv axvards are planned to prepare the candi¬ 
date to meet in full the intellectual demands of an 
academic position in radiology. Emphasis is placed 
on the acquisition of a broad background in the 
basic sciences related to radiology. 

In general, it is e.vpected that the candidate xvill 
be not more than 33 years of age and xvill hax'e 
completed his clinical training. He should be pre¬ 
pared to devote a minimum of txvo years to course 
xvork in the basic sciences, to the application of the 
techniques and methods of these basic disciplines 
to radiologic research, and to other activities de¬ 
signed to enhance his preparation for an academic 
career. The details of his program xvill be xvorked 
out on an indix’idual basis through consultation 
betxveen the candidate, his clinical and academic 
advisers, and the members of the Academy-Re¬ 
search Council’s committee on radiology. Applica¬ 
tions xx'ill be accepted on nomination by a clinical 
adviser, xvho should be a member of the staff of a 
department of radiology in a medical school. 

The previously established program of the foun¬ 
dation, for xvhich applications again are being 
invited, comprises three types of axvards. 1. Post¬ 
doctoral felloxvships in radiology research are open 
to recent graduates xvho desire ejqierience and 
training in scientific investigation. While persons 
from closely related disciplines are eligible to apply, 
candidates xvith some training in the field of radi¬ 
ology xvill receive preference under this program. 
Applicants must hold the M.D., Ph.D., or Sc.D. 
degree or the equivalent. Axvards are for a period 
of one year, but requests for renexval xx'ill be con¬ 
sidered, 2. Grants for scholars are a transitional 
form of support, designed to bridge the gap be- 
txx'een the completion of research fellowship train¬ 
ing and tlie period xvhen the young scientist has 
thoroughly demonstrated his competence as an 
independent investigator. The application is sub¬ 
mitted by the institution on behalf of the prospec¬ 
tive scholar. If the request is approved, a grant of 
§6,000 per year is made directly to the institution 
as a contribution toxvard the scholar’s support, or 
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his research, or both. Initial grants are limited to 
one year, but renewal for two additional years may 
be recommended. 3. Grants-in-aid of research are 
designed to encourage investigations offering prom¬ 
ise of improvement in radiologie methods of diag¬ 
nosis or treatment of disease. Research grants are 
awarded to institutions rather than to persons. In 
line with the interests of the foundation, the pro¬ 
gram is oriented toward, but not necessarily lim¬ 
ited to, the diagnostic aspects of radiology. 

Applications in these categories will be reviewed 
by the committee on radiolog\’ of the Academy- 
Research Council’s division of medical sciences. 
Final detennination of awards is made by the foun¬ 
dation on recommendation of the division. Support 
is not restricted to citizens of the United States or 
to laboratories within this country. 

Applications for the fiscal year 1960-1961 should 
be submitted by Dec. 15, 1959. Furdier details and 
application blanks may be obtained from die 
Division of Medical Sciences, room 411, National 
Academy of Sciences—National Research Council, 
2101 Constitution Ave., N. W., Washington 25, 
D. C. The National Research Council of Canada 
serves- as scientific adviser to the James Picker 
Foundation with respect to its Canadian program. 
Accordingly, if the proposed studies are to be 
carried out in Canada, requests for information and 
application forms should be directed to the Awards 
Office, National Research Council of Canada, 
Ottawa 2. 

PUBLIC HEALTH SERVICE 

Live Poliovirus Vaccine,—The Public Health Serv¬ 
ice’s committee on live poliovirus vaccine, headed 
by Dr. Roderick Murray, chief of the division of 
biologies standards, reported three sets of attenuated 
poliovirus strains have been proposed for use as 
orally given vaccines. Tire strains developed by 
Dr. Albert Sabin of the University' of Cincinnati 
have all had extensive field trials in eastern Eu¬ 
rope, Mexico, and Singapore. The strains developed 
by Dr. Herald Cox of the Lederle Laboratories 
have been widely used in Latin America. The type 
1 strain developed by Dr. Hilary Koprowski, Wistar 
Institutes, Philadelphia, has been used in a large 
trial in the Belgian Congo, but no significant amount 
of field information is available concerning Koprow- 
ski’s type 2 strain, and only limited information is 
available in relation to his type 3 strain. 

There is a marked difference in the neuroviru¬ 
lence of tlie three sets of strains as determined by 
intrathalamic and intraspinal inoculation in mon¬ 
keys. On this basis, the Sabin group has an advan¬ 
tage over the others, but none of tliese strains is 
eompletely nonvirulent when inoculated intra- 
spinally into monkeys. There is no evidence tliat 
any of these vaccines produced any harm to the 
persons to whom they were given. The tliorough- 


ness with which the observations were made varied 
in different studies. In some studies the ability of 
these strains to multiply and thus produce anti¬ 
bodies was less than could be expected on theo¬ 
retical grounds. Apparently a number of factors 
operated in the field which might have prevented 
alimentary infection and the subsequent develop¬ 
ment of immunity. 

A number of workers have reported that virus 
e.xcreted by v'accinated persons showed increased 
neurovirulence for monkeys. There is much dis¬ 
agreement among investigators as to the significance 
of these reversions in virulence. Field experience 
with any strain to date does not afford reasonable 
proof that the community of nonvaccinated persons 
will be free of danger from possible reversion of 
vindence in e.xcreted virus under a great variety' of 
readily anticipated circumstances. This is one of the 
most important unresolved problems. Under some 
eircumstances the simultaneous administration of 
all three types of virus may be effective. 

The major problems to be solved before definitive 
decisions can be made regarding licensing include 
determining the significance of increased neuro¬ 
virulence for monkeys of virus excreted by vac¬ 
cinated persons, the demonstration of adequate 
measures of effectiveness of live poliovirus vaccines 
in field trials which, to be definitive, must involve 
large population groups, the development of stand¬ 
ards to determine the possible presence or absence 
of contaminating agents in the vaccine, and the 
establishment of carefully designed and evaluated 
studies to demonstrate the production of specific 
antibodies in 90% or more of the susceptible persons 
inoculated in order to assure the potency. 

Members of the committee, in addition to Dr. 
Murray', were Dr. David Bodian, professor and 
director, department of anatomy, Johns Hopkins 
University; Dr. William McD. Hammon, head, 
department of epidemiology and microbiology. 
Graduate School of Public Health, University of 
Pittsburgh; Dr. Alexander Langmuir, chief, epi¬ 
demiology branch, the Public Health Service’s 
Communicable Disease Center, Atlanta, Ga.; Dr. 
Joseph Melnick, professor of virology and epidemi¬ 
ology', chairman of department of epidemiology'. 
College of Medicine, Baylor University; and Dr. 
John R. Paul, professor of preventive medicine, sec¬ 
tion of epidemiology and preventive medicine. 
School of Medicine, Yale University. Copies of the 
report are available on request. 

Personal.—Dr. Stanton Garfield, fellowship program 
director and training officer in the division of inter¬ 
national health, was retired, having reached the 
age of 64 years. He was responsible for planning 
training programs for foreign healtli and medical 
personnel in the United States under sponsorship of 
tile International Cooperation Administration and 
the World Health Organization. 
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Alsobrook, Henrj’ Bernis ® New Orleans; born in 
Manning, Ark., Feb. 26, 1893; Tulane University 
School of Medicine, New Orleans, 1923; formerly 
on the faculty of his alma mater; veteran of World 
Wax I; member of the Central Association of Ob¬ 
stetricians and Gynecologists; fellow of the Amer¬ 
ican College of Surgeons; served as vice-president 
of the Louisiana State Medical Society; past- 
president of the New Orleans Gynecological and 
Obstetrical Socieh', Louisiana Obstetrical and 
Cjmecological Society, and tlie Orleans Parish Med¬ 
ical Society, of which he was secretary; at one 
time secretary of the Louisiana State Gynecological 
Society; at various times on the staffs of the Mercy, 
Charity, and French hospitals; on the honorary 
staff and at one time president of the medical staff 
of the Soutliern Baptist Hospital, where he died 
July 28, aged 66. 

Amelkin, Solomon Samuel ® Brookljm; Long Island 
College Hospital, Brookljm, 1925; associated with 
the Williamsburg General Hospital, where he w'as a 
founder and president; died in the Jewish Hospital 
Aug. 8, aged 57. 

Baker, Charles ® West Milton, Ohio; Medical Col¬ 
lege of Ohio, Cincinnati, 1899; past-president of 
the Darke Count)' Medical Societ)' and the Miami 
Count)’ Medical Society; on the courtesy staffs of 
Miami Valley Hospital and Good Samaritan Hos¬ 
pital in Dayton, and the Stouder Memorial Hospi¬ 
tal in Troy, where he died July 26, aged 86. 

Barclay, Hugh Baily ® Greensburg, Pa.; Hahne¬ 
mann Medical College and Hospital, Philadelphia, 
1901; died July 29, aged 80. 

Berghausen, Oscar ® Cincinnati, Ohio; Medical 
College of Ohio, Cincinnati, 1904; specialist cer¬ 
tified by the American Board of Internal Medicine; 
fellow’ of the .American College of Physicians; 
consulting physician at the Bethesda Hospital and 
Good Samaritan Hospital, where he died July 27, 
aged SO. 

Berner, David A., Margate, N. J.; Medico-Chirur- 
gical College of Philadelphia, 1901; past-president 
of the Atlantic Count)' Medical Society; veteran 
of World War I; died July 29, aged 89. 

Brown, Phebe Pamela ® Poughkeepsie, N. Y.; Uni- 
versit)’ of Buffalo School of Medicine, 1921; asso¬ 
ciated w'ith St. Francis Hospital and Vassar Brothers 
Hospital, w’here she died July 23, aged 80. 

@ Indicates Mecaber of the American Medical Association. 


Bruce, William H., Winston-Salem, N. C.; Leonard 
Medical School, Raleigh, 1907; associated with the 
Kate Bitting Reynolds Memorial Hospital; died 
July 24, aged 77. 

Caldwell, Walter W., Kansas City, Mo.; Kansas 
Medical College, Medical Department of Washburn 
College, Topeka, Kan., 1906; died July 21, aged 81. 

Capron, Manley Joseph ® Battle Creek, Mich.; 
University of Illinois College of Medicine, Chicago, 
1916; fellow of the American College of Physicians; 
past-president of the Calhoun County Medical So¬ 
ciety; veteran of World War II; associated w'ith 
the Leila Y. Post Montgomery and Community 
hospitals; consultant in internal medicine at the 
Battle Creek Sanitarium, w'here he died July 26, 
aged 69. 

Clayton, Herman C. ® Sidney, Ohio; Chicago Col¬ 
lege of Medicine and Surgery, 1917; veteran of 
World War I; served on the staff of the Memorial 
Hospital, Piqua; died July 29, aged 64. 

Cochrane, Wayne Alexander ® Jackson, Mich.; 
University of Michigan Department of Medicine 
and Surgei-)', Ann Arbor, 1908; veteran of World 
War I; associated with the A. Foote Memorial 
Hospital, W'here he died July 31, aged 82. 

Colomb, Brooks Amedee ® New' Orleans; Tulane 
University School of Medicine, New Orleans, 1920; 
veteran of World Wars I and II; chief psychiatrist 
at the regional ofBce of the Veterans Administra¬ 
tion; died in Pass Christian, Miss., July 26, aged 61. 

Crockett, Robert Newton ® Woodville, Miss.; 
Memphis (Tenn.) Hospital Medical College, 1911; 
served as health oificer of Wilkinson County; died 
in the Field Communit)' Hospital at Centreville 
July 26, aged 77. 

Cummings, David Joseph ® Brow'nstow'n, Ind.; 
bom May 6, 1878; Central College of Physicians 
and Surgeons, Indianapolis, 1901; past-president 
of the Jackson County Medical Society; named 
“Doctor of the Year” by the Indiana State Medical 
Association; veteran of World War I; served on 
the Selective Service Board of Jackson County 
during World War II; for many years county health 
officer; in 1954, in appreciation of more tlran 50 
years service to the people of Brownstown and sur¬ 
rounding communities, a bronze plaque was pre¬ 
sented to him; honorary president of the Jackson 
Count)' Schneck Memorial Hospital Foundation 
and the Jackson County Schneck Memorial Hos¬ 
pital, Seymour, w'here he died July 26, aged 81. 
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Damon, Albert Hobart (S) Limestone, Maine; Uni¬ 
versity of Vermont College of Medicine, Burling¬ 
ton, 1900; veteran of World War I; served as health 
officer; chairman of the school board; honorary fire 
chief of Limestone; past-president of the Limestone 
Chamber of Commerce; died in the Community 
Hospital, Fort Fairfield, July 27, aged 87. 

Dodge, J. G., Abilene, Texas; University of Louis¬ 
ville (Ky.) Medical Department, 1894; died in 
Sweetwater July 29, aged 90. 

Eckdall, Frank Albert ® Emporia, Kan.; Rush 
Medical College, Chicago, 1901; also a pharmacist; 
past-president of the Lyon County Medical So¬ 
ciety; for many years local surgeon for the Atchison, 
Topeka, and Santa Fe Railroad; served as vice- 
president of the American Association of Railway 
Surgeons; veteran of World War I; associated with 
St. Mary’s Hospital and the Newman Memorial 
Count)' Hospital, where he died July 31, aged 86. 

t 

Ecker, Lewis Charles ® Washington, D. C.; Syra¬ 
cuse University College of Medicine, 1906; spe¬ 
cialist certified by the American Board of Internal 
Medicine; fellow of tlie American College of Phy¬ 
sicians; served on the faculty of the Howard Uni¬ 
versity College of Medicine and the Georgetown 
Universit)’ School of Medicine; veteran of World 
War I; consultant emeritus, Washington Medical 
Center; died in Fayetteville, N. Y., Aug. 10, aged 76. 

Edmunds, Page ® Gibson Island, Md.; University 
of Maryland School of Medicine, Baltimore, 1898; 
member of the founders group of tlie American 
Board of Surgery; for many years served on the 
faculty of his alma mater; fellow of the American 
College of Surgeons; veteran of World War I; 
formerly chief surgeon of the Baltimore and Ohio 
and the Washington, Baltimore and Annapolis 
railroads; died Aug. 7, aged 87. 

Erlanger, Paul Simon ® Sarasota, Fla.; Eberhard- 
Karis—Universitat Medizinische Fakultat, Tubing¬ 
en, Wiirttemberg, Germany, 1922; served a resi¬ 
dency at the Monroe County Infirmary in Roches¬ 
ter, N. Y.; died July 20, aged 65. 

Femald, Fred ® Nottingham, N. H.; Baltimore 
Medical College, 1900; past-president and vice- 
president of the New Hampshire Medical Society; 
past-president of the Rockingham Count)' Medical 
Society; member of the staff of the Exeter (N. H.) 
Hospital; for many years physician at the Rocking¬ 
ham County Home in Brentwood, where the Fer- 
nald Nursing Home was named in his honor; died 
July 17, aged 84. 

Fielding, Bennett Irving ® Worcester, Mass.; Tufts 
College Medical School, Boston, 1921; president¬ 
elect of tlie Massachusetts Academy of General 
Practice; member of die American Academy of 


General Practice and past-president of the Worces¬ 
ter Chapter; formerly police surgeon; veteran of 
World War II; associated with the Fairlawn and 
Hahnemann hospitals, and St. Vincent Hospital, 
where he died July 30, aged 60. 

Fisher, William Henry ® Centreville, Md.; Univer¬ 
sity of Maryland School of Medicine, Baltimore, 
1905; past-president of the Queen Annes County 
Medical Society; formerly county health officer: 
associated with the Memorial Hospital in Easton 
and the Kent-Queen Annes Hospital in Chester- 
town; died in the Peninsula General Hospital, Salis¬ 
bury, Aug. 4, aged 78. 

Fishman, C. J. ® Oklahoma Cit)', Okla.; Rush Med¬ 
ical College, Chicago, 1908; specialist certified by 
the American Board of Internal Medicine; fellow 
of the American College of Physicians; past-presi¬ 
dent of the Oklahoma County Medical Society; 
professor emeritus of medicine at the University 
of Oklahoma School of Medicine; associated with 
Mercy, Wesley, and University hospitals, and St. 
Anthony Hospital, where he died July 26, aged 77. 

Fordyce, Ora Otis, Coral Gables, Fla.; Ohio Med¬ 
ical University, Columbus, 1905; member of tlie 
American Psychiatric Association; for many years 
superintendent of the Toledo (Ohio) State Hospital; 
served as staff member and superintendent of the 
Atliens (Ohio) State Hospital; died July 21, aged 82. 

Fosse, Benjamin ® Beloit, Wis.; Nortliwestern Uni¬ 
versity Medical School, Chicago, 1904; veteran of 
World War I; a member of tlie Beloit fire and 
police commission for 11 years, and its chairman 
for six years; served on the staff of the Beloit 
Hospital; died Aug. 2, aged 80. 

Gamble, Eugene Beasley ® New Zion, S. C.; Medi¬ 
cal College of South Carolina, Charleston, 1911; 
fonnerly member of the school board; on the staffs 
of the Clarendon Memorial Hospital in Manning 
and tlie Tuomey Hospital in Sumter, where he died 
July 22, aged 70. 

Gittens, William W. ® McKeesport, Pa.; Howard 
University College of Medicine, Washington, D. C., 
1911; associated ivith the McKeesport Hospital, 
where he died July 30, aged 78. 

Gordon, Kenneth William ® Los Angeles; Baylor 
University College of Medicine, Dallas, 1930; 
served during World War II; died July 16, aged 70. 

Gorham, Fordyce Clark, Seattle; University of 
Pennsylvania Department of Medicine, Philadel¬ 
phia, 1899; died July 17, aged 90. 

Grady, Edmund Mathias, Seattle; Creighton Uni¬ 
versity School of Medicine, Omaha, 19^3; interned 
at the Mercy Hospital in Council Bluffs; died 
July 31, aged 57. 
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Graham, George Warren, Collins, Iowa; Drake 
University' College of Medicine, Des Moines, 1905; 
died in Charles City July 17, aged 80. 

Hackler, Robert Hardin Jr. ® Washington, N. C.; 
Jefferson Medical College of Philadelphia, 1926; 
specialist certified by the American Board of Radi¬ 
ology, Inc.; member of the American Trudeau 
Society' and the American College of Radiology; 
fellow of the American College of Physicians; as¬ 
sociated with the Bertie County Memorial Hospital 
in Windsor, Martin General Hospital in Williams- 
ton, and the Tayloe Hospital; died in the North 
Carolina Memorial Hospital in Chapel Hill Aug. 4, 
aged 57. 

Hall, LeGrande Larson (JD Whittier, Calif.; Uni¬ 
versity of Colorado School of Medicine, Denver, 
1932; interned at the Charity Hospital in New 
Orleans and the Hospital of the Good Samaritan 
in Los Angeles; served a residency at San Francisco 
Hospital, where he was a fellow in urology, and 
Franklin Hospital in San Francisco; one of the 
founders and member of the board of directors of 
the Beverly Community Hospital in Montebello; 
associated with the Murphy Memorial and Presby¬ 
terian Intercommunity hospitals; died July 27, 
aged 53. 

Hannabass, James \V., Charles City, Va.; Medical 
College of Virginia, Richmond, 1914; died in Rich¬ 
mond July 28, aged 68. 

Hemphill, Clyde Hoke ® Black Mountain, N. C.; 
University of Maryland School of Medicine, Balti¬ 
more, 1913; died July 17, aged 68. 

Henshaw, John Cullen ® Warren, Ohio; Pulte 
.Medical College, Homeopathic, Cincinnati, 1896; 
for many years county coroner; associated with the 
Trumbull Memorial Hospital; died July 23, aged 85. 

Hunt, Kenneth Stovall ® Griffin, Ga.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 
1915; served as chairman of the Griffin-Spalding 
County Board of Education; member of the South¬ 
eastern Surgical Congress; fellow of the Interna¬ 
tional College of Surgeons; elected Man of the 
Year in 1956 by the Griffin Exchange Club in 
recognition of his long and outstanding service and 
leadership in Griffin and Spalding County; veteran 
of World War I; died in St. Joseph’s Hospital, At¬ 
lanta, July 28, aged 68. 

Jackson, Dudley ® San Antonio, Te.xas; born in 
Eddy Aug. 26, 1890; University of Texas School of 
Medicine, Galveston, 1917; fellow of the Inter¬ 
national College of Smgeons and the American 
College of Surgeons; past-president of the Bexar 
County Medical Society; veteran of World War I; 
in 1955 the Dudley Jackson Fellowship in Malig¬ 


nant Disease at the University of Texas M.D. An¬ 
derson Hospital and Tumor Institute, Houston, was 
established in his honor; engaged in cancer re- 
..earch for many years, was active in legislative 
matters concerning cancer research and hospitals, 
and, with the late Congressman Maury Maverick, 
worked on the bill that led to the setting up of 
the National Cancer Institute; the American Cancer 
Society awarded him the bronze medal for out¬ 
standing contributions to the cause of cancer con¬ 
trol; associated with the Robert B. Green Memorial 
Hospital and the Nix Memorial Hospital, where 
he died July 25, aged 68. 

Jackson, John Andrew Crittenden, Lexington, Ky.; 
Howard University College of Medicine, Wash¬ 
ington, D. C., 1925; died Aug. 5, aged 61. 

Jamieson, James George Silver ® Portland, Maine; 
University of Edinburgh Faculty of Medicine, 
Scotland, 1902; died in Winchester, England, 
July 23, aged 83. 

Jeffrey, Stewart Lee, Miami, Fla.; Columbia Uni¬ 
versity College of Physicians and Surgeons, New 
York City, 1904; veteran of World War I; on tlie 
staff of the Mercy Hospital; died July 21, aged 77. 

Johnston, Robert Clarenee ® New Kensington, Pa.; 
Western Pennsylvania Medical College, Pittsburgh, 
1901; fellow of the American College of Surgeons; 
associated with the Citizens General Hospital, 
where he died July 24, aged 85. 

Kendall, Ellis A. Sr., Hot Springs National Park, 
Ark.; Meharry Medical College, Nashville, Tenn., 
1902; died in Peoria, Ill., July 19, aged 82. 

Kistler, Clinton J. ® Lehighton, Pa.; University of 
Pennsylvania Department of Medicine, Philadel¬ 
phia, 1895; for many years associated with the 
Palmerton (Pa.) Hospital; died in the Gnaden Huet- 
ten Memorial Hospital July 15, aged 87. 

Koehler, Alfred Edward ® Santa Barbara, Calif.; 
Harvard Medical School, Boston, 1925; associated 
with Santa Barbara Cottage Hospital; died July 
27, aged 62. 

Kriete, Frederic Martin, San Francisco; born in 
Tokyo, Japan, Jan. 8, 1913; Rush Medical College, 
Chicago, 1938; interned at the University Hospitals 
in Iowa City; served a residency at the Presby¬ 
terian Hospital in Chicago, the University Hospitals 
in Cleveland, where he interned, and the City 
Hospital in Cleveland; specialist certified by the 
American Board of Preventive Medicine; in 1943 
joined the Utah State Health Department and 
later served as chief of the division of maternal 
and child health; came to the California State 
Department of Public Health in 1947 as chief of 
maternal and child health, in 1950 became assistant 
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chief of the division of preventive medical services, 
and in 1957 deputy state health director; died in 
the Mount Zion Hospital July 25, aged 46. 

Lacey, Martin J. ® Albany, Calif.; Northwestern 
University Medical School, Chicago, 1911; veteran 
of World War I; served as health officer of Albany; 
part o\\’ner of the Taylor-Lacey Hospital in Au¬ 
burn, M’’ash., until 1930; died July 22, aged 79. 

Lang, George Washington ® Dormont, Pa.; Uni¬ 
versity of Pittsburgh School of Medicine, 1910; 
past-president of the Allegheny County Medical 
Society; veteran of World War I; associated with 
tlie Elizabeth Steel Magee and St. Clair Memorial 
hospitals in Pittsburgh; died July 28, aged 71. 

Link, Vaughen Harwood ® Hagerstown, Md.; 
Medical College of Virginia, Richmond, 1939; died 
in the Washington County Hospital July 26, aged 46. 

Lipnik, Benjamin Philip ® Momence, Ill.; Chicago 
Medical School, 1942; veteran of World War II; 
member of the American Academy of General 
Practice; on the staff of St. Mary’s Hospital in 
Kankakee, where he died July 30, aged 48. 

Loyd, Oscar Howard ® Vega, Texas; Ensworth 
Medical College, St. Joseph, Mo., 1893; served as 
county health officer; died at the Northwest Te.xas 
Hospital in Amarillo July 21, aged 91. 

McHugh, Thomas Jefferson ® Baton Rouge, La.; 
bora in Zachary Oct. 16, 1890; Tulane University 
School of Medicine, New Orleans, 1914; member 
of the Southeastern Surgical Congress; past-presi¬ 
dent of the East Baton Rouge Medical Society; 
fellow of the American College of Surgeons; vet¬ 
eran of World War I; member of the medical ad¬ 
visor}' board for the Selective Service System during 
World War II; served as a member of the state 
board of e.xaminers for practical nurses and as city 
health officer; associated with the Baton Rouge 
General Hospital and Our Lady of the Lake Sana¬ 
torium; died July 20, aged 68. 

Mahoney, Andrew Walter, Providence, R. I.; 
Georgetown University School of Medicine, Wash¬ 
ington, D. C., 1914; fellow of the American College 
of Surgeons; served as a medical officer svith the 
British Army during World War I; for many years 
associated with St. Joseph’s Hospital, where he 
died July 29, aged 66. 

Mahrer, Herbert Albert, Cleveland; Western Re¬ 
serve University School of Medicine, Cleveland, 
1917; specialist certified by the American Board of 
Radiology; member of the Radiological Society of 
North America and the American College of Radi¬ 
ology; served as president of tlie Cleveland Ra¬ 
diological Society; consultant radiologist, for many 
years chief of die department of radiology, and for 
two years president of its medical council. Mount 
Sinai Hospital, where he died July 15, aged 66. 


Markle, Louis, Inkster, Mich.; Vanderbilt Univer¬ 
sity School of Medicine, Nashville, Tenn., 1915; 
died in Oak Park, Ill., Aug. 1, aged 68. 

Mechling, Robert Steiner ® Pittsburgh; University 
of Michigan Medical School, Ann Arbor, 1943; 
interned at St. Francis Hospital; served a residency 
at the Presbyterian Hospital and the Pittsburgh 
Medical Center; specialist certified by the Amer¬ 
ican Board of Surgery and the American Board of 
Proctology; fellow of the American College of 
Surgeons; veteran of World War II; instructor in 
proctology at the University of Pittsburgh School 
of Medicine; associated with the Veterans Admin¬ 
istration, Presbyterian, Woman’s, and Passavant 
hospitals; died at his summer home in Lancaster 
County, Va., Aug. 9, aged 42. 

Melcher, Warren Coleman, Fayetteville, N. C.; 
Meharry Medical College, Nashville, Tenn., 1917; 
died July 23, aged 67. 

Minnick, Robert Parks, Ordway, Colo.; Medical 
College of Virginia, Richmond, 1904; veteran of 
World War I; for four terms Montana state repre¬ 
sentative; formerly practiced in Saco, Mont., where 
he was for many years a member of die board of 
education; died in La Junta July 14, aged 80. 

Mulherin, Hugh Gallagher, Mobile, Ala.; Medical 
College of Georgia, Augusta, 1929; died July 26, 
aged 56. 

Nifong, Harry Davis ® Mansfield, Texas; Fort 
Wortli School of Medicine, Medical Department 
of Texas Gliristian University, 1904; for many years 
on the staff of the St. Joseph’s Hospital in Fort 
Worth; died in tlie Mansfield Hospital Aug. 3, 
aged 76. 

Nolan, William Patrick, Mebane, N. C.; University 
of Pittsbiurgh School of Medicine, 1913; served in 
France during World War I; died July 29, aged 72. 

Norman, Estella Gertrude ® Dasns City, Iowa; 
American Medical Missionary College, Battle 
Creek, Mich., 1907; fellow of the American Col¬ 
lege of Physicians; served on the staff of tlie Battle 
Creek (Mich.) Sanitarium and the Miami-Battle 
Creek Sanitarium in Miami Springs, Fla.; died in 
the Decatur County Hospital, Leon, July 26, 
aged 86. 

North, William Boydston, Summit, N. J.; Toledo 
Medical College, 1901; died June 21, aged 81. 

Nortlirup, Clarence Edgar ® McConnelsville, Ohio; 
Starling Medical College, Columbus, 1903; for 
many years health commissioner of Morgan County'; 
served as secretary of the Morgan County Medical 
Society; medical examiner for the draft during 
World Wars I and 11; died July 8, aged 79. 
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Nuzzi, Giovanni, Jersey Cit)', N. J.; Regia Univer- 
sita di Napoli Facolta di Medicina e Chirurgia, 
Italy, 1924; interned at the Mount Vernon Hospital 
in Mount Vernon, N. Y.; died July 3, aged 66. 

Ohlmacher, Joseph Christian ® Vermillion, S. D.; 
born in Sycamore, III., Oct. 27, 1874; Rush Medical 
College, Chicago, 1901; instructor of pathology at 
Nortliwestern University Medical School in Chi¬ 
cago, 1901-1902; formerly dean and professor of 
pathology and bacteriology at the University of 
South Dakota School of Medical Sciences; at one 
time director of the state health laboratory; in 1954 
was presented the Distinguished Service Award of 
the South Dakota State Medical Association, of 
which he was a past-president; served on the staffs 
of the Independence (Iowa) State Hospital and 
the Clarinda (Iowa) State Hospital; from 1952 to 
1936 pathologist at St. Lukes Hospital in Aberdeen; 
died July 31, aged 84. 

Pansing, Holley H., Dayton, Ohio; Medical College 
of Ohio, Cincinnati, 1905; for many years county 
health commissioner; served as president of the 
Ohio Federation of Public Health Officials; died 
July 27, aged 78. 

Patterson, Lucius Kennedy ® Colonel, U. S. Anny, 
retired, El Paso, Te.\as; born in Lumpkin, Ga., Oct. 
7, 1893; Emory University School of Medicine, 
Atlanta, 1917; member of the American Academy 
of General Practice; entered in the medical corps 
of the U. S. Army in 1918; rose through the various 
ranks to that of colonel on Dec. 10,1937; veteran of 
M''orld IVars I and II; retired March 31, 1949; 
for recognition of his services in the Pacific, was 
awarded the Legion of Merit, Bronze Star and four 
campaign stars, denoting tsvo years of overseas 
service; also was awarded World War 1 and pre- 
Pearl Harbor and Mediterranean ribbons; died in 
the William Beaumont Hospital July 17, aged 65. 

Patterson, William Proudfit ® Fairchance, Pa.; 
Western Pennsylvania Medical College, Pittsburgh, 
1905; veteran of World War I; died in the Union- 
town (Pa.) Hospital July 30, aged 78. 

Percoco, Michael, Mount Vernon, N. Y.; Regia 
Universita degli Studi di Roma. Facolta di Medi¬ 
cina e Chirurgia, Italy, 1934; on the staff of the 
Mount Vernon Hospital; died July 26, aged 52. 

Pierson, Orra Atwood ® Woodward, Okla.; Keokuk 
(Iowa) Medical College, College of Physicians and 
Surgeons, 1903; served as county health officer 
and coroner; associated with the Memorial Hospi¬ 
tal; died July 31, aged 91. 

Rapp, Albert Grant, Amity\'ille, N. Y.; Cornell Uni¬ 
versity Medical College, New York City, 1929; 
fellow of the American College of Smrgeons; vet¬ 
eran of World War II; died July 30, aged 55. 


Richard, Robert Edwin ® Prosser, Wash.; George¬ 
town University School of Medicine, Washington, 
D. C., 1953; member of the American Academy of 
General Practice; certified by the National Board 
of Medical Examiners; interned at the Kings Count}’ 
Hospital in Brooklyn; served a residency at the 
Sacred Heart Hospital in Spokane; chief of staff of 
Prosser Memorial Hospital; died in McConnells- 
burg. Pa., July 20, aged 34. 

Ringena, Engelke Jansen ® Brooklyn, Iowa; State 
University of Iowa College of Medicine, Iowa City, 
1908; for many years served on the board of educa¬ 
tion in Brooklyn; died in the Community Hospital, 
Grinnell, July 7, aged 81. 

Samuels, Bernard ® New York City; born in Front 
Royal, Va., June 29, 1879; Jefferson Medical Col¬ 
lege of Philadelphia, 1907; specialist certified by 
the American Board of Ophthalmology; professor 
emeritus of clinical surgery (ophthalmology) at 
Cornell University Medical College, where he was 
appointed clinical instructor of ophthalmology in 
1914, subsequently becoming assistant professor 
and professor; veteran of World War I; member of 
the American Academy of Ophthalmology and 
Otolaryngology, of which he was past first-vice¬ 
president; member of the American Ophthalmologi- 
cal Society and Association for Research in Oph¬ 
thalmology’; fellow of the International College of 
Surgeons and the American College of Surgeons; 
in 1954 president of the 17th International Congress 
of Ophthalmology in New York; an honorary mem¬ 
ber of the Irish, French, and German ophthalmo- 
logical societies; in 1949 was elected to the e-xecu- 
tive committee of the National Society for the 
Prevention of Blindness; since 1942 consultant in 
ophthalmology at the New York Hospital, where 
for many years he was attending surgeon; asso¬ 
ciated witli the New York Eye and Ear Infirmary'; 
joint author with Dr. Adalbert Fuchs of “Clinical 
Pathology of the Eye”; died in Wiscasset, Maine, 
July 26, aged 80. 

Samuelson, L. Gordon, St. Peter, Minn.; University 
of Minnesota Medical School, Minneapolis, 1931; 
veteran of World War II; certified by the National 
Board of Medical Examiners; formerly practiced in 
Mankato; in 1955 accepted an appointment with 
the Minnesota State Department of Public Welfare 
as physician and surgeon at the St. Peter State 
Hospital, where he was recently appointed psy¬ 
chiatrist; died July 16, aged 55. 

Sanderson, Samuel Edward, Tacoma, Wash.; De¬ 
troit College of Medicine, 1896; died July 27, 
aged 86. 

Schiff, Nathan Samuel, Woodmere, N. Y.; Uni¬ 
versity of Illinois College of Medicine, Chicago, 
1916; associated with the Bellevue, New York 
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Post-Graduate, and Mount Sinai hospitals in New 
York City; died in Helsinki, Finland, July 25, 
aged 69. 

Senn Edward Waltham ® Owatonna, Minn.; Min¬ 
neapolis College of Physicians and Surgeons, 1906; 
died in the Owatonna City Hospital July 18, 
aged 78. 

Severance, Roscoe Dunham ® Syracuse, N. Y'.; born 
in Savannah, April 22, 1897; Syracuse University 
College of Medicine, 1920; specialist certified by 
the American Board of Orthopaedic Surgery; mem¬ 
ber of the American Academy of Orthopaedic Sur¬ 
geons; fellow of the American College of Surgeons, 
of which he was a governor; served as clinical pro¬ 
fessor of orthopedic surgery at the State University 
of New Y'ork Upstate Medical Center; associated 
with the Reconstrvrction Home in Ithaca and the 
Hospital of the Good Shepherd; past-president of 
the Syracuse Kiwanis Club, the Y'MCA, and the 
Syracuse University Medical Alumni Association; 
died in Clayton July 80, aged 62. 

Shelby, Mitchell Hudson ® Cape Girardeau, Mo.; 
Vanderbilt University School of Medicine, Nash¬ 
ville, Tenn., 1914; sers'ed as secretary of the Cape 
Girardeau County Society for Crippled Children 
and Adults; associated with the St. Francis and 
Southeast Missouri hospitals; died July 29, aged 68. 

Shinbach, Chester Coleman ® Columbus, Ohio; 
Ohio State University College of Medicine, Co¬ 
lumbus, 1930; specialist certified by the American 
Board of Orthopaedic Surgery, Inc.; member of tire 
American Academy of Orthopaedic Surgeons; in¬ 
structor in surgery (orthopedic) at his alma mater; 
associated with the Grant and Children’s hospitals; 
died July 30, aged 51. 

Shull, Samuel David ® Chambersburg, Pa.; Medico- 
Chirurgical College of Philadelphia, 1908; also a 
pharmacist; for 24 years served as Franklin Coimty 
coroner, retiring from that post in 1956; for 15 years 
examiner and medical adviser for the Selectiv'e 
Service; associated with the Chambersburg Hos¬ 
pital; a member and past-president of the Rotary 
Club; died in the Chambersburg Hospital July 21, 
aged 78. 

Slack, James Aylmer ® Florence, Ala.; Medical 
Department of Tulane University of Louisiana, 
New Orleans, 1905; veteran of World War I; died 
in the Eliza Coffee Memorial Hospital July 19, 
aged 76. 

Slaughter, Guy Peter, Winslow, Ariz.; University 
of Nebraska College of Medicine, Omaha, 1937; 
interned at Bishop Clarkson Memorial Hospital in 
Omaha; served a residency at tlie City Hospital 
and University Hospital in Cleveland; in 1941 


named field consultant to the Arkansas State Board 
of Health; veteran of World War II; died July 12, 
aged 47. 

Sloan, Robert ® New Hartford, N. Y.; University 
and Bellevue Hospital Medical College, New Y’ork, 
1913; past-president and treasurer of the Oneida 
County Medical Society; charter member of the 
Utica Academy of Medicine; served as chairman 
of the committee on maternal welfare in Oneida 
County, and for six years on the school board of 
Utica; for many years associated with St. Luke’s 
and Faxton hospitals in Utica; died in the Oneida 
City Hospital, Oneida July 13, aged 67. 

Smeltzer, Dave Harvey ® Charlotte, N. C.; Duke 
University School of Medicine, Durham, N. C., 
1950; interned at the Charlotte Memorial Hospital, 
where be served a residency; veteran of World 
MYir II; member of the Ameiican Academy of 
General Practice; died in the Mercy Hospital July 

22, aged 37. 

Steinhardt, Ernest Henry ® Pueblo, Colo.; the 
Hahnemann Medical College and Hospital, Chi¬ 
cago, 1913; veteran of the Spanish-American War; 
retired plant physician for the Colorado Fuel & 
Iron Corporation; at one time on the staff of the 
Colorado State Hospital; died July 28, aged 82. 

Sternberg, Joseph Edward ® Quincy, Mass.; Bos¬ 
ton University School of Medicine, 1909; at one time 
on the staff of the Massachusetts Memorial Hos¬ 
pitals in Boston; died in Dennisport July 13, aged 85. 

Stewart, Alexander, St. Paul, Minn.; McGill Uni¬ 
versity Faculty of Medicine, Montreal, Que., Can¬ 
ada, 1909; specialist certified by the American 
Board of Pediatrics; member of the American Acad¬ 
emy of Pediatrics; served in tlie medical corps of 
the Canadian Army during World War I; asso¬ 
ciated noth Ancker, St. Luke’s, Miller, and Chil¬ 
dren’s hospitals; died in St. Joseph's Hospital Julv 

23, aged 75. 

Stewart, Thomas J., St. Louis; Mehany Medical 
College, Nashville, Tenn., 1904; died in Hollis, 
N. Y., July 17, aged 84. 

Stiehl, Elmer Philip, Belleville, Ill.; Washington 
University School of Medicine, St. Louis, 1908; for 
many years county physician; served as district 
superintendent for the Illinois State Health De¬ 
partment; president of the Stiehl Drug Company; 
died July 25, aged 73. 

Tribou, Howard Arthur ® Commander, U. S. Navy, 
retired, Rockport, Maine; Harvard Medical School, 
Boston, 1912; fellow of the American College of 
Surgeons; veteran of World War 1; entered the 
U. S. Na\y in 1912; retired on Feb. 1, 1941; died 
July 22, aged 74. 
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FOREIGN LETTERS 



BRAZIL 

Sterilit}'.—Dr. C. A. Ferreira, of the Institute of 
G^Tiecology of tlie National Rio de Janeiro Univer¬ 
sity (An. hrasil. ginec. 48:23, 1959) studied a series 
of 722 sterile women. About 40% of the women had 
been married hvo to six years, 84 (11.6%) had been 
married twice, and 4 (0.5%) three times. The age of 
the women varied from 15 to 46 (average 28.1) 
years. The prognosis for treatment varied in inverse 
ratio to the age of the patient. Of the 722 women 
357 (49.4%) had primary sterility, 280 (38.8%) sec- 
ondar)' sterility, and 85 (11.8%) had repeated abor¬ 
tions. Huhner’s test of 523 husbands gave satisfac- 
torjf results in 329, poor results in 108, and negative 
results in 86. A spermatogram was made of 104 
liusbands and of these 55 gave normal results, 21 
showed oligozoospermia, 2 necrozoospermia, and 
26 azoospermia. The sterility in 102 cases was due 
to the husband, in 60 it was due to cervical dis¬ 
eases, in 25 to systemic conditions, in 126 to tubal 
affections, in 95 to ovarian diseases, in 80 to hor¬ 
monal factors, and in about 160 to inflammatory 
processes. Of 164 women who were treated to 
correct the cause of the sterility', 24 (14.6%) became 
pregnant. 

Acute Arterial Obstruction of Extremities.—Dr. 
H. M. Coelho and co-workers (Rev. paulista med. 
54:167, 1959) reported a series of 20 acute vascular 
obstructive accidents. Only one similar case had 
l^een reported in Brazilian literature. Seven of their 
patients were men and 13 were women and their 
ages varied from 21 to 82 (average 42.5) years. 
E.xcept for one case caused by a dissecting aneu- 
lA'sm of the aorta and another by arterial trauma 
(intra-arterial transfusion) all were caused by em¬ 
bolism. Among those with embolism there was a 
predominance of patients (seven) who had pure 
mitral stenosis with auricular fibrillation. In two of 
these the emboh'c accident was the reason the 
patient sought medical attention as the cardiac 
sxTnptoms were minimal. In two patients tlie em¬ 
bolism occurred during mitral commissurotomy. 
According to the site, the 23 obstructions (timee 
patients had more than one) were distributed as 
follows: a.xillar)' artery 4, brachial artery 3, bi¬ 
furcation of the aorta 5, iliac arter}' 4, femoral 
arter)' 5, and popliteal artery^ 2. 

Of the five patients operated on within less than 
eight hours of tlie onset of symptoms, one died of 
surgical shock two hours after the embolectomy. 

The items in these letters are contributed by regular correspondents 
in the various foreign countries. 


the other four having been successfully operated on 
with reestablishment of the arterial circulation. 
One of these patients was in good condition seven 
months after the aortic embolectomy, which was 
performed 10 hours after a mitral commissurotomy. 
One patient died of an intrapericardial dissecting 
aneurysm and cardiac tamponade just after tlie 
operation. One patient died 15 days after mitral 
commissurotomy but at autopsy the cause of death 
could not be determined. Another patient died 
suddenly six days after embolectomy, probably 
from cerebral embolism, as the postoperative anti¬ 
coagulant treatment was inadequate. The authors 
concluded that the high case fatality rate (45%) was 
due to delayed recognition. They, therefore, stressed 
the importance of early diagnosis and treatment. 

COLOMBIA 

Malarial Hepatitis.—Dr. Penuela and co-workers of 
Bogota reported at the ninth Colombian Conven¬ 
tion of Gastroenterology in Cucuta in May a series 
of eight patients fulfilling tlie following criteria: 
blood smears were positive for one or more species 
of plasmodium, no antimalarial treatment had been 
used, and no other disease that could cause liver 
damage was present. Needle biopsy of the liver 
and liver function tests were performed on each 
patient. In every one of these the liver function 
tests were abnormal, and all the biopsy specimens 
revealed pathological impairment of the liver. The 
authors concluded that in malaria there is always 
liver involvement. 

Primary Lymphosarcomas of the Digestive Tract.— 
At the same meeting, Drs. R. Gutierrez and A. Par¬ 
ra of Bogota reported on a series of 33 patients 
with primary lymphosarcomas of the digestive 
tract. The ratio of the incidence in men and wom¬ 
en was 2:1 and it occurred chiefly in the fifth dec¬ 
ade of life. The most frequent signs and symptoms 
were anemia, weight loss, and superficial adenopa¬ 
thies. Invasion of the digestive tract was manifested 
by abdominal pain (61%), palpable mass (50%), 
and nausea and vomiting (37%). Death was caused 
by cachexia, toxemia, or hemorrhage. The most 
useful diagnostic methods were biopsy of super¬ 
ficial lymph nodes, laparotomy with biopsy of ab¬ 
dominal organs, and radiologic study. Once the 
diagnosis was established the average survival was 
11% months. 
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Postgastrectomy Syndrome in Gastroduodenal Ul¬ 
cers and Cancer,—At tl)e same meeting, Dr. J. Va¬ 
lencia and C. E. Louis, of Caracas, Venezuela, 
reported a series of 500 patients on whom gastrec¬ 
tomy was performed because of cancer or peptic 
ulcers. E.xtensive subtotal gastrectomy (70% of the 
stomach) was recommended for treatment of gas¬ 
tric ulcers that did not heal after four to six weeks of 
medical treatment. Complicated or intractable duo¬ 
denal ulcers should also be treated by extensive sub¬ 
total gastrectomy. Gastric cancers were not helped 
by subtotal or total gastrectomies and most of these 
patients died less tlian five years after operation. 
As surgery is the only treatment possible, the best 
operation is extensive subtotal gastrectomy with 
resection of the spleen and regional lymph nodes. 
The most adequate subtotal gastrectomy is that 
which elimiivates completely the pyloric antrum 
and part of the fundus, leaving a short afferent 
loop by which the dumping syndrome is overcome. 
Since extensive subtotal gastrectomies have been 
used, postoperati\’c peptic ulcers and their com¬ 
plications has’c been rare. 

Strongyloidiasis.—At the same meeting, Dr. A. Rivas- 
Gomez of Caracas, Venezuela, reported a series of 
52 patients infected with Strongyloides stercoralis. 
Of these 44 complained of abdominal pain, 39 of 
chronic diarrhea, and only 1 had a dysenteric syn¬ 
drome. Abdominal pain was localized in the um¬ 
bilical region in 20, but in only 13 was it localized 
in the epigastrium. The diagnosis was made by 
demonstrating motile lars'ae in the stools. Radio- 
logic study of the intestinal tiact was rewarding 
if attention was paid to hypotony and hypokinesis 
of the intestinal tract structure of the valvidac 
conniventes, fragmentation of the barium meal, es¬ 
pecially in the jejunum, and the existence of seg¬ 
mentary stenosis of the small intestine. In 14 pa¬ 
tients the radiologic findings u'ere the same as 
those described in patients with intestinal malab¬ 
sorption. Ulcerative rectocoiitis occurred when the 
parasites invaded the colon and disappeared after 
treatment. Nine patients had duodenitis. With the 
use of chlorbelamide the author u'as able to clear 
90% of his patients’ stools of larvae. 

DENMARK 

Lupus Erythematosus Disseminatus.—Dr. J. Bichel 
and co-workers (Vgeskrift for laegcr, June 11, 
1959) studied a series of 17 patients with lupus 
erythematosus disseminatus. They paid special at¬ 
tention to the L. E. cell phenomenon. Typical 
L. E. cells were found in 14 of these patients but 
were absent in 274 serums of another 51 patients 
who had rheumatoid aitlrritis. In only two patients 
was the test positive in the absence of clinically 


well-defined lupus eiythematosus disseminatus. 
With regard to the modern treatment of this dis¬ 
ease with chloroquine or a steroid, no claim for a 
radical cure could be made, and it was uncertain 
to what extent tliey could prolong life, but all 
agreed that steroids had a striking and rapid effect 
on the acute manifestations of the disease, tem¬ 
porarily suppressing them completely. By shunt¬ 
ing it out of a phase threatening life into a quies¬ 
cent state, steroids could avert secondary infections 
and the sequels of prolonged fever. Of the patients 
in this series 13 were in a state of clinical remis¬ 
sion when last seen. Eight of them continued to 
reccis'e treatment with a steroid and chloroquine. 

Imipramine for Depressions.—Drs. K. Fotel-Ander- 
sen and E. Geert-Jorgensen (Ugeskrift for laegcr, 
July 9, 1959) used imipramine to treat 100 patients 
who had endogenous depression. Therapy started 
with 25 mg. twice daily with a gradual rise to a 
maximum of 300 mg. daily, then a daily reduction 
b)' 25 mg, so that in the course of 20 days a main¬ 
tenance dosage of 25 mg., three or four times daily, 
was reached. The drug was given by intramuscular 
injection, b\' mouth, or by a combination of the 
two. The largest doses often provoked a sense of 
drymess in the mouth and severe sweating. Giddi¬ 
ness, lassitude, tremor of hands, and palpitation of 
the heart were also observed, and the risk of acute 
hallucinations seemed to rise with the age of the 
patient, but on the whole side-effects were rare 
and relatively unimportant. Sixty patients achieved 
a complete remission, and 17 were much improved. 
Treatment with this drug compai'ed well with 
shock treatment. 

Social Problems of Epilepsy.—While it is com¬ 
monly assumed that 3.5 per thousand of a coun¬ 
try's population are epileptics. Dr. E. Kiorboe (Nor- 
disk medicin, June 11, 1959) found this to be an 
underestimate as far as Denmark is concerned, for 
with its population of 4,500,000 it has about 25,000 
epileptics. In view of the effectiveness of the medi¬ 
cal treatment of epilepsy, a reduction of this num¬ 
ber might have been anticipated, but in 1935 only 
811 epileptics were receiving pensions from the 
public authorities, whereas the corresponding fig¬ 
ure lor 1955 was 1,317. In other words, the epilepsy 
pensionable rate rose from 0.22 to 0.30 per thou¬ 
sand between these two years, y’et the ratio of 
epilepsy to other pensionable ailments remained 
constant during the same period, being 2.5%. 

One reason the success of medical treatment was 
not better reflected in statistics is that the average 
life of epileptics has been prolonged. Again the 
psychic deterioration to which an epileptic may 
have succumbed is but little influenced by’ modern 
drugs. To be sure the epileptic is no longer so 
heavily drugged into apathy by bromides and other 
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depressants, but, while modern drugs achieve the 
suppression of actual attacks of epilepsy, they often 
fail to cure its mental ill-effects. Epileptic attacks 
M'ere the cause of only 18 of the 12,000 trafBc and 
similar accidents dealt with by the Odense Gen¬ 
eral Hospital in 1954. Kiorboe concluded that in 
Denmark the gravely afflicted epileptic is well 
cared for, and the lightly afflicted patient can well 
care for himself, whereas the intermediate group 
is still in great difficult)' in a modem community 
in which there is less and less room for the worker 
who is slow to adjust himself to the quickened 
rhythm of the mechanical age. 

Sanatorium Treatment of Nemoses.—In 1951 the 
Montebello Sanatorium was opened for the treat¬ 
ment of various neuroses, care being taken to 
scrutinize the applications for admission carefully 
to avoid blocking entry to it by a long waiting list. 
Even so, the average wait has been about two 
months. Dr. T. Ostergaard (Nordisk medicin, 
June 11, 1959) studied the results achieved by 
occupational therapy and psychotherapy in the 
first two years of tire existence of this institution. 
About 67% of the 1,059 patients treated and dis¬ 
charged were women, and most of diem were 
comparatively young, only 16 being over 60 years 
of age. On discharge 45% were much improved, 
and 41% were moderately improved. A follow-up 
questionnaire was sent in 1955 to the 911 patients 
who were improved and was answered by 748 of 
them; 531 or 71% reported lasting improvement. 
In the remaining 29% there had been no improve¬ 
ment or it had been transient. The results were 
slightly better for the men than for the women. 
Heredity and environment did not have the dele¬ 
terious effects anticipated, but the frequency of 
good results fell with the duration of illness, those 
faring best whose illness had lasted less than 
three years. 

Renal Tuberculosis.—Drs. E. Halkier and J. Meyer 
(Danish Medical Bulletin, June, 1959) treated 90 
patients who had renal tuberculosis with dihydro¬ 
streptomycin, para-aminosalicylic acid, and isonia- 
zid. After six months of this treatment 82 patients 
had ceased to discharge tubercle bacilli in the 
urine. Of the remaining eight patients, three re¬ 
quired nephrectom)'. The authors concluded that 
six months of this triple treatment is sufficient to 
effect a cure in tlie overwhelming majorit)' of pa¬ 
tients in whom renal tissue is still intact, but to 
this generalization must be added the admonition 
tliat physicians or departments intending to under¬ 
take the treatment of renal tuberculosis must con¬ 
sider beforehand whetlier tliey have at their dis¬ 
posal the necessar)' knowledge, patience, and lab- 
orator)' facilities for the control which is required 
over the years. 


FRANCE 

Appendix Graft in Replacement of the Ureter.- 
At the meeting in April of the Academy of Surger)', 
Dr. Kuss and co-workers presented the case of a 
29-year-old man, the lumbar portion of whose 
ureter was resected by accident during the course 
of a sympathectomy performed because of arteritis. 
The authors used the appendix to form a graft, and 
an end-to-end anastomosis was performed. The 
urography performed six months after the oper¬ 
ation showed a well-functioning kidney. It is still 
too early to forecast the future of the graft. The 
choice of the appendix as a graft of the ureter 
seems to be unique. 

Arterial Changes in Atherosclerosis.—J. Loeper 
measured the potassium and silicon levels in normal 
and atheromatous arteries (Information medicale 
et paramedicale, April 7, 1959). The value of the 
silicon in normal arteries was 8 mg.% in infants and 
6 mg.% in adults. In atherosclerosis there w'as a 
decrease in the content of silicon which dropped ■ 
2.2%. This decrease was marked even in moderately 
severe lesions. There was a parallel behveen tire 
importance of the lesions and the percentage of 
silicon. Conversely, between the lipid overloading 
and the fall in silicon there was a decline too 
marked for an e\'en minimal lipid overload. The 
calcium content, at the same time, increased. The 
potassium level in the arch of the aorta in normal 
subjects averaged 35 mg.%. This value decreased 
in atherosclerotic patients, but the decrease was 
not too great for a moderate lipid infiltration. On 
the other hand, it did not occur as early as tlie 
decrease of the silicon in the elastic fibers. The 
author believed that impairment of the elastic 
arterial tissue is an early lesion that may condition 
the appearance of atherosclerosis, which is not the 
simple mechanical consequence of subendothelial 
lipid infiltration. 

Etheromania.—Prof. H. Desoille (Encyclopedic 
Medico-chirurgicale) stated tliat etheromania is ob¬ 
served mainly in perverse, intensely witlidrawn 
subjects. The dose of ether inhaled or ingested may 
reach one liter per day. This type of intoxication is 
characterized by sudden onset and rapid disappear¬ 
ance. Thus, several bouts a day are possible. It 
appears in a form characterized by motor e.xcite- 
ment and aggressiveness which may be erotic and 
an ecstatic form which may be associated with 
hallucinations, paresthesias, and eroticism. The 
acute intoxication may result in epileptiform sei¬ 
zures without the aura. Death is possible during 
one of these bouts. Subacute into.\ication reminds 
one of the delirium tremens of alcoholics except 
tliat, while the latter is overcome by fear, the 
etheromaniac is aggressive. Other complications 
such as the impulse to set fire, to break, and to kill 
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are common. The ti'eatment requires admission to 
a health center. The withdrawal is facilitated by 
the absence of a state of need but the recovery 
from this toxicomania remains uncertain because 
of underlying personality defects. 

Psychoanalysis and Automobile Accidents.—R. Held 
(Quest medical, April 25,1959) stated that the tense 
driver uses his automobile to satisfy his aggressive 
impulses or to e.xpress his guilt feelings. This 
tendency, most marked in the obsessed, exists also 
in normal subjects and explains some othenvise 
une.vplainable beha\’ior. A similar aggressiveness 
becomes manifest in pedestrians at road crossings 
because of a feeling of defiance toward the drivers 
in order to show whose is the right of precedence. 
Badly integrated aggressi\'eness constitutes the 
most frequent motivation. It manifests itself either 
against someone else, against vehicles being driven, 
or against the dri\’er himself. 


INDIA 

Mental Health.—Speakers at a symposium agreed 
on the need for a mental health serr'ice with 
regional branches. There are few mental hospitals 
in the country and many are remodeled jails, a fact 
about which one psychiatrist has complained. Dr. 
H. Richards of the World Health Organization said 
that no new discover^' can reduce the importance 
of sympathetic understanding of the mental patient. 
The emphasis in any mental health service should 
be on prevention and eai'lj' treatment. Outpatient 
mental care should be widespread. Dr. S. Datta-Ray 
said that the proposed mental health sendee need 
not be based on the Western pattern, where the 
emphasis is on bigger hospitals. Recent medical 
discoveries have reduced the patient’s period of 
hospitalization. He suggested that psychiatric clinics 
be attached to all large general hospitals. 

Goiter Control.—Two field suiwey units of the 
Ministrj' of Health are engaged in delimiting the 
areas of goiter endemicitj'. The ministry' hopes to 
determine the magnitude of the problem, supply 
iodized salt to inhabitants of the areas chiefly 
affected, and evaluate the results of iodine prophy¬ 
laxis. Only iodized salt will be made available in 
the endemic areas. The price will be the same as 
that for ordinarx' salt. The cost of iodization will be 
met by the government. The United Nations In¬ 
ternational Children’s Emergency Fund (UNICEF) 
will provide an iodization plant capable of process¬ 
ing 70 tons of salt per day or enough for a popula¬ 
tion of 2,750,000. The UNICEF will also lend two 
of its vehicles for the survey teams. The World 
Health Organization will furnish technical advice 
and guidance. Endemic goiter associated w-ith 
cretinism, deaf-mutism, and various other grades 


of physical and mental deterioration is prevalent 
in some regions of India. About 9 million persons 
are affected with goiter in India. 

Hereditary Spherocytosis.—Chatterjea and Ray re¬ 
ported a series of seven patients with hereditary 
spherocytosis (/. Indian M. A. 33:1 [July 1] 1959). 
This condition is very rare. The age of these pa¬ 
tients varied from 2% to 26 years. The onset of 
symptoms was insidious, with weakness, pallor, 
anemia, jaundice, and splenomegaly. Symptoms 
were present for one to five years before die patients 
sought treatment. Two had had three or four attacks 
of fever which was irregular and lasted for about 
a week. In one patient the diagnosis was made dur¬ 
ing a “crisis.” He had an associated vascular pseudo- 
hemophilia and a deficiency of antihemophilic 
globulin factor. Two patients who complained 
chiefly of fatigability and weakness of four to five 
years’ duration were found to have spherocytosis 
during family study. They also had attacks of 
epistaxis due to vascular pseudohemophilia. All 
except hvo had jaundice. Splenomegaly and 
hepatomegaly were present in all. Leg ulcers or 
enlarged lymph nodes were not found in any 
patient. 

The hemoglobin level varied from 5.8 to 12.76 
Gm. per 100 ml, the packed cell volume (PCV) 
from 17 to 38%, the mean corpuscular- volume 
from 97 to 113, and the mean corpuscular hemo¬ 
globin concentration from 30 to 38%. The reticulo¬ 
cyte counts were 2.5 to 25.0% and tire total white 
blood cell counts ranged from 5,400 to 15,300 per 
cubic millimeter. A variable number of the charac¬ 
teristic microspherocytes were present in the 
peripheral blood in all patients along xvith large¬ 
sized erj'throcytes which thus showed a two-cell 
type population. A few immature cells were formd 
in two patients with moderate anemia. Platelet 
counts were -within normal limits. The osmotic 
fragility of the red blood cells was increased in all 
patients. Mechanical fragility was increased in 
some. Fetal hemoglobin level was raised in one 
patient only. The plasma hemoglobin level was 
normal, results of Coombs’ test were negative, and 
cold agglutination titers were normal in all patients. 
Paper electrophoresis of hemoglobin showed a 
normal pattern. 

Examination of the marrow revealed hypercellu- 
larity with normoblastic hyperplasia in four patients 
and a normal myelogram in one. In three patients 
with a liistory of epistaxis and bleeding from the 
gums, the bleeding time was prolonged and tire 
plasma protlirombin level was normal. Protluombin 
consumption was depressed in one patient. Roent¬ 
genograms of the skull and long bones showed 
generalized mottling of tire skull ond osteoporosis 
in the hand. Cholecystograms in two patients 
showed no abnormality. Family study was made of 
available parents, siblings, and other close relatives. 
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The father of one patient sliowed a significant num¬ 
ber of spherocytes in peripheral blood w'ith in¬ 
creased osmotic fragility of the erj'throcytes. 
Similar findings were obtained in tlie father and 
brother of another patient. Three other patients 
were brothers. Their fathers blood showed sphero¬ 
cytes and increased osmotic fragility of the 
eiy’tlirocytes, and their mother had a history of 
epista.Nis and menorrhagia but no spherocytes. The 
mother of the sixth patient and father of the seventh 
had spherocytes and increased osmotic fragility of 
the erj'throcytes. Splenectomy was performed on 
two patients with good immediate response. Hemo¬ 
globin level and PCV increased and normal blood 
findings were still present nine montlis after opera¬ 
tion. Reticuloc)i:es and plasma bilirubin attained 
normal values in both but the spherocytes per¬ 
sisted. 


SWEDEN 

Serum Haptoglobin.—In the Scandinavian lournal 
of Clinical and Laboratory Investigation ([supp. 1] 
11:169, 1959) Margareta Nyman reported on some 
aspects of tlie variation in the concentration of 
haptoglobin, tire globin-binding serum protein frac¬ 
tion. A new electrophoretic method for determining 
haptoglobin based on direct determination of hemo¬ 
globin-binding capacity of the serum (HbBC) at 
physiologic pH u'as introduced. In serums from 277 
normal blood donors tlie haptoglobin concentration 
was found to vary behveen 28 and 192 mg. per 100 
ml., while no appreciable fluctuation w'as found in 
the individual haptoglobin level of healthy subjects. 
Tlie findings of a significantly higher haptoglobin 
level in males tlian in females could be e.xplained 
by the observation that administration of androgens 
increased and administration of estrogens decreased 
the haptoglobin concentration. Variations in the 
haptoglobin level during the menstrual cycle 
seemed to be negatively correlated with the estro¬ 
gen content of the blood. As a rule haptoglobin 
could not be demonstrated in serums from new¬ 
born infants but appeared to reach normal concen¬ 
tration within a month. No systematic variation in 
HbBC was found with age. 

Venesection and subsequent increase of eiqihro- 
poiesis did not appear to influence the serum 
haptoglobin level. The haptoglobin level rose rap¬ 
idly in conditions with inflammatoiy^ reactions 
and/or fever. The fact that an increase in the 
haptoglobin level w'as observed eight hours after 
injection of dead Escherichia coli appeared to sug¬ 
gest that connective tissue damage with or without 
an inflammatory' reaction w'as not the only factor 
capable of stimulating haptoglobin symthesis. There 
appeared to be a striking similarity behveen tlie 
metabolism of fibrinogen and haptoglobin in acute 
infections. 


Analysis of a series of patients with carcinoma 
without other diseases or treatment show'ed both 
high and normal haptoglobin values. Aseptic in- 
flammatoiy reactions in connection with carcinoma 
increased the haptoglobin response. Haptoglobin 
determinations proved to be of limited value in the 
diflFerentiation between hepatocellular and biliaiy 
tract disease. It was apparent from the results that 
in clironic as w'ell as in acute hepatocellular failure 
the concentration of the circulating haptoglobin 
was, as a rule, depressed. A certain correlation w'as 
found behveen the haptoglobin level, the degree of 
splenomegaly', and the carbon monoxide hemoglo¬ 
bin concentration in tlie blood wdiich supported the 
\iew' that the depressed haptoglobin level was due 
at least in part to an increased hemoglobin 
catabolism. 

An increased estrogen content in the blood and 
possibly partial degradation of haptoglobin owing 
to liver cell failure might contribute to the decrease 
observed in the HbBC. The possibih'ty of a negative 
correlation behveen the haptoglobin level and the 
degree of fibrinolysis w'as suggested by the results 
of an analysis of the mononucleosis series. The 
author concluded that the determination of the 
haptoglobin level w’as of value as a general test for 
the presence of active disease, in the investigation 
of hematologic disorders, and as supplementary' 
information in the differential diagnosis of hepato¬ 
biliary disease. 

Diabetes.—Nils Tornblom (Acta mod. scandinao. 
164:23-37, 1959) gave 2, 2-bis v.--'-’-;: ’ ■ 
1-dichloroethane (DDD) to ' ' i '1' '■'S 

w'ho had hy'perpolysaccharidemia and signs of 
hyaline vascular changes in the kidneys, w'ith the 
object of reducing adrenocortical function and of 
lowering the serum poly'saccharide level. Two of 
those whose renal injuries were already grave when 
DDD administration w'as begun died w'ithin a year. 
Medication had to be discontinued in one because 
it made the patient retch. For the remaining nine 
patients the percentage reduction in the number of 
eosinophil granulocytes follow’ing ACTH adminis¬ 
tration diminished during DDD medication indi¬ 
cating that the latter affected the adrenal cortex. 
The serum hyperpolysaccharidemia was markedly 
reduced. Impairment of \'isual acuity occurred in 
most of the patients. The inulin and para-amino- 
hippuric acid clearances remained unchanged for 
18 months and tlien declined slightly. A few pa¬ 
tients felt nauseated after taking DDD. No other 
side-effects were observed. Signs of serious hepatic 
damage were not seen. 

Cardiac Patients and Pregnancy.—Hjordis Robbe 
(Acta obst. et gijnec. scandinav. 38:1-61, 1959) ex¬ 
amined 28 women w’ho had different ty'pes of heart 
disease, during pregnancy, labor, the puerperium, 
and about eight months after delivery. During 
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pregiiancy the total blood volume and total hemo¬ 
globin showed the same mean increases as in nor¬ 
mal pregnant women. Four weeks after delivery' 
stationary' and normal values were found. The 
mean hemoglobin concentration was normal during 
and after pregnancy. The increase in heart volume 
measured radiographically was slightly', but not 
significantly’, greater in the cardiac patients than in 
normal women. After delivery the heart volume of 
the cardiac patients dimini.shed more .slowly than 
that of normal women and stationary values were 
not found until several months after delivei 7 . 

The physical working capacity’ in the groups of 
patients with septal defects, pulmonary stenosis, 
and aortic vascidar disease remained nearly con¬ 
stant during and after pregnancy except in two 
patients who had toxemia. In those with mitral 
valvular disease alone or combined with aortic 
valvular disease there was a higher mean pulse-rate 
response to any particular work load during preg¬ 
nancy as compared with that in the nonpregnant 
state thus implying a diminished physical working 
capacity' during pregnancy in these patients. The 
author concluded that in addition to the usual 
clinical e.xamination of the cardiac patient during 
pregnancy serial examinations of the working ca¬ 
pacity', blood volume, and heart volume were of 
practical diagnostic and prognostic value. 

Injury to Ureters and Bladder in Gynecologic Sur¬ 
gery.—Accidental injuries of the ureters and the 
bladder are the most distressing complications of 
gy'necologic operations. Bentsson and Ingemans- 
son {Acta ohst. et gynec. scandimv. 88:68-81, 1959) 
reported that of 5,400 major operations performed 
at the Women's Clinic of the Sabbatsberg Hospital 
in Stockholm 25 primary' injuries of the bladder 
were recognized. This was an incidence of 0.5%. 
All of these injuries were treated by primary suture 
and all healed without complication. To decrease 
the incidence of ureteral injuries in gy'necologic 
operations the most important measure is a careful 
dissection. 

In hysterectomy it is advisable to separate the 
bladder from tire cervLx in an early stage of the 
operation and simultaneously to prepare the para- 
metrial vessels, pushing the ureters laterally. In 
difficult adnexal operations it is well to make a 
peritoneal incision over the iliac vessels craniad to 
the adnexal tumor. In this situation the ureter 
would be easily recognizable and might be fol¬ 
lowed dow-n to the critical point in the operation. 
As a preventive measure ureteral catheterization 
might be used but it is often hard to know when 
an operation will be teclmically difficult. The 
method has certain drawbacks such as ureteral 
bleeding, infection, and sometimes the impossibility 
of inserting the catlreter if far advanced gynecologic 
tumors are present. The audiors concluded drat the 
repair of the ureter in dieir series had been success¬ 


ful when the implantation of the ureter was per¬ 
formed with Boeminghaus' technique and in pa¬ 
tients in whom the bladder flap technique rvas 
used. 

Abortion After Amputation of Cervix.—In oper¬ 
ations for uterine prolapse die cervix is routinely 
amputated to minimize the risk of recurrence. 
Sven Svennerud {Acta obsf. et gynec. scandinav. 
[supp. 1] 38:105-107, 1959) studied a series of 539 
patients who were operated on for uterine prolapse. 
Of these patients 151 were still in the childbearing 
age at the time of die operation and 15 became 
pregnant (total 24 pregnancies). In one of these die 
cervix had not been amputated which gave a total 
of 14 patients in whom this operation had been per¬ 
formed. Only 40% of the pregnancies went to term 
and 44% terminated in abortion or premature birth. 
The risk of abortion after amputation of the cervix 
was thus found to be over four times as high as in 
a nonnal series. 

Housewife’s Eczema.—Erik Skog {Nord. med. 
61:961-963 [June 25] 1959) studied 182 cases of 
housewife’s eczema, of which 73% were considered 
to be toxic contact dermatitis and the rest allergic 
contact dermatitis. In all instances the sites in¬ 
volved were the hands and/or forearms. The initial 
lesions were most frequently noted on the fingers, 
especially under the wedding ring (34 patients). In 
most patients the onset was between the ages of 
30 and 50 years. In those with allergic contact 
dermatitis the number of positive patch tests was 
highest for nickel sulfate, hand lotions, turpentine, 
formalin, and potassium bichromate. In die sub¬ 
jects sensitive to nickel it was found that in more 
than half die dermadtis had started under clasps 
containing nickel. The toxic contact dermatitis was 
considered to be caused by' washing powders and 
detergents, mostly by their enhancement of the 
irritating effect of other commonly used household 
substances, such as solvents, floor polish, shoe pol¬ 
ish, fish, meat, and fruit juices. 

Dysmenorrhea and Absenteeism.—Sven Svennerud 
{Acta obst. et gynec. scandinav. [supp. 2] 38:1-116, 
1959) studied a series of 890 working women aged 
14 to 44 years. Dysmenorrhea was noted in 30.9%. 
In 16.8% it was nondisabling, in 8.3% it was some¬ 
times disabling, and 5.8% it was regularly disabling. 
In a further 7.4% previous dy'smenorrhea had 
ceased before the y'ear of tlie investigation. Dy's- 
menorrliea was most common (46.3%) in the 20-to- 
24-year age group. In that group tiie menstrual 
pain was sometimes disabling in 15% and regularly 
disabling in 8.9%. After 25 years of age the fre¬ 
quency of dysmenorrhea decreased rapidly and 
more rapidly among the married women. In about 
11% dysmenorrhea was secondary' to pelvic changes. 
The frequency of dysmenorrhea was not found to 
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be influenced by environmental or emotional fac- 
tor.s but was the same in such widely diflFerent occu¬ 
pations as factory workers, actresses, and athletes. 

D)'smenorrhea often disappeared after preg¬ 
nancy, independent of such factors as civil status 
and the result of the pregnancy. Factory workers 
were away from work on an average 28.8 days a 
year for all causes. The corresponding figure for 
■ office v'ofkers was 10.6. Absence because of d 3 'S- 
menorrhea represented only 1.1 and 0.3 days re¬ 
spectively. Total absence including absence be¬ 
cause of illness varied to some extent with age but 
to a much greater extent with civil status, the 
married women being away from work about 10 
da^'s per year more than the unmarried women. 
Absence because of dysmenorrhea accounted for 
3.7% of the total absence for factory workers and 
2.5% for office workers and was not greater than 
absence without permission. 

Children of Mothers Aged 42 and Over.—In a sam¬ 
ple of 1,030 mothers aged 42 and over the total inci¬ 
dence of malformations among the children was 
4.5%, as reported by Lindsten and Hagert (Nord. 
med. 61:753-756 [May 14] 1959). In this series were 
9 pairs of twins and 1 set of triplets, a total of 1,041 
children. In a total of 47 malformations, there were 
22 cases of mongolism. The incidence of malforma¬ 
tions was 45.1 per 1,000 births for mothers over 42 
years of age, as compared to 13.4 for mothers of all 
ages. No influence of parity and age of the father 
could be demonstrated. 

Pelvic Arteriography in Tubal Pregnancy.—Hrisnii 
Ozaras {Acta radio]. 51:257-265 [April] 1959) studied 
a series of 37 women with tubal pregnancy. The 
duration of the pregnancy calculated from the first 
day of the fast menstrual period varied between 35 
and 210 daj's. In 26 of the 37 women with tubal 
pregnancy tire uterine artery on the side of the 
affected tube was seen to, give off one or more 
adnexal branches. Adne.xal branches of the con¬ 
tralateral uterine artery' were identified in 14 of 
these patients. In 20 of the 26 patients in whom 
adnexal branches of the uterine artery on the side 
of the affected tube were visible they were seen to 
diwde into several branches. In 11 of these they 
were found to be arched. On the other side the 
adnexal branches were obserx'ed to ramify in rare 
e.xceptions onh', and in none were they found to be 
arched. 

Placental sinuses were filled with a contrast me¬ 
dium in 28 patients. In 26 they were seen to lie 
outside the uterus; in 11 patients draining veins 
were seen to arise from the placenta; in 3 of them 
the veins filled early in tire arterial phase which 
suggested the presence of arteriovenous fistulas; 
and in tire remainder tliey' filled late or after the 
arterial phase. In 3 of the 37 patients unth tubal 
pregnancy a corpus luteum of pregnancy was iden¬ 


tified on the side of the nonaffected tube. In two 
the blood supply of the latter was derived from 
one ovarian artery. The author concluded that the 
demonstration of placental sinuses outside the 
uterus was proof of ectopic pregnancy. The differ¬ 
ential diagnosis from intrauterine pregnancy might 
be difficult because the corpus luteum of pregnancy 
might occasionally be visible outside the uterus 
and might then be confused with ectopic preg¬ 
nancy. Familiarity with these arteriographic ap¬ 
pearances will aid in correctly differentiating be¬ 
tween the two conditions. 

Lidocaine for Epilepsy.—The effect of intravenous 
injections of lidocaine on patients with epilep¬ 
tic seizures, mainly grand mal and jacksonian at¬ 
tacks, was studied in a series of 52 patients of 
whom 27 were admitted with a diagnosis of cere¬ 
bral tumor, 18 of epilepsy, 6 of acute brain damage, 
and 1 of acute encephalitis, by Einar Bohm (Word. 
med. 61:885-889 [June 11] 1959). Lidocaine with¬ 
out epinephrine was given either in a single injec¬ 
tion or by intravenous drip. Those seizures that 
responded to treatment ceased immediately after 
the injection without any influence on the degree of 
the patient’s wakefulness. Of 12 grand mal attacks 
in seven patients 11 were arrested with a single 
dose of lidocaine ranging from 0.5 to 3 mg. per 
kilogram of body weight. 

In 15 attacks of status epilepticus of the grand 
mal type in 12 patients lidocaine was given in doses 
betrveen 2 and 10 mg. per kilogram of body weight. 
Complete relief was obtained in seven patients. 
Smaller doses produced only partial relief. In two 
patients who received 8 mg. per kilogram of body 
weight the attacks occurred early in the postoper¬ 
ative course after extirpation of a brain tumor. In 
these patients only partial relief was obtained. 
Both patients had postoperative hematomas. Since 
treatment with lidocaine had no hypnotic effect tire 
diagnosis could be made early. At reoperation cere¬ 
bral edema with cerebromalacia was present in the 
operative area. The failure of obtaining relief in 
these patients might have been due to the fact that 
the lidocaine did not reach the brain structures 
concerned in sufficient concentration because of 
impaired circulation as a result of the increased 
intracranial pressure, or because of a local circu¬ 
lator)' disturbance in the operative area. 

The 36 jack'sonian attacks in 27 patients were 
treated with intravenous injections of lidocaine in 
doses ranging from 1 to 10 mg. per kilogram of 
body weight. Of these, 26 attacks were arrested 
with doses ranging behveen 1 and 5 ing. per kilo¬ 
gram of body weight. The 11 attacks that were not 
stopped occurred in four patients. In one patient 
in this series the convulsions were aggravated after 
injection of 2 mg. of lidocaine per kilogram of body 
weight. This patient had a glioma of the pons. In 
23 attacks of status epilepticus of the jacksonian 
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type in 21 patients lidocaine was given continu¬ 
ously in doses ranging from 1 to 10 mg. per kilo¬ 
gram of body weight. A blocking effect was ob¬ 
tained in 14 attacks with doses between 6 and 8 
mg. per kilogram of body weight. Smaller doses 
produced partial relief. Two patients who received 
8 and 10 mg. per kilogram of body weight an 
hour, respectively, without relief had postoperative 
hematomas. In some patients with myoclonic epi¬ 
lepsy and continuing local motor seizures admin¬ 
istration of lidocaine had no influence on the 
conr'ulsions. The site of action of lidocaine was 
presumed to be on a cortical level. 

UNITED KINGDOM 

Printing Strike Ends.—During the printing strike, 
which ended after seven weeks, tire BrifisTi Medi¬ 
cal Journal (BMJ) appeared every week with the 
help of nonunion printers. The strikers paraded 
nith placards asking doctors to boycott the BMJ. 
Some of them followed a van carrying journal 
sheets to a binding shop, which they put out of 
action. This caused a delay in publication, but did 
not prevent it, as the entire staff cooperated and 
worked 12 hours a day helping to produce the 
journal. Dr. Clegg, the editor, stated that he ruined 
two pairs of trousers in the cause and that the 
business manager singed his eyebrows in the print¬ 
ing foundry. At the beginning of the strike the 
BMJ committee considered getting the journal 
printed abroad as the Lancet did. This was printed 
in Germany and later in Paris, although in a much 
abbreviated form. The BMJ’s usual printers at 
St. Albans refused to print the journal in spite of 
Dr. Clegg’s plea that the weekly publication of 
the journal was essential for the health of the 
nation. 

Printers not in the union who were willing to 
produce the BMJ were eventually found just out¬ 
side London. Dr. Clegg called the secretary of 
one of the printing unions, who had declared in 
public that the printing of matters vital to health 
did not come under the ban of the strike, to see 
if he could help. The secretary said that as the 
journal was already being handled by nonunion 
labor his men could not possibly consider printing 
it. Although the BMJ appeared every week dur¬ 
ing the strike many difficulties were experienced. 
Distribution was delayed and vans containing 
printed .sheets, galleys of type, and journal covers 
had • to travel devious routes to avoid pursuing 
pickets. 

Abdominal Decompression in Labor.—A chance 
observation has resulted in a new technique that 
shortens the first stage of labor. During an inves¬ 
tigation of the source of electrical potential in 
labor, Heyns paralyzed the abdominal muscles 
with the relaxant succinylcholine and observed 


that the first stage of labor was surprisingly short¬ 
ened (J. Obst. Gijnaec. Brit. Emp. 66:220, 1959). 
He concluded that the uterus contracted more 
efficiently because it was no longer constricted 
by the tense abdominal wall. It assumed the me¬ 
chanically favorable spheroid shape uuthout the 
additional energy of overcoming the resistance 
of the abdominal muscles. Heyns then used an 
alternative method of relaxing the abdominal 
muscles by reducing the atmospheric pressure on 
the abdomen. Tests in a decompression chamber 
showed that pressure could be lowered without 
undue discomfort to the mother. Of 100 primi- 
gravida patients in whom decompression was be¬ 
gun early in labor, 50 became fully dilated in less 
than five hours, and 68 were delivered in less 
than seven hours from the time decompression 
was applied. In a second trial using improved ap¬ 
paratus 72% of the women were delivered wdthin 
five hours of starting decompression. 

Not only was labor accelerated, but pain, par¬ 
ticularly backache, was relieved. This was demon¬ 
strated by comparing successive contractions with 
and without decompression. There was some mild 
respiratory discomfort, but this was compensated 
by the relief of pain. The tendency for the mem¬ 
branes to rupture later than normally in patients 
treated by decompression suggested that it pro¬ 
duced a lower intrauterine pressure. Tlris should 
diminish the chance of fetal compression and as¬ 
phyxia. Another advantage of this metlrod is that 
it gives the uterus more freedom to adjust its a.xis 
and improve the direction of the fetal-head toward 
the pelvic brim—an advantage when the fetus is 
in the posterior position or when there is a high 
angle of inclination of the pelvic brim, and the 
a.xis of the inlet is so divergent from the axis of 
the uterus that much effort is expended in forcing 
the presenting part against the symphysis pubis. 
With this method, delivery occurred with the pa¬ 
tient in the semireclining position, with flexed hips, 
which gave a mechanical advantage in making 
the axes of inlet and uterus more nearly parallel. 
An increase in frequency, strength, and duration 
of contractions was also noted. In one 25-year-old 
primigravida the cervix advanced from one finger 
to full dilatation after 24 contractions lasting 90 
minutes. 

Tire decompression equipment consists of a spe¬ 
cial semireclining chair, a plastic airtight suit, a 
rigid "spacer” to determine the area over which 
decompression is applied, and a decompression 
pump. The woman sits in the chair, the spacer is 
placed over the abdomen and the suit wrapped 
round like a sleeping bag, enveloping the patient 
from the axilla downward. She controls the pres¬ 
sure herself with her finger on an air-inlet valve 
leading to die pump. She closes the I'alve at the 
beginning of a contraction and releases it as the 
pain subsides. The obstetrician or midwife h'as 
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access to the abdomen for auscultation of the fetus 
and to observe the progress of labor by means of 
a zip fastener in the front of the suit. When the 
second stage ends decompression is stopped and 
the patient is then delivered in the normal manner. 

Heyns also observed the effect of decompressing 
the pelvic outlet by sitting the patient on de¬ 
compression equipment during the second and 
third stages of labor. He claims that the fetus is 
delivered by primary uterine forces without the 
necessih' for bearing down and that the placenta 
is e,xpelled without pressure on the fundus of the 
uterus through the abdomen. 

Status Epilepticus.—Evanson (Lancet 2:72, 1959) 
treated a 9-year-old boy who had status epilepticus 
with the muscle relaxant succinylcholine, and arti¬ 
ficial respiration after other methods of treatment 
had failed. The patient was admitted to a neuro¬ 
surgical unit for craniotomy, which revealed intra¬ 
cerebral, frontal, and parietal abscesses. These 
were aspirated and the cavities filled with peni¬ 
cillin suspension. Eighteen days later the boy de¬ 
veloped status epilepticus, which failed to respond 
in turn to soluble phenobarbital injections, intra¬ 
muscular injections of paraldehyde, and procaine 
and thialbarbital administered intravenously. It 
was then decided to give 50 mg, of succinylcholine 
and artificial respiration with an intermittent posi¬ 
tive-pressure artificial respirator. This produced 
striking improvement, with return of color and 
blood pressure to normal. Thereafter 50 mg. of 
the rela-vant was given ever)' 15 to 20 minutes, 
and artificial respiration was maintained to give 
adequate pulmonary ventilation. A further opera¬ 
tion was then performed to irrigate the corte.x. 

After the operation whenever attempts were 
made to withdraw the muscle rela.xant convul¬ 
sions returned with respirator)' embarrassment 
and cyanosis. Administration was tlierefore con¬ 
tinued intravenously at a rate of 50 mg. ever)' 
15 to 20 minutes for about eight hours. Attacks 
became less frequent and diphenylhydantoin was 
given by a gastric tube. Six weeks later the pa¬ 
tient was well, the only after-effects being slight 
dysphasia and a right facial paresis. Evanson rec¬ 
ommended this treatment for status epilepticus 
to pre\'ent ano.xic brain damage when the usual 
anticonx'ulsants, barbiturates, and paraldehyde have 
failed. 

Inhibition of Intrinsic Factor.—A technique for 
die detection of blocking antibodies to Castles 
intrinsic factor was devised by Taylor, who used 
it to show that die serum of some patients with 
pernicious anemia contains another factor that in¬ 
hibits this factor (Lancet 2:106, 1959). Tests of 
the absorption of wtamin B 12 labeled with radio¬ 
active cobalt (Co°“) were made using die fecal 
e.xcretion method. A standard test dose of 0.5 meg. 


of Co““-vitamin Br.. was used, either alone or with 
.50 mg. of a preparation of hog intrinsic factor 
which was made up in 10 ml. of distilled water 
and kept overnight at 4 C before use. Immediately 
before administration 45 to 55 ml. of human serum 
was added, and the mixture given with the test 
dose of vitamin B 12 . The serums were obtained 
from healthy persons and padents with pernicious 
anemia who were untreated or whose disease was 
in remission. 

It was found that the serums from a number 
of patients with pernicious anemia inhibited in¬ 
trinsic factor activity', and it was considered that 
this might be due to an immune response. Three 
patients whose serums had been shown to be 
markedly inhibitory were treated with 80 mg. of 
hydrocortisone daily for a month, and treatment 
parenterally with vitamin B 12 was continued dur¬ 
ing this time. This caused the inhibitor)' effect on 
intrinsic factor activity to be greatly reduced, al¬ 
though the capacity to absorb vitamin B 12 was not 
increased. This suggested that a true antibody 
might be involved. It is possible that some auto¬ 
immune process may occur in those patients ivith 
pernicious anemia whose serum inhibited intrinsic 
factor activity. 

Hazards of Hair Sprays.—The increasing use of 
cosmetics has created new medical problems be¬ 
cause some of the constituents used in their manu¬ 
facture are potentially toxic. Hair sprays have now 
come into the category of hazardous aids to beau¬ 
ty, despite careful directions for their application. 
Edelston (Lancet 2:112, 1959) described the case 
of a young woman whose lungs were affected by 
the continual inhalation of a hair spray. She was 
referred to the hospital by her doctor with a his¬ 
tory of cough, malaise, and loss of appetite and 
energy' of one year’s duration. On questioning she 
admitted spraying her hair twice daily for six 
months with two well-known brands of hair fixa¬ 
tive. Physical examination revealed no abnormality. 

A roentgenogram of the chest showed bilateral 
hilar adenopathy and diffuse mottling mainly con¬ 
fined to the middle and lower zones of both lungs. 
Tlie lung lesions were attributed to the continual 
inhalation of the hair spray, the synthetic resins 
of which are known to produce granulomas of the 
lungs. These resins include polymers of polyvinyl 
alcohol and polyvinyl pyrrolidone. They are. not 
metabolized, but the particles are phagdeytosed 
by the cells of the reticuloendothelial system and 
can be demonstrated in the liver, spleen, lungs, and 
other organs, where they lodge and produce gran¬ 
ulomatous reactions. Poly'vinyl py'rrolidone is car¬ 
cinogenic in mice and rats. After the use of the 
spray had been discontinued, radiologic studies of 
diis woman showed a gradual resolution of the 
hilar adenopathy and the reticular lesions in the 
lungs. 
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PATIENTS REFERRED FOR CHECKUP 

To the Erfifor.-—The article by Cohen, entitled 
“Hypokalemic Muscle Paralysis Associated with 
Administration of Chlorothiazide,” in The Journal, 
Aug. 22, page 2083, has great teaching value. Since 
it reports a case of iatrogenic suffering, it appears 
to be worthwhile to look into the background. It 
appears that an obese 60-year-old man had his 
eyes e.xamined. The ophthalmologist told him that 
there were signs of high blood pressure in his eyes 
and sent him to an internist, who did not find 
anything significant e.scept the fact that the patient 
was overweight and had a blood pressure of 180/ 
124 mm. Hg. 

This initial blood pressure reading did not mean 
anything because the patient had already been 
“scared to death” by one or two doctors. He was 
given a diet, which he did not follow, and chloro¬ 
thiazide therapy. He soon gained 11 lb. (5.0 kg.), 
which proved that he was not overweight because 
of fluid retention or congestive failure but that 
obviously he was a problem eater, who used large 
quantities of food to quiet his jangling nerves. His 
chlorothiazide intake was increased; he was given 
amphetamine; and apparently he was reprimanded 
about his diet. His weight and blood pressure 
started to drop, and he became so sick that he had 
to be hospitalized. He was then given a complete 
series of tests, including serum-potassium level de¬ 
termination, which would have done more good 
if done prior to the use of such powerful drugs. It 
turned out that if he had stopped taking medica¬ 
ments and had started drinking 1 qt. of orange 
juice daily he would have been all right. It is hoped 
that his doctor, who was an insh-uctor in medicine, 
lost some of his therapeutic ardor. 

The treating of patients who are referred to the 
internist by ophthalmologists and optometrists is a 
problem that needs more attention. Arteriosclerotic 
changes in the eye do not necessarily indicate gen¬ 
eralized arteriosclerosis. Hypertensive changes are 
often transient. Degenerative changes that interfere 
with vision are annoying and are often aggravated 
by measures designed to lower the blood pressure. 
Patients witlr such changes often go from one 
ophthalmologist to another, get numerous minor 
changes in their eyeglasses, and end up with a 
drawer full of glasses, all of them more or less alike 
and rather expensive. If they are lucky they even¬ 
tually find an ophthalmologist or an internist who 
is both mature and kind, who will not say that the 


symptoms are due to age and that nothing can be 
done, but who will give them hope and long-term 
treatment which will make them feel that some¬ 
thing is being done for them. Use of one of the 
newer cholesterol solvents is likely to help. 

Although several good articles along these lines 
have been published, antihypertensive therapy has 
been greatly overworked. For every patient with 
malignant hjqrertension we see 10 patients who 
suffer from the side-effects of antihypertensive ther¬ 
apy. It would be helpful if we could have an article 
by one of our senior teachers on the treatment of 
patients who are referred for a general checkup 
because of abnormal ocular findings. 

Ralph W. Ballin, M.D. 

62 Greene St. 

Cumberland, Md. 

PROBLEMS OF IMPAIRED SPEECH 

To the Editor;—The editorial entitled “Problems of 
Impaired Speech and Language,” in The Journal, 
Aug. 22, page 2102, presents an excellent summary 
of the present status and knowledge of organic 
speech disorders. However, I would like to point 
out that the reference to the situational disorder 
of stuttering presents only one viewpoint of this 
rather controversial subject. The statement that 
“Considerable research to date provides no appre¬ 
ciable support for the hypothesis that stuttering is 
characteristically associated with or symptomatic 
of severe emotional disturbance or neurosis in a 
clinically significant sense” is of extreme dubiety 
for the very reason that psychiatric research which 
might be construed as relating to this hypothesis 
is extremely sparse. The dismissal of tliis hypothesis 
because of the extremely superficial research which 
has been performed to date could only be regarded 
as highly illogical. However attractive this rejec¬ 
tion may be to the average speech therapist and 
especially to those who themselves have a problem 
with, or a background of, stuttering, I think that 
any impartial observer in the field will agree that 
psychiatric investigation of individual stutterers 
and tlieir background has often shown a substratum 
of emotional maladjustment that is antecedent to, 
and apart from, the social manifestations of the 
speech disorder itself. 

Jesse R. Freeland, M.D. 
508 16th St. 

Oakland, Calif. 
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MISCELLANY 


MEDICAL NUMISMATICS-PHYSICIANS PORTRAYED 
ON COINS AND CURRENCY 

Roy J. Popkin, M.D., Los Angeles 


Tlie monetary' system of a nation is one of its 
most cherished possessions. Great pride is taken in 
maintaining its stability and strict laws protect it 
from debasement or counterfeiting. In contrast to 
postage stamps which are changed often and honor 
innumerable persons, only a nation’s most famous 
or distinguished citizens are acknowledged by hav¬ 
ing their portraits on coins or currency. In some 
countries, such as England, the reigning monarch 
is the sole person portrayed. In the United States, 
only the most famous statesmen are portrayed on 
coins or currency. In the early history of the United 
States, the regular coinage often bore such symbolic 
figures as Liberty, an Indian, or an eagle. For a 
time after the Civil War, many generals, cabi¬ 
net members, and local political figures were hon¬ 
ored. Scientists, religious leaders, e.splorers, musi¬ 
cians, and other distinguished citizens have been 
acclaimed throughout the world on regular or 
commemorative issues. In the United States, com¬ 
memorative coins, chiefly half dollars honoring 
historical persons, places, and things have been 
issued from 1892 tlirough 1954. The first United 
States commemorative coin portrayed Columbus 
and was issued for the Columbus Exposition in 
Chicago. The last was issued in 1954 commemorat¬ 
ing Booker T. Washington and George Washington 
Carver. 

One would assume tliat physicians would be fre¬ 
quently honored for tlieir medical achievements or 
contributions to the welfare of mankind. However, 
since tlie time of the ancient Greeks and Romans 
who revered Hippocrates and Galen, no physician 
has been given such a tribute for his purely medical 
contributions for over 1,500 years. In contrast, many 
physicians have been paid such a tribute on postage 
stamps. Over 500 different stamps have been issued 
by almost every' modem country' recognizing phy¬ 
sicians, but only three have been distinguished in 
modem times for their purely medical contributions 
by hawng their portraits on coins or currency. 

The Republic of Austria was the first nation since 
the time of the ancient Greeks and Romans to 
acclaim a physician for his medical accomplish¬ 
ments only. Austria honored Dr. Theodor Billroth 
in 1929 on its commemorative two-schilling coin 
and Dr. Julius Wagner-Jauregg was honored on its 
regular 500-schilling note in 1953. The only other 
nation to pay homage to a phy'sician in tliis manner 
was Brazil, which recognized Dr. Oswaldo Cmz on 
its regular 400-reis coin issued from 1936 tlirough 
1938. 


Only four otlier physicians have been acclaimed 
and these solely for tlieir achievements in the politi¬ 
cal field. The United States commemorated Dr. 
John McLoughlin. Dr. Jose Rizal was honored by 
the Philippine government. The Republic of China 
honored Dr. Sun Yat-Sen, and the Republic of 
Lithuania honored Dr. Jonas Basanavicius. 

Physicians Honored for Medical Achievements 

Biographical sketches of the phy'sicians honored 
for their medical achievements and examples of the 
coins and currency are as follows: 

Christian Albert Theodor Billroth, lU.D.-Dr. 
Christian Albert Theodor Billroth, more widely 
know'n as Theodor Billroth, u'as the first phy'sician 
to be honored by any nation or people in modem 
times for his purely medical achievements. He 
was of Swedish origin and was bom in Bergen on 
the island of Riigen in 1829. He died in Austria, 
his adopted country', in 1894. He obtained his medi¬ 
cal degree at the Unii'ersity of Berlin in 1852. After 
e.xtensive postgraduate work he returned to become 
Privat-Dozent in surgery'. In 1860 he accepted the 
professorship of surgery at Zurich and in 1867 he 
accepted the same position at Vienna, where he 
spent the remainder of his professional life. His 
“General Surgical Pathology and Therapeutics” was 
published in 1863 and immediately' established him 
ns a great teacher. This work was quickly' translated 
into numerous languages, including Russian and 
Japanese, and went through many' editions. He was 
one of the most distinguished practicing surgeons 
of his day'. He worked and wrote extensively'. In 
1887 he was honored by being chosen a member of 
the Austrian Imperial Chamber of Lords. 

Dr. Billroth was also a great student of music 
and the psychology of music and, in addition, was 
an accomplished musician. He played the first 
wolin and second violin parts in a string quartet 
which met at his home for years. He was an inti- 
mate friend and admirer of Brahms and many of 
Brahms’ works were privately performed at Bill¬ 
roth’s home before they’ were yiublished. His work- 
on the psychology' of music was published after his 
death. 

Dr. Billroth was honored by the Austrian Repub¬ 
lic on the centenary' of his birth. His j)ortrait was 
placed on the two-schilling commemorative silver 
coin (fig. 1) of 1929. 

Oswaldo Cruz, M.D.—Dr. Oswaldo Cruz, Brazil’s 
great physician and scientist, was bom in San Luis, 
Brazil, in 1872 and died in 1917. He received his 
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medical degree from the University at Rio de 
Janeiro and later studied at the Pasteur Institute 
and To.xicology Laboratory in Paris. He was an 
outstanding worker in tropical diseases and his 
contributions to bacteriology are many. He was 
director of public health of Rio de Janeiro and was 
directly responsible for eliminating yellow fever 
from the cit)'. His efforts in reforming the Brazilian 
Sanitar)' Service resulted in not only a nationwide 
decrease in yellow fever but also a decrease in 
plague, malaria, and smallpo.v as well. He was an 
untiring worker in the improvement of sanitation. 
He described the trypanosomiasis which now bears 
his name. 

He founded an institute of bacteriology and 
serum therapy in Rio de Janeiro which was later 
given the name of Cruz Institute. From this insti¬ 
tute have emanated numerous investigations of 
insects, parasites, and reptiles. 



Fig. 1.—Two-schilling, silver, commemorative coin of the 
Republic of Austria, issued in 1929. 

Dr. Cruz was the second physician honored in 
modem times by any nation or people for only his 
medical accomplishments. The Brazilian govern¬ 
ment issued a 400-reis copper-nickel coin (fig. 2} on 
which was emblazoned the portrait of Dr. Cruz. 
These coins were minted in 1936, 1937, and 1938. 

Julius Wagner-Jauregg, M.D.—Dr. Julius Wagner 
von Jauregg was born in Austria in 1857 and died 
in 1940. He dropped the von and substituted the 
hyphen in his name shortly after World War I 
when the governing political party at the time 
frowned on any distinction of nobility. He obtained 
his medical degree in 1880 from the University of 
Vienna, where he began his career in the depart¬ 
ment of experimental pathology and internal medi¬ 
cine. In 1883 he joined the staff of the psychiatric 
clinic. He later accepted the position of professor 
of psychology and neurology at the University of 
Graz (Austria). He published extensively in psychi¬ 
atry, physiology, and pharmacology. His first ma¬ 
laria inoculations for dementia paralytica were 


started in 1917. This work led to his receiving the 
Nobel prize in medicine in 1927, for the malaria 
therapy of general paresis. 

The Republic of Austria honored Dr. Wagner- 
Jauregg in 1953 by placing his portrait on the 
500-schilling note (fig. 3). Dr. Wagner-Jauregg’s 



Fig. 2.—Four-hundred reis, copper-nickel coin, regular 
coinage of Brazil, issued in 1936. 

honor is more distinctive as he is the only physician 
ever honored on currency for contributions of a 
medical nature. 

Physicians Honored for Nonmedical Achievements 

The following biographical sketches are of the 
physicians honored for their achievements other 
than medical, with examples of the coins and cur¬ 
rency. 

Dr. John McLoiighlin.—Dr. John McLoughlin is 
the only physician to be honored in the United 
States by having his portrait on its money. Dr. 



Fig. 3.—Five-hundred schilling banknote of the Republic 
of Austria. The face bears Dr. Wagner-Jauregg’s portrait, 
his name, the dates 1857-1940 and on the left the healing 
serpent of Aesculapius. 

McLoughlin was bom in Canada in 1784 and 
died in Oregon in 1857. He obtained a good gen¬ 
eral education in Canada and Scotland. In 1824 he 
was sent as the Chief Factor for the Hudson’s Bay 
Company for the territoty west of the Rocky Moun¬ 
tains and which he governed for 22 years. He built 
Fort Vancouver on the northern bank of the Colum¬ 
bia River in 1825. This later became the city of 
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Vancouver, Wash. He also founded Oregon Git}'. 
He governed the entire northwest region, which 
was to comprise the states of Idaho, Washington, 
and Oregon. He was a strong and capable leader. 



Fig. 4.—Half dollar, commemorative coin of tlie United 
States, issued in 1923. 

He opened the countr\' to the settlers and smoothed 
the way for missionaries. Through his efforts, a war 
between the United States and Great Britain was 
averted. Shortly after he assumed his duties as 
Chief Factor, he became known as Dr. McLoughlin. 
Although he had no formal medical training, he 
administered to the white and Indian population 
and apparently was a skillful and resourceful phy¬ 
sician. He was called “the father of Oregon” by the 
Americans and the “great white chief” by the 
Indians. 

Dr. McLoughlin’s portrait appears on the 1925 
Fort Vancouver Centennial half-dollar (fig. 4) of die 
United States. The coin commemorates his found¬ 
ing of the city of Vancouver, Wash. 



Fig. 5.—Dr. Sun Yat-Sens portrait on the 10-yuan note, 
issued by Central Bank of China in 1940. Dr. Sun Yat-Sen 
was honored also on the one-yen silver dollar minted in 
1912. 

Sun Yat-Sen, M.D.—Dr. Sun Yat-Sen, Chinese 
Republican leader, also knoum as the father of the 
Chinese Republic, was bom in 1867 and died in 
1925. Dr. Sim Yat-Sen obtained his medical degree 
from tlie Hongkong Medical School in 1894. He 
was the leader of tlie movement which overthrew 
the Manchu government and on Jan. 5, 1912, he 


became the first president of the New Republic of 
China. He was a strong adv'ocate of Western ideas 
and attempted many reforms. His political career 
fluctuated widely, although his influence in the 
government continued great. 

His portrait appears on numerous denominations 
of coins and currency (fig. 5) issued by the Chinese 
Republic and various Chinese banks from 1912 
until 1947. 

Jose Rizal, M.D.—Dr. Jose Rizal was a great 
Filipino patriot who was born in 1861 and died by 
e.'iecution before a Spanish firing squad for his 
political activities in 1896. He studied medicine in 
Manila and later was graduated from the Univer¬ 
sity of Madrid where he received the M.D. and 
Ph.D. degrees. He studied in the great medical 
centers of Europe and was elected a member of the 
Berlin Anthropological Society. He then returned 
to the Philippines but soon left as he could not 
tolerate the Spanish rule. He lived in Japan, various 
cities in North America, and later London. He 



Fig. 6.—Culion Leper Colony, one of the few official 
coinages issued by a medical organization, issued by the 
Philippine Health Service for use in Culion Leper Colony 
and leper stations. Dr. Rizal was honored as a patriot and not 
as a physician. The coin is one peso, dated 1925, and is 
nickel-bronze. 

wrote on many subjects and his works included a 
political novel. He was back home when a native 
insurrection broke out. The Spanish authorities 
tried him as the instigator. He was condemned and 
shot. 

Dr. Rizal is held in great esteem by the Filipino 
people. A province in the island of Luzon was 
named after him. He was honored in 1920 and in 
later shears by having his portrait on the Culion 
Leper Colony coins of one peso (fig. 6) and lesser 
denominations. His portrait also appears on the 
two-peso currency note issued before World War II. 
The same denomination overprinted on the back 
with tlie word “victory” u'as reissued after the 
liberation of the Pliilippines from Japanese occu¬ 
pation. After the postwar period, the note (fig. 7) 
was printed without the “victory.” 
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Jonas Basanavicius, M.D.—Dr. Jonas Basana- 
vicius, the Lithuanian physician, scholar, and 
statesman was bom in 1851 and died in 1927. He 
obtained his medical degree at the University of 
Moscow. Early in his career he practiced medicine 



Fig. 7.—Two-peso bank-note, which was in circulation 
prior to the Japanese invasion, also honoring Dr. Rizal. 


in East Prussia, where he edited the famous Lithu¬ 
anian nationalistic journal Ansre or Dawn. Lithu¬ 
ania was an unwilling part of Imperial Russia at the 
time and was stmggling against Russian rule. The 
journal printed in the Lithuanian language was 
smuggled into Lithuania. In 1885, Dr. Basanavicius 
was obliged to leave Germany because of this polit¬ 
ical activity'; later for many years he practiced medi¬ 
cine in Bulgaria. In 1905 after the Russian revolu¬ 
tion, the Congress of Vilna under his presidency 
demanded autonomy for Lithuania. As the revolu¬ 
tion failed, the demands of the congress were un¬ 
heeded. Dr. Basanavicius was equally famous as a 
scholar and was especially interested in Lithuanian 
folklore, for which he has been stjded the patriarch 
of the Lithuanian renaissance. 

After the Russian revolution in 1918, Lithuania 
proclaimed its independence. Dr. Basanavicius 



Fig. 8.—Five-litai silver coin of Lithuania minted in 1936 
and 1937, bearing the portrait of Jonas Basanavicius. 

wrote its constitution and was active in its affairs. 
He was founder and president of the Lithuanian 
Scientific Association. 

He was honored by having his portrait on the 
five-litai silver coin (fig. 8) issued in 1936 and 1937. 
Lithuania was incorporated into the U. S. S. R. in 
1940 and its coinage became obsolete. 


When one considers the numbers of political, 
military, and religious leaders, e.\plorers, pioneers, 
scientists, and musicians among many others hon¬ 
ored on their nation’s coins or currency, the few 
physicians so esteemed is pitifully small. 

6423 Wilshire Blvd. (48). 


THE CHEMISTRY OF HEREDITY 


Reprinted with permission from S. Zamenhof, 
Hereditary Defects in Man, Springfield, 111., Charles 
C Thomas, Publisher, 1959.—En. 


Heheditabv Defects in Man 


Name of Disease 
Albinism 

Alkaptonuria 

Cystinuria 

Galactosemia 

Gaucher’s disease 


Glycogenosis 

Gout 

Hemolytic anemia 
(spherocytosis) 
Hemophilia 
Hypercholesterolemia 
Hypophosphatasia 


Infantile amaurotic 
idiocy 
Pentosuria 

Phenylketonuria 

Poiphyria 

Sporadic cretinism 
with goiter 
Tyroketonuria 


Wilson’s disease 


Biochemical Symptoms 
Failure to manufacture mela¬ 
nin 

Failure to o-vidize homo- 
gentisic acid 

Abnoimal excretion of cys¬ 
tine, lysine, arginine and 
ornithine; urinary calculi 
Failure to convert galactose- 
1-phosphate into glucose-1- 
phosphate 

Deposition of abnormal 
amounts of kerasin in the 
cells of reticuloendotlielial 
system 

Accumulation of glj'cogen 
in the liver, heart and spleen 
Elevated blood uric acid and 
deposition of sodium biurate 
in the tissues 

Defect in glycolysis 
Missing blood clotting factor 
Elevated blood cholesterol 
Abnormal mineralization of 
bone; diminished alkaline 
phosphatase activity; in¬ 
creased urinarjf excretion of 
phosphatidylethanolamine 
Accumulation of sphingo¬ 
myelin in the brain cells 
Excretion of pentose sugars 
in the urine 

Failure to convert phenyl¬ 
alanine to tyrosine 
Excretion of the porphyrins 
in the urine and feces 
Defective synthesis of thy¬ 
roid hormone 

Failure to convert p-hy- 
dro.xyphenylpyruvic acid 
into 2,5-dihydro.\'>phenyl- 
pja-uvne acid 

Defective copper metabo¬ 
lism 
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SURGERY 

Total Gastrectomy. P. Chrysopathis, V. Golematis 
and M. Sakai. J. Internal. Coll. Surgeons 32:17-23 
(July) 1959 [Chicago]. 

The authors report on 22 patients with gastric 
carcinoma in whom total gastrectomy was per¬ 
formed. In all patients total gastrectomy was com¬ 
bined with splenectomy and partial left pancreatec¬ 
tomy. The 22 patients were divided into 2 groups. 
Group A included 14 patients. In 6 of these, ade¬ 
nocarcinoma of the cardia involved the lower part 
of the esophagus, the cardioesophageal lymph 
nodes, and the lymph nodes of the hilus of the 
spleen. In 8 patients the growth involved the body 
of the stomach. The abdominal approach was em¬ 
ployed in 9 patients and the thoracoabdominal in 
the other 5. In 7 of the 14 patients the continuity of 
the alimentarj' ti-act was reestablished by the Rou.x 
en-Y anastomosis, and in the remaining 7 by end- 
to-side esophagojejunostomy according to Braun’s 
method. Two patients in this group died from 
peritonitis, which occurred as a result of leakage 
of the anastomosis. Group B included 2 patients in 
whom the tumor was situated at the cardia and 6 
patients in whom the growth involved the body of 
the stomach and the prepyloric region, with metas¬ 
tasis to the regional hanph nodes. The thoraco¬ 
abdominal approach was emploj'ed in 1 patient 
and the abdominal in the remaining 7. The con- 
tinuiU' of the alimentary tract in these 8 patients 
was restored b)' interposition of an intestinal seg¬ 
ment, 15 to 20 cm. long, behveen the esophagus 
and the duodenum. The upper end of the isolated 
jejunum was anastomosed end-to-side with the 
loop. This loop was anastomosed end-to-end with 
the duodenum. The authors compared the oper¬ 
ative methods used in the 2 groups and came to 
the conclusion that the restoration of the alimen¬ 
tary’ tract by interposition of an intestinal loop 
between the esophagus and the duodenum is the 
method to be preferred. The reasons are as follows: 


The place of publication of the periodical appears in brackets pre¬ 
ceding each abstract. 

Periodicals on file in the Librarj- of the American Medical Association 
may be borrowed by members of the Association or its stvtdenl organi¬ 
zation and by persons in continental United States or C<anadn who 
subscribe to its scientific periodicals. Requests for periodicals should be 
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cover 1930 to date only, and no photoduplication seiY-ices are available. 
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lished by the American Medical Association are not available for lending 
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1. It is well supported by die patient. 2. The esopha- 
gojejunal anastomosis is safer. 3. The creation of a 
loop on the isolated segment of jejunum acts as a 
gastric reservoir for food. 4. The interposition of 
the intestinal loop maintains normal passage of the 
food through die duodenum. 5. Regurgitation of 
bile and the dumping syndrome are eliminated, 
judging from the results in this series. 

Lipoma of the Colon: With Report of Seven Cases. 

A. Nelson and J. V. Rogers Jr. South. M. J. 
52:767-773 (July) 1959 [Birmingham, Ala.]. 

The authors report on 7 patients (3 men and 4 
women) with lipoma of the colon w'ho had been 
seen at the Emory University Hospital between 
1949 and 1958. The ages of the patients ranged 
from 48 to 69 years. Although 50% of the previously 
reported cases of lipoma have occurred in the 
cecum and ascending colon, all 7 lipomas were 
situated in the distal half of the colon. Diagnosis 
was established by radiographic findings in 3 cases, 
and it is believed that the diagnosis ivould be 
strongly suspected today with the authors’ present 
knowledge of this condition in 2 additional cases. 
Three of the 7 patients had gastrointestinal bleed¬ 
ing, 4 complained of constipation of a significant 
degree, and only 1 had diarrhea which alternated 
with constipation. Five patients had lower abdom¬ 
inal pain, and 1 patient had intussusception. Two 
patients e.vpelled the lipoma spontaneously prior to 
surgical intervention. In 1 case ulceration of the 
tumor was reported by’ the pathologist. In 2 cases 
the pathological report failed to state whether or 
not ulceration was present, although both of the 
patients had significant rectal bleeding. Four of 
the lipomas were pedunculated. It is suggested 
that the presence of intussuscejption in an adult 
should make one suspect the possibility’ of a lipoma 
of the colon. 

Enzymatic Debridement with Bovine Fibrinolysin. 
W. W. Coon, E. F. Wolfman Jr., J. A. Foote and 
P. E. Hodgson. Am. J. Surg. 98:4-8 (July’) 1959 
[New York]. 

Enzy’matic debridement is a feasible and rational 
adjunct to the treatment of infected wounds. Fi¬ 
brinolysin and deso.xy'ribonuclease extracted in non- 
cry’stalline form from bovine pancreas were used 
by the authors in the treatment of 50 patients with 
chronic ulcerating lesions of the skin. Eight patients 
presented abscess cav’ities and infective operative 
wounds; 6 wounds were uncomplicated by osteo- 
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myelitis and 3 of them healed by secondary inten¬ 
tion while under treatment with fibrinolysin and 
deso.xyribonuclease. A clean granulating base de¬ 
veloped in the other 3 wounds which were closed 
successfully by excision and primary closure in 2 
instances and by split-thickness skin grafting in the 
other. Complete healing was not attained in the 
remaining 2 wounds which were associated with 
osteomyelitis. Sixteen patients presented ulcer¬ 
ations associated with arteriosclerotic peripheral 
\'ascular insufficiency. Six ulcers failed to show 
significant improvement; 7 were satisfactorily 
debrided, but subsequent healing did not occur. 
Three ulcers improved markedly, 2 were in dia¬ 
betics with peripheral arterial disease in whom 
trauma and infection may hav'e been more impor¬ 
tant than a decrease in arterial blood supply. The 
remaining 2 ulcers n'ere successfully grafted with 
split-thickness skin after fibrinolysin debridement 
for 4 and 6 days respectively. Debridement was 
effective in 3 patients with trophic ulcers. Consid¬ 
erable improvement was obtained after 3 to 6 days 
of treatment with fibrinolysin in 6 patients with 
decubitus ulcers which had failed to respond to 
weeks of treatment with saline and hydrogen 
peroxide soaks. Four patients with stasis ulcers 
showed rapid and marked impro\'ement with 1 to 
9 days’ enzvmatic debridement. A fifth similar ulcer 
which had been present for 9 years showed no 
improvement after .5 days of fibrinolysin therapy. 
Good results were obtained in patients with chron¬ 
ically infected second and third degree bums. Side- 
reactions or irritations were not noticed. All the 
ulcerations selected for this study had failed to 
respond, even after weeks, to the usual conserva¬ 
tive measures of saline, hydrogen peroxide, or acid 
soaks. The poorest over-all response to fibrinolysin 
was seen in patients with lesions complicated by 
underlying arterial insufficiency. The authors point 
out that optimal results can be e.xpected in those 
patients with simple infected wounds or ulcers 
uncomplicated by arterial insufficiency, radiation 
change, large amounts of dead collagenous tissue, 
or dense scar. In these instances, one can expect 
almost uniformly rapid and effective preparation 
of the wound for grafting, secondary closure, or 
spontaneous epithelization. Except in deep, irregu¬ 
lar abscess cavities, the preparation of choice will 
probably prove to be a combination of fibrinolysin 
and desoxyribonuclease in a water-miscible oint¬ 
ment base. 

Control of Nasal-Staphylococcal-Carrier States. 
H. J. Weinstein. New England J. Med. 260:1308- 
1310 (June 25) 1959 [Boston]. 

This report is based on a study carried out in the 
surgical section of a large tuberculosis hospital in 
which the staphylococcic-nasal-carrier state in all 
personnel assigned to the surgical services was 


studied as part of an extensive program of infec¬ 
tion control. All were required to have nose and 
throat cultures at regular intervals. In the presence 
of negative nose and throat cultures, reculture was 
carried out every 6 weeks. Those with positive 
throat but negative nose cultures were included in 
the 6-week schedule, and those with positive nose 
cultures were admitted to a double-blind study to 
evaluate the efficacy of topical antibiotics in elimi¬ 
nating carrier states. A preparation consisting of 
bacitracin ointment, U. S. P., containing 500 units 
of baciti-acin per gram, to which was added 5 mg. 
of neomycin per gram, was used for treatment. An 
identical preparation, consisting only of the petro¬ 
latum base, was used as a placebo. 

Of 110 persons, who submitted 606 nose cultures 
during the observation period, 39% were found to 
be nasal carriers of hemolytic coagulase-positive 
Staphylococcus aureus. Treatment with bacitracin- 
neomycin ointment resulted in negative cultures in 
72% of those treated, as compared to the group 
treated only with placebo ointment, in whom cul¬ 
tures became negative in only 23%, In a control 
group receiving no treatment whatsoever, cultures 
became negative in 22%. The reduction of the 
carrier rate by about 80% suggests the possibility 
of significantly reducing this one source of cross 
infection. 

Stretching of the Sciatic Nerve: A Means of Reliev¬ 
ing Postoperative Pain Following Removal of Rup¬ 
tured Lumbar Intervertebral Discs. J. E. Adams 
and V. T. Inman, California Med. 9i:24-26 (July) 
1959 [San Francisco]. 

Stretching the sciatic nerve for the relief of 
“sciatica” was frequently employed before 1900 and 
was subsequently abandoned, probably because it 
was done without sufficient scrutiny of the indica¬ 
tions. The authors present a 37-year-old woman 
who had been subjected to conservative and surgi¬ 
cal treatment for recurrent severe lumbar and 
sciatic pain. In view of the fact that the patient 
had no pain while quiet and recumbent but did 
have severe pain in the leg when she moved either 
the back or the leg in any way that caused move¬ 
ment of the sciatic nerve roots, the authors rea¬ 
soned that if the nerve root could be stretched it 
might allow increased movement of the leg and 
back without producing pain. Consequently, under 
general anesthesia, the sciatic nerve was stretched 
by forcible straight leg raising accompanied by 
strong dorsiflexion of the foot. The patient e.vperi- 
enced an immediate decrease in pain. Two more 
manipulations were performed at intervals of‘2 
days. After the third manipulation the patient was 
completely relieved of discomfort, remained well, 
and carried on a normal, active life. 

This treatment was carried out in 1948 and, dur¬ 
ing the succeeding years, the procedure has been 
employed in patients in whom “sciatica” remained 
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after the operative removal of ruptured interverte¬ 
bral disks, and it has been instrumental in relieving 
postoperative “sciatica” when the cause was the 
formation of adhesions about the lumbar nerve 
roots. If the nerve root is compressed b)' recurrent 
disk protrusion or by adjacent bone, the manipula¬ 
tion usually increases the pain, a phenomenon that 
has been helpful from a diagnostic standpoint. 

The Biopsy of Breast Tumors. G. B. Sanders and 
D. W. Kinnaird. J. Kentucky M. A. 57:795-797 
(July) 1959 [Louisville, Ky.]. 

As a result of mass education of the laity on the 
subject of breast cancer, physicians are seeing pa¬ 
tients with tiny, nondescript breast cancers measur¬ 
ing often less than 1.5 cm., too small and too recent 
to have developed the associated signs of malig¬ 
nancy. These lesions are potentially curable pro- 
sn'ded prompt and proper treatment is given. Sur¬ 
gical biopsy is necessary for the early diagnosis of 
the small breast lesion. The physician must be 
willing to subject apparently benign, small breast 
nodules to surgical biopsy without reluctance, in 
order to pick up the early nondescript breast cancer 
which has not had time to develop clinical signs or 
features suggestive of malignancy. The reluctance 
of physicians to perform biopsy on breast lesions 
unless circumstances permit immediate radical 
mastectomy if cancer is found is not justifiable. No 
statistically significant figures are available to show 
that delay of 2 weeks or less between biopsy and 
mastectomy, both properly done, has a detectable 
effect on 5-year survival. Properly performed bi¬ 
opsy, even in an outpatient department, office, or 
clinic, is preferable to a “wait and see” policy, pro¬ 
vided appropriate ti'eatment follows the discovery 
of cancer in 2 weeks or less. For these reasons, it is 
important for surgeon and generalist alike to learn 
and practice a logical, skillful technique of biopsy 
and to be willing to employ it without hesitation, 
whenever indicated. 

Bicipital Tenosynovitis. K. F. Spence Jr. M. Ann. 
District of Columbia 28:386-387 (July) 1959 [Wash¬ 
ington, D. C.]. 

Bicipital tenosjmovitis is one of the many lesions 
that have been recorded in the literature as causes 
of the painful, stiff shoulder. It is believed that tlie 
underlying cause of bicipital tenos>movitis is some 
congenital abnormality in the bicipital sulcus or 
groove, such as obliquity of the medial wall of the 
intertubercular sulcus which favors subluxation or 
dislocation of tlie tendon out of tlie bicipital groove. 
Generali)', the onset is insidious, although at times 
it is precipitated by strenuous activity. Initially the 
pain is localized over the anterior and medial 
aspects of tlie shoulder. It may radiate to the body 


of the biceps rhuscle, to the flexor surface of the 
forearm, to .the insertion of the deltoid muscle, to 
the inferior angle of the scapula, and even to the 
base of the neck. The pain may be relieved by rest 
and aggravated by activity at first, but later it 
usually becomes more or less constant. The usual 
physical finding is exquisite tenderness over the 
intertubercular sulcus and on palpation of the 
biceps tendon. The clinical course in young individ¬ 
uals is characterized by recurrent attacks of pain. 
The treatment of bicipital tenosynovitis is essen¬ 
tially conservative. The application of moist heat, 
rest, and restriction of motion, together with the 
injection of Xylocaine and hydrocortisone (directly 
into the tendon sheath, under the transverse hu¬ 
meral ligament) will relieve pain in most instances. 
As a rule, 3 or 4 injections at weekly intervals will 
produce the desired results. 

Surgical intervention may be izidicated when an 
adequate trial of conservative therapy has proved 
unsuccessful. The author reviewed the records of 
patients who had been subjected to a bicipital 
tendon transfer operation at the U. S. Naval Hos¬ 
pital, Betlresda, Md. Of the 15 patients studied 12 
were male and 3 were female. The ages of these 
patients ranged from 19 to 53 years, witli an aver¬ 
age age of 35. All of these patients had symptoms 
of bicipital tenosynovitis. All had tenderness to 
palpation of the biceps tendon in the bicipital 
groove. The duration of the symptoms prior to 
surgery ranged from 1 month to 20 years. All of 
these patients had received trials of conservative 
therapy, with some temporary relief in a few cases. 
At operation some abnormality was found about 
the biceps tendon in all cases. Tliis varied from 
chronic inflammation, adhesions, and scarring of 
the tissues to thickening and edema of the tendon 
and tendon sheath. 

Eleven patients stated that their symptoms were 
relieved; 2 that they had attained partial relief; 
1 that he had attained relief for 6 weeks, when his 
symptoms recurred; and 1 that the operation had 
not given him any relief. Only 4 patients stated that 
they had no pain; 8 said they had mild, intermit¬ 
tent discomfort, but usually of a type different from 
that experienced prior to surgery; 2 stated that they 
had moderate pain; and 1 had severe, intermittent 
pain. The follow-up on these patients ranged from 
6 years to 3 months. They were asked if they were 
satisfied with the results of the operation. Eleven 
stated that they were completely satisfied with their 
results. Four of the patients were not completely 
satisfied. The author feels tliat there is a place for 
operative treatment in the therapy of bicipital 
tenos)'novitis. Best results will probably be ob¬ 
tained if surgery is reserved for the patient w'th 
severe symptoms who has had an adequate trial of 
conserrmtive therapy. 
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NEUROLOGY & PSYCHIATRY 

Schildcv’s Disease with Melanotlenna. B. W. Lich¬ 
tenstein and P. R. Rosenbinth. J. Neuropath. & 
E.\per. Neurol. 18:.3S4-396 (July) 1959 [New York]. 

The authors present 3 boys, aged 5, 7, and 9 
years, all of whom presented the clinical complex 
of Scliilder’s disease with melanoderma. In 2 of the 
boys only clinical studies were made, but in the 
third boy, who died, pathological studies were 
made as well. Pathologically the disease was char¬ 
acterized by lesions in the basal ganglions, brain 
stem, and cerebellum as well as in the centrum 
semiovale. The primaiy pathological process was 
characterized b)' the presence of globoid cells con¬ 
taining periodic acid-Schiff (PAS)-positive sub¬ 
stance. Other primaiy lesions were rich in microglial 
rod cells. It is probable that the increase of cere- 
broside is related to the PAS-positive substance 
observed in the globoid cells. The secondars' zone 
surrounding the primar)' pathological process in 
the centrum semiovale revealed a marked inflam¬ 
matory reaction characterized by the perivascular 
infiltrations of lymphocj’tes, plasma cells, and mon¬ 
onuclear elements. Such inflammatory reactions are 
frequently obseiwed in the acute lesions of multiple 
sclerosis, and probably indicate a reaction on the 
part of the mesodermal elements to an irritant. The 
gitter cells in this secondary inflammators' zone 
contained oil-red-0-positi%’e material, which possi¬ 
bly indicates its origin from the disintegration of 
"normal” myelin or the conversion of PAS-positive 
material into neutral fat. It is of significance that, 
where the inflammatorj' reaction invaded the juxta- 
cortieal medullarj' substance, the “U” fibers were 
not spared. The involvement of the basal gangli¬ 
ons, pons, medulla oblongata, and cerebellum was 
striking, and many neuropathologists are umsilling 
to use the designation of Schilder’s disease for such 
a widespread process. 

The terms Schilder s disease and diffuse sclerosis 
have been used to designate a disorder of the brain 
which generally occurs in children. It is character¬ 
ized clinically by muscle hypertonicity, spastic 
paralysis, tonic and epileptic seizmes, choreo- 
athetoid movements, cortical t>’pe of blindness, and 
mental deterioration. The onset is usually slow, the 
course is variable, but always progressive leading 
to a fatal termination. The disorder is characterized 
pathologically by diffuse and symmetrical degener¬ 
ation of the white substance of the brain. Since the 
latter is generally associated with proliferative 
changes on the part of the astroglia, the term 
diffuse sclerosis has become popular. Schilder used 
the term encephalitis periaxialis diffusa, but since, 
in many instances, there is no evidence of inflam¬ 
mation and the degenerative changes involve the 
axis cylinders as well as the myelin sheaths, his 
term appears to be inappropriate. The term diffuse 
leuko-encephalopathy has been used and is basi¬ 


cally correct, but there are so many conditions in 
which the cerebral white matter is pathological 
that a more specific designation is needed. Cases 
have been classified according to the period of 
onset, as the infantile, the juvenile, and the late 
type; according to the clinical course, as the acute, 
the subacute, and the chronic form; and according 
to the names of investigators in this field, as the 
Krabbe, the van Bogaert-Scholz, and the Pelizaeus- 
Merzbacher t}'pe. Both familial and nonfamilial 
forms have been described, and neither attempts at 
simplification nor attemirts at differentiation have 
proved very successful. The problem of nomen¬ 
clature is so complex that the authors prefer tlie 
term Schilder’s disease because of its wide recog¬ 
nition and easy differentiation from other well- 
knowm diseases of the neiwous system. 

Because of the addisonian pigmentation of the 
skin, a careful search was made to locate the 
adrenal glands, but none could be found at autopsy. 
The authors feel that the absence of the adrenal 
glands lends support to the view that the melano¬ 
derma was similar to that observed in Addison’s 
disease. The possible role of the adrenal glands in 
myelin metabolism is suggested by the unusual 
coincidence of Schilder’s disease and melanoderma. 

Some Viral Central Nervous System Diseases. Lab¬ 
oratory Studies with Emphasis on Aseptic Menin¬ 
gitis. N. Khoobyarian, J. Draper, A. C. Dwyer, 
Y. K. S. Murthy and D. N. IValcher, A. M. A. J. Dis. 
Child. 98:15-23 (July) 1959 [Chicago]. 

In a series of 245 cases of diseases of the central 
nervous system studied at the James Whitcomb 
Riley Hospital for Children during 1956 and 1957, 
an attempt was made to recover viral agents from 
the patients’ stools, spinal fluid, and blood samples. 
The patients were classified into 4 groups accord¬ 
ing to the clinical diagnosis. There were 100 cases 
of poliomyelitis, 52 of aseptic meningitis, 77 of 
encephalitis, and 16 of miscellaneous illnesses. The 
group with aseptic meningitis was studied in a 
particularly detailed manner, and the correspond¬ 
ing findings constitute the main subject of this 
report. 

A variety of pathogenic agents was recovered 
from 21 patients (40.4%) in the group with asceptic 
meningitis. Sixteen of these agents belonged to tlie 
Coxsackie viruses; the other five were ECHO sdirus 
types. Regarding the 31 patients who did not yield 
viral agents, an attempt was made to demonstrate 
the development of specific neutralizing antibodies 
for the strains which had been isolated. Only 2 of 
these 31 patients responded witlr an increase in 
neutralizing antibodies in botli acute and conva¬ 
lescing serums. All the others possessed either a 
high level of antibodies to one or more strains or 
negligible titers in both serums. The con-elation 
observed between the presence of viruses in tlie 
clinical specimens and a rise in antibodies in 21 
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patients suffering from aseptic meningitis, together 
with the failure to establish any other estiological 
diagnosis, suggests that the central nervous system 
disease in these cases was due to the agents which 
had been isolated. At the same time the negative 
findings in the remaining 31 patients indicate that 
the latter might have been infected by different 
trapes of enteric viruses. 

Poliomyelitis viruses were found in stools from 
78 paralytic and 11 nonparalytic patients. Only one 
patient in the group with encephalitis and 4 in the 
group with miscellaneous diseases excreted cyto- 
pathogenic agents, and these could not be iden¬ 
tified. Comparing the clinical diagnoses with the 
laboratory' findings there was a diagnostic error in 
11% of the cases of poliomyelitis and in 17% of the 
cases of aseptic meningitis. 

Dysmyelinogenic Leukodystrophy: Report of a 
Case of a New, Presumably Familial Type of 
Leukodystrophy with Megalobarencephaly. F. J. 
^^^ohlwill, J. Bernstein and P. I. Yakovlev. J. Neuro¬ 
path. & Exper. Neurol. 18:359-383 (July) 1959 
[New York], 

The case presented concerned a male child who 
had a “large head.” He did not sit up or begin to 
crawl until he was 18 months old. He did not walk, 
even with assistance, until he was 2 years old, and 
was never toilet-trained. He was mentally retarded, 
had some weakniess in the right arm, and Babinski’s 
sign was present in the right foot. The head cir¬ 
cumference was 52 cm. The x-ray film of the skull 
revealed an abnormally large cranial vault con¬ 
trasting with normal proportions of the facial 
skeleton. He died at the age of 2 years and 9 
montlis. The family histoiw of this child is of inter¬ 
est in that he was the ninth child in a series of 9 
siblings. One brother aged 16 yeai's and 3 sisters 
aged 11, 7, ^d 6 years, respectively, were said to 
be well; 1 sister and 3 brothers (including the child 
discussed) all were said to have ‘large heads,” were 
called “hydrocephalic,” and all died in childhood. 

Autopsy was performed on the chOd presented, 
and the histopathology of die brain and spinal cord 
is described in detail. The outstanding features 
were (1) the loss of myelin sheaths in the white 
matter of the brain and spinal cord, especially in 
those areas which myelinate relatively late such as 
the centrum semiovale in die cerebral hemispheres 
and the ventral columns in die spinal cord; (2) the 
remarkable preservation of a.xis cylinders in all 
areas of white matter, even those totally devoid of 
myelin; (3) the lack of either histological or histo- 
chemical evidence for the presence of the lipoid 
products of myelin breakdou'n, but, instead, (4) the 
ubiquitous infiltration of the ground substance of 
the entire neura.xis with large amounts of almost 
wholly e.xtracellular, strongly Dietrich-Smith-posi- 
tive, nonbirefringent, strongly periodic acid-Schiff 


(PAS)-positive, probably protein-bound, water- 
soluble glycolipid and iD'drophilic material; (5) a 
remarkable tolerance and inertia of the macroglia), 
vascular, and microglial apparatus of the brain to 
the presence of particles of the material which 
filled the ground substance like dust in colloidal 
suspension; (6) inspissation and massive banking of 
this material around the blood vessels and under 
the pial coverings of the neuraxis upon the paren¬ 
chymal facing of the mesodermal barrier between 
the brain substance and the blood stream; (7) a true 
megalobarencephaly, without hydrocephalus or 
edema to account for a relative increase in size and 
the inordinate increase in weight of the brain; 

(8) the occurrence of a single transverse patch of 
demyelination with 2 sj'mmeti’ical, frankly myelo- 
clastic foci in the medulla oblongata; and, finally, 

(9) the familial character of the disease. 

The authors point out that in the past 8 years, 
4 children with this peculiar degenerative disease 
process in the central nervous system have been 
reported in the English and American literature. 
In these 4 cases the affected child was either the 
only child or the sibship was limited in number, so 
that in these 4 cases the Mendelian factor, if pres¬ 
ent, would not have been so evident as it was in 
the case presented here, in which 4 of a sibship of 
9 children had “large heads” and died in infancy. 
The authors feel that on the basis of the evidence 
obtained in the child presented and of the 4 cases 
reported in the literature, the disease is a distinct 
and unique entity in the broad group of diffuse 
infantile leukoencephalomyelopathies within a still 
broader group of “cerebral palsies.” Its relation to 
a certain type of diffuse degenerative diseases of 
childhood and its distinct position in the group of 
leukodystrophies can be stated best in the frame¬ 
work of Hallervorden’s classification. The disease 
process represents a unique and now clearly de¬ 
finable entity for whicli the designation of dysmye¬ 
linogenic leukodystrophy is descriptive and appro¬ 
priate. Such designation stresses the cardinal feature 
of the disease, the failure of the maturation of 
myelin, and of the formation of the normal myelin 
sheaths. The disease process is distinct from the 
degenerative leukodystrophies of myelinoclastic 
type. 

GYNECOLOGY & OBSTETRICS 

Endocrine Treatment of Metastasizing Mammary 
Carcinoma. T. Homykievvytsch. Strahlentherapie 
109:5-27 (no. 1) 1959 (In German) [Munich, Ger¬ 
many]. 

This paper presents observations on 260 patients 
who received treatment for metastasizing mammary 
carcinoma. Sixty of these patients, who were 
treated between 1936 and 1946, received only 
sy'mptomatic treatment (group 1). Roentgen-ray cas¬ 
tration was employed in 53 preclimacteric patients 
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during the years from 1949 to 1951, and beginning 
witli 1950 this ti'eatment was given to all women 
under 60 years of age (group 2). Between 1951 and 
1954 testosterone propionate was given to 90 
women, and those less than 60 years of age were 
subjected to roentgen-ray castration prior to the 
hormone treatment (group 3). Finally, 57 patients, 
treated from 1952 to 1956, were given methyl- 
androstenedriol (Methandriol), those under 60 
again being subjected to roentgen-ray castration 
(group 4). 

The patients of group 1, receiving only sympto¬ 
matic b-eatment, served as controls. In this group 
the average survival time was 5.6 months; in group 
2 it was 7.6 months; in group 3 it was 9.9 months; 
and in group 4 it was 7.5 montlis. The survival 
times of the patients showing objective improve¬ 
ment were 12.5 months, 17.2 montlis, and 12 
months, respectively, in groups 2, 3, and 4, and in 
those showing only symptomatic improvement the 
survival times in the 3 treated groups were 7.2 
montlis, 11.8 montlis, and 7 months. The prolonga¬ 
tion of tire average survival times in the 3 treated 
groups was significant, being twice or 3 times 
longer than that of the control group. 

The mode of action and the r'alue of roentgen-ray 
castration, oophorectomy, adrenalectomy, hormone 
treatment, and hypophysectomy are critically dis¬ 
cussed on the basis of the aforementioned material 
and of reports in the literature. It seems probable 
that the therapeutic principle is a nonspecific one 
and is due chiefly to a radical but suitably directed 
and hormonally induced change in the tissues. Two 
stages ai'e recommended for the ti'eatment of 
metastasizing carcinoma of the breast: tlie first one 
consists of castration by irradiation and hormone 
treatment; if tliis is not enough, hypophysectomy 
by means of radioactive substances, such as radio- 
gold (Au*®®) or radioyttrium (Y®"), is employed as a 
second stage. 

Changes in Diabetes Insipidus During Pregnancy 
and Lactation. R. L. Sclieer, L. G. Eaisz and C. W. 
Lloyd. J. Clin. Endocrinol. 19:805-811 (July) 1959 
[Springfield, Ill.]. 

Despite the striking diuresis observed in patients 
with diabetes insipidus it is kmown that the defect 
in antidiuretic hormone production in many of 
these patients is incomplete, since antidiuretic re¬ 
sponses can be elicited with certain stimuli such as 
the administration of nicotine. Moreover, variations 
in diuresis are observed with changes in the func¬ 
tion of other endocrine glands, particularly the 
adrenal and thyroid. Little is known concerning tlie 
interrelation behveen diabetes insipidus and tlie 
endocrine changes in pregnancy, lactation, and 
the menstrual cycle. The authors describe observa¬ 
tions on a woman who had first noted polydipsia 


and polyuria coincident with menarche at the age 
of 13 years. Without treatment she drank between 
10 and 15 quarts of fluid each day. When she was 
20 years old, a diagnosis of diabetes insipidus was 
made. Administration of posterior pituitarj' powder 
by nasal insufflation produced relief of symptoms. 
However, this was discontinued after 3 years be¬ 
cause of nasal irritation, and the simptoms re¬ 
turned. 

This woman has been under observation by these 
authors since 1951, when she was 26 years old. She 
is now 33 years of age, gravida 10, para 8. She 
repeatedly demonsti'ated an increase in the require¬ 
ment for vasopressin during pregnancy, a decrease 
during lactation, and a less striking increase during 
the latter part of the menstrual cycle. Results of 
water deprivation tests on this patient suggested 
that endogenous antidiuretic hormone was released 
during lactation. Intravenous infusions of small 
doses of vasopressin had a pronounced antidiuretic 
effect on the third and twent>^-eighth days of the 
menstrual cycle, a distinctly smaller effect during 
pregnancy, and a possibly smaller effect on the 
eighteenth da)' of the menstrual cycle. 

Acute Pancreatitis at End of Pregnancy and During 
Delivery: 2 Cases. E. Elben. Geburtsh. u. Frauenh. 
19:512-515 (June) 1959 (In German) [Stuttgart, 
Germany]. 

Although a te.xtbook on internal medicine and an 
e.\tensive statistical review on pancreatitis had 
called attention to the fact that a rather large 
percentage of women with acute pancreatitis or 
pancreatic necrosis are pregnant, the author feels 
that obstetricians may not be aware of this and 
may miss the diagnosis of pancreatitis in parturient 
women. In the first of the 2 women presented the 
pancreatitis was discovered only during revision of 
the abdomen after cesarean section at term. Ge- 
sare-an delivery had been resorted to because of 
persistent severe pains in the upper abdomen, par¬ 
ticularly in tlie umbilical region, associated with 
nausea and vomiting. Inspection of the abdomen, 
after delivery of the viable infant, rev'ealed stones 
in the gallbladder, the cystic duct, and the cho- 
ledochus, as well as hardening of the pancreas. 
Cholecystectomy was performed and the choled- 
ochus was opened in an effort to remove a stone 
impacted at the ampulla of Vater. When this failed 
the stone was pushed into the duodenum. After 
removal of several stones from the bile passages 
and after testing the patency of the choledochus 
the abdomen was closed. Recovery was retarded 
by e.vudative pleurisy. 

In the second patient, a 20-year-old primipara, 
‘ pancreatitis resulting from closure of the choledo¬ 
chus by a stone” was suspected when, about 4 
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weeks before the expected delivery, she presented 
symptoms like those observed in the first patient. 
After the infant had been delivered by abdominal 
cesarean section, inspection of the abdomen re¬ 
vealed enlargement and hardening of the pancreas 
and a stone at the ampulla of Vater which, after 
cholecystectomy, was pushed into the duodenum. 
After removal of a series of small stones from the 
choledochus a T-drain was inserted, the abdomen 
was closed, and recover)' resulted. 

The author suggests that vomiting during preg¬ 
nancy may occasionally be due to cholecystopathy 
and pancreatitis, and that these conditions may 
sometimes be mistaken for hyperemesis gravidarum. 
Determination of diastase concentration is impor¬ 
tant as a means of recognizing acute pancreatic 
disease and is a valuable aid in the diagnosis of 
acute abdominal conditions arising during preg¬ 
nancy or labor. 

Primary Heterotopic (Ectopic) Chorioepithelionia 
and Chorioepitheliosis. E. Nanke. Gebmtsh. u. 
Frauenli. 19:523-531 (June) 1959 (In German) 
[Stuttgart, Germany]. 

The autlror describes the history of a 4S-year-old 
woman who was subjected to supravaginal hyster¬ 
ectomy because of hydatidiform mole. Thorough 
histological examination of the molar mass and of 
the uterus did not reveal any sign of malignancy. 
The woman died 2 years later of a cerebrovascular 
accident. Autopsy revealed a small nodule, the size 
of a bean in the left lung, and a similar one in the 
right kidney. While both of these nodules were 
found to consist of chorioepitlielioma, careful 
examination of the hydatidiform mole and of the 
uterus revealed no orthotopic foci of malignant 
chorioepitlielioma. The presence of chorionic cells 
in the ajioplectic area of the right occipital lobe 
was suspected but could not be definitely estab¬ 
lished, since only a few shadow-like atypical cell 
forms could be seen in the hemorrhagic area. 

In view of the histological findings at autopsy 
and of the results of tlie microscopic e.xamination 
of the hydatidiform mole and of the amputated 
uterus, the pulmonai-)' and renal tumors cannot be 
regarded as metastases of a choriocarcinoma origi¬ 
nating from the earlier hydatidiform mole. It is 
suggested that they arose from the transport of 
benign trophoblastic emboli to the lung and kid¬ 
ney, and that the term “chorioepitheliosis” (in anal¬ 
ogy to endometriosis) should be applied to this 
t)'pe of lesion. The authors define the biological 
concept of chorioepitlieliosis and, on the basis of 
the case presented, tliey explain the difference 
between heterotopic chorioepithelioma and chorio¬ 
epitheliosis. They classif)' the case as one of de¬ 
portation chorioepitheliosis. 


PEDIATRICS 

Relation of Isolated Recurrences of Sydenham’s 
Chorea to Preceding Streptococcal Infections. 
A. Taranta, New England J. Med. 260:1204-1210 
(June 11) 1959 [Boston]. 

It has been established that rheumatic polyarthri¬ 
tis and carditis occur 1 to 5 weeks after infections 
of the throat due to the group A streptococcus. 
Although the preceding infections may be asymp¬ 
tomatic, they are almost always detectable, in 
reb'ospect, by titration of streptococcic antibodies. 
On this fact the theory of the sti'eptococcic etiology 
of rheumatic fever was based. This theory was con¬ 
firmed by the reduction in the recmrence rate of 
rheumatic fever achieved through antistreptococcic 
prophylaxis and by the close relation of the recur¬ 
rences that do occur to preceding streptococcic 
infections. Contrariwise, in cases of Sydenham’s 
chorea—a disorder frequently but not constantly 
associated with rheumatic polyarthritis and car¬ 
ditis-all evidence of recent streptococcic infection 
is often lacking. This frequent lack of evidence of 
recent streptococcic infection, added to the fre¬ 
quent absence of laboratory' signs of “rheumatic 
activity” in cases of chorea, lends support to the 
view that Sydenham’s chorea is of two kinds, 
“rheumatic” and “nonrheumatic,” differing not only 
in manifestations but also in etiology. An explana¬ 
tion of these findings was suggested by a previous 
study showing that when chorea, rheumatic poly¬ 
arthritis, and carditis occur in the same patient, 
chorea tends to appear later than the other 2 
manifestations. 

This paper is concerned with 60 cluldren who 
had had Sydenham’s chorea, and were therefore 
susceptible to recurrences. They were followed over 
a 6-year period in 2 antistreptococcic prophylaxis 
clinics. A unique feature of these clinics was the 
routine periodic testing of throat cultures and 
streptococcic antibodies, permitting the detection 
and dating of even subclinical streptococcic infec¬ 
tions with high reliability. There were no recur¬ 
rences of chorea in the 41 children who did not 
hav'e streptococcic infections. Of 19 patients who 
had one or more streptococcic infections, 3 had 
recurrences of chorea. The recurrences were hot 
preceded or accompanied by rheumatic polyartliri- 
tis or carditis, and their clinical onset was 3 to 6 
months after the first immunological evidence of 
streptococcic infection. They were not accompa¬ 
nied by a high erytlrrocyte sedimentation rate or a 
positive test for C-reactive protein, except in 1 
patient who had a second recurrence of chorea 
shortly after the first recurrence and an intervening 
streptococcic infection. These data prowde the 
first available evidence that Sydenham’s chorea can 
follow infections with group A streptococci by an 
interval longer than rheumatic polyarthritis and 
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carditis, even in the absence of the latter manifes¬ 
tations and, indeed, in the absence of "rheumatic 
activity.” 

Effect of Corticotropin in Exudative Erythema 
Multifonne (Stevens-Johnson Syndrome). B. Lind¬ 
quist. Nord. ined. 61:784-785 (May 21) 1959 (In 
Swedish) [Stochholm], 

In a case of e.xudative erythema multiforme 
(Stevens-Johnson syndrome) in a boy aged 11, 
ti'eatment with corticotropin brought prompt and 
marked improvement. The effect was especially 
striking against the background of unfavorable 
development of the disease during the first couple 
of days, when the patient was treated with only 
tetracycline. The good response to corticotropin or 
adrenal steroids in tliis and similar cases reported 
in the literature supports the view that the syn¬ 
drome is due to a hyperergic reaction to a non¬ 
specific agent. 

A Genetic Profile of Infantile Amaurotic Family 
Idiocy. Statistical Evaluation of One Hundred 
Thirty-One Patients. S. M. Aronson, B. E. Aronson 
and B. W. Volk. A. M. A. J. Dis. Child. 98:50-71 
(July) 1959 [Chicago]. 

Data on 131 cases of infantile amaurotic family 
idiocy (lAFI) were obtained through a question¬ 
naire sent to the patients’ families, including ques¬ 
tions on the nature of birtli, time and form of on¬ 
set of tlie disease, family background, and familial 
and sex incidence. This report is a statistical analy¬ 
sis of the data thus obtained, supplemented with 
clinical observations made during hospitalization 
by the doctors cooperating in this study. A control 
group was formed with paired siblings of the same 
sex, differing from the earners of lAFI only in not 
showing the disease. The only other variable intro¬ 
duced was Jewish parentage. Only 4 of the 102 
families analj^zed were non-Jewish. 

No statistically significant differences were found 
between the lAFI group and the conti'ol group as 
to the nature of pregnancy, the duration and qual¬ 
ity of labor, and tire infant’s weight at birth. Tire 
average duration of the disease was 24.1 months 
and the average age at death was 29.5 montlrs 
with no apparent difference behveen the se.xes. 
The condition of infants of non-Jewish extraction 
seemed to deteriorate more rapidly than that of 
Jewish infants. The age of the parents was rarely 
over 35 years. Less than 1% of tire mothers and 
about 97o of the fathers were 40 years or older at 
the time the infant had been born. 

In the 102 families studied there were 122 infants 
with IFAI. Subtracting 23 families who had only 
one clrild, there were multiple cases in 25% of the 
remaining 79. The disorder is undoubtedly of a 
familial nature. As 95% of the families included in 
this analysis had only three or fewer children, the 


number of cases was not sufficiently large for a 
statistical verification of the recessive gene-substi¬ 
tution mechanism in the frequency of lAFI. No 
significant difference in the sex incidence was ob¬ 
served. Taking into consideration the order of 
birth, the frequency of the disease in the female 
group was highest in the first-born and decreased 
as the rank order rose. In the male group the trend 
was in the opposite direction, the percentage of 
incidence of lAFI rising with the succeeding rank- 
order. 

The Prophylaxis of Streptococcal Infections in Pa¬ 
tients with Rheumatic Fever. A Comparison Be¬ 
tween Sulfadiazine and Erythromycin. M. T. Stahl- 
man and F. W. Denny. A. M. A. J. Dis. Child. 
98:59-71 (July) 1959 [Chicago]. 

Fifty children from the Vanderbilt Hospital 
Pediatric Cardiac Clinic were included in this 
comparative study of sulfadiazine and er}i'thromy- 
cin as prophylactic agents against sti-eptococcic 
infection in patients with rheumatic fever or rheu¬ 
matic heart disease. Twenty-five of the children 
were selected at random and placed on a continu¬ 
ous treatment consisting of 0.5 Cm. of sulfadiazine 
in the morning and at night. The other 25 were 
given 100 mg. of erythromycin (Ilotycin) also in the 
morning and at night. There were 9 males and 16 
females in the sulfadiazine group, with an average 
age of approximately 12 years; and 19 males and 
6 females in the erythromycin group, with an aver¬ 
age age of approximately 10% years. The patients 
in tire first group were observed for an average of 
19.5 months, none for less than 7 months; those in 
the second group were observed for an average of 
19.5 months, none for less than 9 months. All chil¬ 
dren were followed closely at 2 to 3 week intervals 
during the active phase of their disease, and at 
increasing intervals up to 3 months after their 
symptoms had subsided. During each clinic visit 
throat cultures for ^-hemolytic sti-eptococci were 
obtained, totaling 305 cultures from the sulfadia¬ 
zine and 369 from the erythromycin group. 

In the sulfadiazine group positive streptococcic 
cultures were obtained from 11 patients, with 
group A streptococci found in 7 of them. Four of 
these 7 patients had clinical sjanptoms of respira¬ 
tory infection associated with the positive culture 
for group A streptococci. One child, who had 
shown no signs of rheumatic activity for four 
years, developed a recurrence characterized by 
artliritis and carditis. This was the only recurrence 
in the entire series of 50 children. In the erj'thro- 
mycin group, throat' cultures from 8 patients 
yielded /S-hemolytic streptococci, mth group A 
isolate in only one. In this patient the positive cul¬ 
ture was associated with a respirator-)'- infection, but 
no significant rise in antistreptolysin titer was ob¬ 
served. Both sulfadiazine and erythromycin were 
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well tolerated. Erj'thromycin was considered a 
superior agent for long-term preventive treatment 
against streptococcic infection in patients who 
have had rheumatic fev'er. 

Hodgkin’s Disease (Malignant Lymphogranuloma¬ 
tosis} During Childhood. E. Loder. Helvet. paediat. 
acta 14:141-183 (June) 1959 (In German) [Basel, 
Switzerland]. 

The author presents observations on children 
n'ith Hodgkin’s disease treated at the Universits' 
Children’s Clinic in Zurich. In 1929 Peer had de¬ 
scribed 9 children with Hodgkin’s disease observed 
at the clinic, and since 1929 17 more children with 
this disease have been observed. While this report 
is concerned chiefly with the 17 children, all 26 
cases are considered in the statistical analysis. 
Between 1947 and 1956 the annual mortaliri' from 
Hodgkin's disease in Switzerland was 17 per 1 
million inhabitants, and it is noteworthy' that Eng¬ 
land and IVales, as well as the United States of 
.America, report about the same mortality' from 
Hodgkin’s disease. About 15% of cases of Hodg¬ 
kin’s disease occur in children. Male predominance 
is even more pronounced in children than in 
adults. Of 366 pediatric cases reported in the 
literature, 83.67o were boys. Hodgkin’s disease 
seems to inhibit the development of secondary se.v 
characters; this was demonstrated in 9 of the 
author’s patients in whom the disease e.sisted dur¬ 
ing the period of puberty (12 to 17 years). In 
infants the disease is rare, but the incidence is 
rather high between 2 and 6 years of age. 

The time of onset and the first localization may' be 
difficult to ascertain, as swelling of the ly'mph nodes 
may' often remain unrecognized for a time. Swelling 
of the lymph nodes in the neck was the first sy'mp- 
tom in 24 of the 26 patients. General symptoms in 
the form of fever, sweats, lack of appetite, loss of 
weight, fatigue, and pallor were noted at the onset 
in 19 patients. Mediastinal lymphomas are always 
present late in the course, but in 15 patients of this 
group they were already evident during the first 
4 months. Tlie combination of cervical and medias¬ 
tinal lymphadenopathy is an important diagnostic 
factor in Hodgkin’s disease. While the symptoma¬ 
tology' is generally about the same in children as in 
adults, splenomegaly is often more marked, the 
mediastinal localization is more frequent, and fever 
generally appears early in children. A tendency to 
pleural involvement, clinically manifest as pleural 
e.vudate, is especially pronounced in children. 
Ly'mphopenia is the most constant change in the 
blood picture. 

Roentgen-ray' irradiation is still the main thera¬ 
peutic weapon together srith surgical treatment in 
selected cases. Cy'tostatic drugs are helpful only' as 
adjuvants, because, when employed alone, tliey only 
produce brief remissions. The prognosis varies in 


children as it does in adults. Life e.\-pectancv ranges 
from a few weeks to several decades. The average 
survival in a series of 174 children under 15 was 38 
months. The ultimate prognosis is determined less 
by the treatment than by the nature of the disease. 
Why the progress of Hodgkin’s disease differs from 
case to case is still obscure. Patients have been 
kmou'n to survive without any specific therapy for 
25 and more years, while others died within a few 
months. 

Thallium Poisoning. Report of Two Cases. M. D, 
Stein and M. A, Perlstein, A. M. A. J. Dis. Child. 
98:80-85 (July) 1959 [Chicago]. 

Clinical manifestations of thallium poisoning are 
sometimes confusing and may simulate other con¬ 
ditions. The authors report on 2 such cases of un¬ 
clear pictoe that they observed at the Cook County' 
Children’s Hospital; in both cases ata.via was the 
main clinical symiptom. The first patient was a 
4-y'ear-old boy admitted to the hospital because of 
unsteady gait, loss of hair, tremor, and lethargy of 
2 clays’ duration. A mild pharyngitis and urinary' 
infection were also present. The laboratory tests 
were all normal. A diagnosis of acute cerebellar 
ata-xia of unknown origin was made and the patient 
was given penicillin and sulfiso-vazole (Gantrisin). 
The pharyngitis and urinary infection cleared up 
promptly but the ataxia and alopecia became pro¬ 
gressively worse. The child developed hyperkerato¬ 
sis of the palms and soles, which completed a 
clinical picture suggestive of eitlier thallium or 
arsenic toxicity'. An empirical therapy' with dimer- 
caprol (BAL) was started, in a daily dose of 2.5 
mg. per kilogram, divided into 4 intramuscular in¬ 
jections. Three days later the child was much worse. 
The dose of dimercaprol was increased to 5 mg- 
per kilogram a day, and trihe.xypenidyl (Artane) 
was added to the treatment in a dose of 2.5 mg. per 
kilogram three times a day. The results were im¬ 
mediate and dramatic. Tire child was discharged as 
clinically cured, after a 7-week hospitalization. 

The second patient was a 3-y'ear-okl boy suffering 
from cerebral palsy due to kemicterus, who had 
been followed up at the outpatient department. 
After an absence of 6 months from the clinic the 
patient returned because of an unsteady' gait which 
had become gradually' worse during the previous 
4 months. He also had parietal alopecia. The diag¬ 
nosis of thallium poisoning was made and later con¬ 
firmed by laboratory tests. The patient did not keep 
bis next appointment at the clinic; it was reported 
later that his ataxia and alopecia bad disappeared 
spontaneously. Seven months later the child was 
brought back and hospitalized because be had 
stopped walking since the day before. On admission 
there was no alopecia-, but'the child was irritable 
and refused even to .stand up. Two days later he 
began to walk with an ataxic gait; marked tremor 
was observed, and 8 days after admission a patchy 
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alopecia appeared. A combined therapy was in¬ 
stituted with daily adminisUation of 5 mg. per 
kilogram of dimercaprol divided into 4 intramus¬ 
cular doses, and 2.5 mg. per kilogram of trihexy¬ 
phenidyl 3 times a day. The child was discharged 
in good condition after 6 days of this combined 
therapy. In both cases moderate doses of dimei’- 
caprol appeared to be effective in achieving detoxi¬ 
fication while trihexyphenidyl was effective in 
relie\'ing the tremor. 

THERAPEUTICS 

Report on a Survey of Allergic Reaction to Penicil¬ 
lin. Investigation Conducted by the Research Com¬ 
mittee of the Australian College of General 
Practitioners. Recorder, N. A. Andersen. M. J. 
Australia 1:827-830 (June 20) 1959 [Sydney]. 

In a survey conducted by the Research Commit¬ 
tee of the N. S. W. Faculh' of the Australian College 
of General Practitioners, data on 6,832 patients who 
had received systemic treatment with penicillin 
were compiled. This series comprised 2,874 men, 
2,432 women, and 1,526 subjects whose sex had not 
been stated. Reactions to penicillin occurred in 88 
(1.3%) of the patients; 60 of these were men, 27 
were women, and in one case the sex had not been 
declared. These figures show a male:female ratio 
of 2:1 which is statistically significant. The reactions 
were classified into immediate, when occuixing 
within 30 minutes of the administration of penicil¬ 
lin, and delayed, when occurring hours or days 
later. Immediate reactions occurred in 7 patients. 
Six of them had received penicillin previously, and 
3 had sustained a previous reaction. Five patients 
in this group had received procaine penicillin, one 
crystalline, and one benzatlrine penicillin. Pro¬ 
caine penicillin had been giv'en to 63 of tire 74 
patients in the delayed reaction group, benzathine 
penicillin to 6, and crystalline penicillin to 4. Otlrer 
h’pes administered included combined forms and 
oral penicillin. In 2 cases the specific tj'pe used was 
not known. There was a record of allergic back¬ 
ground in 47 of the delayed reaction cases; in 14 
tliere was no information conceniing previous 
allergic manifestations. 

Taking the series as a whole, procaine penicillin 
had been given to 4,763 patients, with reaction in 68 
(1.4%); benzathine penicillin to 159, with reactions 
in 6 (3.8%); crystalline penicillin to 287, with re¬ 
actions in 5 (1.7%); combined penicillin injections 
to 344, with reactions in 7 (2%); and oral penicillin 
to 566, witli reactions in 3 (0.5%). In 796 cases in 
which there were 2 reactions, tire type of penicillin 
was not knowm. A comparison of these percentages 
indicates that there is a somewhat greater risk of 
provoking a reaction when a benzathine penicillin 
is used. As the figures supporting this suggestion 
are very small, additional inquiries are needed in 


this respect. It should be noted that of the 10 pa¬ 
tients showing reaction to benzathine penicillin, 3 
suffered a recurrence of the symptoms. The report 
emphasizes the importance of a preliminarj' assess¬ 
ment of the likelihood of a patient’s developing an 
anaphylactic reaction. Administration of testing 
doses per skin scratch and the conjunctival sac 
technique is recommended. 

The Value of Anticoagulant Therapy in the Treat¬ 
ment of Acute Myocardial Infarction. J. A. W. 
McCluskie and D. A. Seaton. Scottish M. J. 4:305- 
309 (June) 1959 [Glasgow]. 

In order to clarify the conflicting views on the use 
of anticoagulants in the treatment of myocardial 
infarction, a study was carried out over a 5-year 
period (1952 to 1956) on a total of 226 patients 
with myocardial infarction. All the patients had 
recent (24 hours) myocardial infarction, and not 
one was included in this series who had a histon’ 
of previous myocardial infarction, peptic ulcer, liver 
disease, or severe renal disease. The electrocardio¬ 
grams in all patients showed a pathological Q wave. 
The patients were divided into 2 groups, the first 
consisting of 115 patients who were given anti¬ 
coagulants, and the second of 111 patients who were 
not given anticoagulant treatment. The anticoagu¬ 
lant diTigs used were heparin and ethyl biscoumace- 
tate (Tromexan) until early 1954, and thereafter 
heparin and phenindione (Dindevan). Heparin 
was given only in tire first 48 hours. 

In the first group 21 (19%) patients died, and in 
tile second group 45 (39%) patients died. In tlie 
second group of patients who did not receive anti¬ 
coagulant tlierapy 33% of the males and 65% of the 
females died, as compared to 16% and 27%, re¬ 
spectively, in those receiving anticoagulant therapy. 
The mortality as a whole and for each sex in the 
group receiving anticoagulants was about half of 
that of the treated group. Thromboembolic episodes 
occurred in 39 ( 39%) of the untreated group and 
in only 20 (18%) of the treated group. The results 
obtained in this series indicate a marked improve¬ 
ment in the outlook of the patient admitted to tlie 
hospital with a first attack of myocardial infarction, 
provided he survives tlie first 24 hours, and justifj^ 
die routine use of anticoagulant therapy in all 
patients with myocardial infarction. 

V. WiUebrand’s Disease and Its Treatment with a 
Specific Plasma Fraction. J. E. Jorpes. Scottish M. J. 
4:269-275 (June) 1959 [Glasglow]. 

A review of the. literature on Von Willebrand’s 
disease (hereditary pseudohemophilia) up to 1956 
showed that no agreement could be readied as to 
whetlier the underlying deficiencj' in this disease is 
a qualitative platelet insufficiency or a vascular 
disorder, or both, or whether tlie deficiency might 
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vary from patient to patient. Since 1956, L M. 
Nilsson and co-workers in Sweden have studied 20 
patients (11 females and 9 males) with severe 
hemorrhagic diathesis characterized by deficiency 
of antihemophilic globulin (between 1 and 10% of 
normal), a prolonged bleeding time, a normal plate¬ 
let count, and platelets which behaved normally in 
the thromboplastin generation test. Plasma human 
fraction I-O of Blomback and Blomback containing 
antihemophilic globulin A has been administered 
intravenously on 45 occasions in 9 of these patients 
in connection with hysterectomy, tooth extractions, 
intra-abdominal bleeding, large hematomas, epi- 
staxis, and other bleeding episodes. The bleedings 
were conboUed by this fraction, and the prolonged 
bleeding time was corrected in all of these 9 pa¬ 
tients, even if antihemophilic globulin, factor VIII 
activity, was lacking. The authors believe that the 
prolonged bleeding time in patients with v. Wille- 
brand’s disease is attributable to a deficiency in a 
plasma factor other than fibrinogen and the anti¬ 
hemophilic globulin, and not to the abnormalities 
of the capillary walls. Quantitative determinations 
of the antihemophilic globulin content of the plasma 
in the families of the patients have shown that one 
of the parents and several members in each famfly 
e.xhibited a lower than normal antihemophilic 
globulin level of the plasma without any pro¬ 
nounced bleeding symptoms. 

In view of tlie clinical and genetic similarity be- 
hveen this hemorrhagic diathesis and that of v. 
Willebrand’s pseudohemophilia, the authors studied 
16 patients in whom v. Willebrand had made his 
original observations. All the patients had a de¬ 
creased antihemophilic globulin level of plasma 
between 30 and 60% of normal. In all the patients 
platelets were normal with regard to count and 
behavior in the thromboplastin generation test. The 
prolonged bleeding time in one of v. Willebrand’s 
patients could also be corrected with the I-O plasma 
fraction of Blomback and Blomback. Both condi¬ 
tions have been shoum to be transmitted as an 
autonomal dominant gene with varying expres¬ 
sivity. Tire two hemorrhagic diseases, consequently, 
seem to be closely related, if not one and the same 
disease. 

PATHOLOGY 

Co-existent Tuberculosis and Carcinoma of the 
Lung. G. H. B. Baker. Ulster M. J. 28:69-71 (May) 
1959 [Belfast, Ireland]. 

While it has been suggested, that pulmonary 
tuberculosis and bronchial carcinoma are antago¬ 
nistic, it has also been asserted that tuberculosis 
is an etiological factor in carcinoma, ^^dlen the 
author noted both conditions in the course of a 
routine postmortem study, he decided to study the 
records of the department of patholog>' of Queens 
University, Belfast, in an attempt to assess the 


significance of the co-e.xistence of these diseases. In 
13,000 autopsies recorded between 1937 and July, 
1958, a total of 357 cases of bronchial carcinoma 
were found, which in 12 cases was associated with 
active pulmonary tuberculosis. The tuberculous 
and carcinomatous lesions were on the same side of 
the lung in 10 of the patients, on different sides in 
1, and in 1 the location of the carcinoma was not 
recorded. The incidence of active tuberculosis in 
cases with carcinoma was not statistically different 
from cases without carcinoma. It seems likely that 
carcinoma may occasionally arise in a lung already 
the site of a tuberculous cavity. It is suggested that 
the existence of a bronchial carcinoma may increase 
the fulminance of a tuberculous lesion in the 
affected lung. The co-existence of the two condi¬ 
tions is becoming more common, both because of 
the increased incidence of bronchial carcinoma and 
because of the fact that tuberculosis is now occur¬ 
ring in the older age groups. 

Bronchiolar (Peripheral Lung) Neoplasms and 
Previously Undescribed Observations on the Origin 
of Bronchiolar Carcinoma. S. L. Eversole Jr. and 
W. F. Rienhoff. J. Thoracic Surg. 37:750-765 (June) 
1959 [St. Louis]. 

The authors report on 4 patients, between the 
ages of 58 and 76 years, who died in the Jolms 
Hopkins University Hospital and on whom routine 
autopsies were performed, which revealed definitely 
benign adenomatous tumors or malformations of the 
bronchioles. These lesions were well circumscribed 
but not encapsulated single nodules lying beneath 
the pleura in the peripheral lung fields and were 
composed of thick fibrous septums covered by a 
layer of benign-appearing cuboidal, non-mucus- 
forming, nonciliated epithelium. In 2 of these 4 
patients these tumors were larger and the centers 
were hyalinized. The thickened fibrous septums at 
the margins merged imperceptibly with the alveolar 
septums and, in appropriate stains, the thickened 
septums and hyalinized cores were seen to contain 
large numbers of elastic tissue fibers. The smaller of 
these lesions thus strongly suggested that they were 
malformations, and the larger ones had character¬ 
istics of frank tumor at their periphery, but retained 
the malformation-like structure centrally. 

The cases of 2 additional patients, aged 69 and 
53 years, are reported, who were successfully 
operated on for slowly growing localized bron¬ 
chiolar carcinomas. Microscopic examination of the 
surgical specimens showed striking similarity to the 
incidental autopsy findings in the previous 4 pa¬ 
tients. In the surgical specimens, however, the 
epithelium outside the hyalinized areas was more 
luxuriant and e.xactly reproduced the histological 
picture of the non-mucus-forming type of bron¬ 
chiolar carcinoma. The new concept that bronchio- 
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lar carcinoma may arise from bronchiolar adenoma¬ 
tous malformations, in single or multiple foci, is 
put forth. 

An additional case is reported of a 68-year-old 
woman who died of congestive heart failure, and 
in whom a single small nodule of pulmonary 
adenomatosis was found on autopsy. Histologically, 
this tumor nodule showed tall columnar mucus-pro¬ 
ducing epithelium which formed a one-cell-layer- 
membrane lining of alveolar septums. The nuclei 
lay at the base of the cells. The alveolar septums 
were not thickened or appreciably scarred. The 
ease of this patient has been included only to con¬ 
trast its histological picture with that of the bron¬ 
chial tumors in the other 6 patients. While in the 
literature, for the most part, pulmonary adenomato¬ 
sis and its malignant counterpart, alveolar cell 
carcinoma, are indiscriminately grouped with 
bronchiolar carcinoma, these 2 diseases, in the 
authors’ opinion, are different in nature and should 
not be grouped together. 

Experimental Investigations of Lipid Metabolism 
in Ischemic Myocardium. M. Ursini, V. Pastore and 
A. Ciardiello. Minerva chir. 14:417-426 (April 30) 
1959 (In Italian) [Turin, Italy]. 

Changes of the serum total lipid, phospholipid, 
and cholesterol levels in experimentally produced 
ischemic myocardium were studied in 30 dogs. The 
anterior descending branch of the left coronarj' 
artery was ligated at about 10 to 15 mm. from its 
origin. This procedure produced infarcts in a pre¬ 
dictable location. Blood samples were obtained 
simultaneously from the coronary veins, right atrium, 
and femoral artery. The blood samples were col¬ 
lected at intervals from 1 hour to 45 days after 
ligation. At most 2 specimens were obtained from 
each dog. Total semm lipid values decreased 
slightly during the first several hours after ligation 
and then began to increase reaching the peak re- 
' cording 24 hours after ligation. Subsequently serum 
total lipid values decreased; they were restored 
within the normal limits 10 days after ligation and 
stabilized at subnormal levels during the period 
from 25 to 45 days after the induced infarction. 

Serum phospholipid values increased in all 3 
locations of the circulation after the infarction. 
Changes were slight and transitory in tlie venous 
atrial blood and in the systemic arterial blood, 
reaching the maximum values 24 hours after the 
infarction. The values were restored to normal levels 
15 days after the infarction. Total serum phospho¬ 
lipid values increased more markedly and lasted 
longer in the blood obtained from the coronary 
veins. Its peak values were observed 24 hours after 
the infarction and remained at higher tlian normal 
values even at the end of the investigation. Serum 
cholesterol levels first increased, reacliing peak 
values 12 hours after tlie infarction. The values 


were restored within the normal limits widiin 15 
days and then increased slightly and stabilized be¬ 
tween 25 and 45 days after the infarction. This 
study reveals that lipid metabolism changed con¬ 
siderably after development of the ischemic 
myocardium. The changes were probably related 
both to produced lesion of the myocardium and to 
the decrease of the oxygen flow into the myo¬ 
cardium. 

Penicillin-Resistant Staphylococci: Incidence in 
Outpatients with Hand Infections. A. J. Buhr and 
J. C. Scott. Lancet 1:1019-1021 (May 16) 1959 
[London]. 

To obtain an indication on the incidence of peni¬ 
cillin-resistant strains of Staphylococcus aureus 
among members of the general population for tlie 
Oxford area, the authors studied strains isolated 
from hospital outpatients from the Oxford accident 
service who presented hand infections. These were 
chosen because in 1952 it had been noted in this 
unit that of 82 Staph, aureus hand infections in 
which penicillin resistance was tested, no resistant 
strain was found. In 1957 Staph, aureus was ob¬ 
tained from 294 outpatients with hand infections, of 
whom 23 were doctors, nurses, physiotlierapists, or 
wardmaids. There were therefore 267 members of 
the “general public” from whom 271 swabs were 
taken; of these 81 grew penicillin-resistant strains 
of Staph, aureus. Eighty of these penicillin-resistant 
strains were also tested for sensitii'ity to chlortetra- 
cycline; 5 of these were found to be resistant. Of 
tlie 23 hospital staphylococcus contacts from whom 
25 swabs were cultured, 17 grew penicillin-resistant 
staphylococci; 5 of tliese organisms were resistant 
also to chlortetracycline. Of the 271 swabs, 187 were 
obtained from patients who had not been treated 
with penicillin, while the remaining 84 swabs were 
obtained from patients who had had penicillin 
therapy. Of the 187 specimens, 50 grew penicillin- 
resistant strains of Staph, aureus as compai'ed to 31 
of the 84 specimens obtained from patients who 
had received penicillin. In order to provide a larger 
series of hospital contacts for comparison, tlie 
authors summarized the results of a separate re¬ 
view of all proved Staph, aureus hand infections 
in nurses treated as outpatients in the accident seiw- 
ice between January, 1954, and April, 1958. In this 
group, 51 of 58 sh-ains of staphylococci were found 
to be resistant to penicillin. A further analysis of 
these findings showed that from Januarj', 1956, 
until April, 1958, 30 out of 31 nurses with Staph, 
aureus hand infections had a penicillin-resistant 
staphylococcus. With “liospital staphylcocci” so 
often resistant to penicillin, all available methods 
should be used to reduce hospital infections. The 
introduction of antibiotics has increased the im¬ 
portance of all forms of aseptic and antiseptic 
precautions. 
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Diseases of Metabolism: Detailed Methods of Diagnosis 
and Treatment. Edited by Garfield G. Duncan, M.D., Pro¬ 
fessor of Medicine, University of Pennsylvania, Philadelphia. 
\nth contributions by Walter Bauer and others. Fourth 
edition. Cloth. $18.50. Pp. 1104, with illustrations. W. B. 
Saunders Company, 218 W. Washington Sq., Philadelphia 5; 
7 Grape St., Shaftesbury Ave., London, W. C. 2, England, 
1959. 

Few fields of medicine are changing with the 
rapidit)' that has characterized the general area of 
metabolism. This new edition represents a welcome 
improvement of a book that has been valuable since 
1942. Tile format is similar to that of the previous 
editions. Introductory sections on carbohydrate, 
protein, and lipid metabolism are well written. 
There is also a chapter on mineral metabolism and 
a new chapter on u'ater balance in health and 
disease. The vitamins, avitaminosis, undemutrition, 
and obesity are discussed. All the chapters repre¬ 
sent authoritative reviews and include discussions 
of such relatively new concepts as the role of non- 
esterified fatty acids. The section on diabetes and 
hj'poglycemia represents a practical guide to tlie 
treatment of these disorders, including discussion 
of the various insulins and a brief discussion of 
tolbutamide. Juvenile diabetes is also discussed. As 
in the past, this book remains the standard guide of 
the physician and specialist who needs help in 
understanding metabolic problems. A list of refer¬ 
ences follows most of the chapters, including some 
860 references for the chapter on diseases of the 
thyroid. A useful appendix includes height, weight, 
and growth curves. 

DDT: The Insecticide Dichlorodiphenyltrichloroethane 
and Its Significance. Edited by Paul Muller. Volume II: 
Human and Veterinao’ Medicine. Edited by S. W. Simmons. 
Authors: W. J. Hayes, Jr., S. W. Simmons, and E. F. Knip- 
ling. Chemische Reihe, Band 10, Lehrbiichcr und Monogra- 
phien aus dem Gebiete der exakten Wissenschaften. Cloth. 
66 Swiss francs; 66 marks. Pp. 370, with illustrations. Birk- 
hiiuser Verlag Basel, Basel, Switzerland, 1959. 

This second of a three-volume series on DDT is 
devoted to the significance of the insecticide in 
human and veterinary' medicine. It presents an 
e.xhaustive array' of material on the pharmacology 
and toxicology' of DDT and its medical contribution 
through the control of insect vectors. Fart I of this 
volume is devoted to a detailed review of the basic 
pharmacology' of DDT, its toxicity' for man on the 
basis of e.xperimental exposure and use, and the 
practical problems involved in the hazards of DDT 
to man and useful animals. 


These hooh Ie^’ie^vs have been prepared by competent authotides 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


Part 2 contains chapters discussing the hygienic, 
economic, and social benefits of DDT to mankind. 
The problem of the resistance to DDT among 
arthropods of public health importance, types and 
mechanisms of resistance, and the significance and 
future outlook of resistance are considered in this 
section. The author stresses that, irrespective of the 
resistance problem, DDT and other chlorinated 
hydrocarbon insecticides, which were developed as 
a result of the discovery of DDT, are still the prin¬ 
cipal weapons in the global fight against malaria, 
typhus, and other arthropod-bome diseases. It is 
doubtful that any class of substances other than 
antibiotics has been found which protects more 
people against more diseases over a larger area than 
DDT. Irrespective of future developments, the dis¬ 
covery' of DDT will always remain a historic event 
in the fields of public health and agriculture. 

The value of DDT in veterinary medicine is dis¬ 
cussed in part 3. The importance of DDT in the 
control of arthropods which attack man and its 
use in the veterinary field were by-products of 
World War II investigations. Intensive research and 
field efforts have been conducted in many parts of 
the world to determine the maximum efficiency, 
safety, and economy of DDT for controlling exter¬ 
nal parasites of livestock, poultry, and pets. This 
volume was prepared by three prominent govern¬ 
ment scientists closely identified with the study and 
application of this insecticide in the control of 
insect vectors of disease. It presents a detailed and 
well-balanced account of the subject which is of 
value to persons concerned with public health and 
problems of application of chlorinated hydrocarbon 
insecticides but should also interest a wide circle 
of research workers in medicine, industry, and 
science. 

Colorimetric Determination of Traces of Metals. By E. B. 
Sandell, Ph.D., Professor of Analytical Chemistry, University 
of Minnesota, Minneapolis. Chemical Analysis, volume III. 
Series of monographs on analytical chemistry and its applica¬ 
tion. Editors: Beverly L. Clarke, P. J. Elving and I. M. 
Kolthoff. Third edition. Cloth. $24. Pp. 1032, with 110 illus¬ 
trations. Interscience Publishers, Inc., 250 Fifth Ave., New 
York 1; Interscience Publisher, Ltd., 88-90 Chancery Lane, 
London, W. C. 2, England, 1959. 

This new edition of an excellent work on the 
microanalysis of metals is about 50% larger than 
the second edition which appeared nine years ago. 
The text has been expanded about equally through¬ 
out, which indicates an increased application of 
microanalysis of metals as well as an increase in 
the available techniques of separation and colori¬ 
metric determination. The first four chapters are 
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devoted to the theory of colorimetric trace metal 
analysis; the separation techniques such as precipi¬ 
tation, chromatography, and exti-action; colored 
complex formations; and color determination. The 
remainder of the book is divided into chapters 
which cover the analysis of individual metals. The 
available methods of metal analysis are discussed 
and the preferred methods are presented in detail. 
The applications of these methods are dealt with 
in a discussion of the modifications necessarx' for 
separation and isolation from different mediums. 
Of interest to the investigator in medical fields are 
the sections that deal with the determination of 
trace metals in “bio-materials.” 

The te.xt covers the published methods through 
1957. The literature of 1958 is covered by refer¬ 
ences in addenda to each chapter. This work is not, 
however, a mere survey of the literature of metal 
microanalysis, nor a collection of methods scat¬ 
tered in the literature, but rather a well-written and 
complete textbook in which each of the methods 
presented is critically examined and evaluated. For 
the working analyst the details of the preferred 
procedures and the author’s comments thereon are 
presented in a practical manner; special precau¬ 
tions are indicated in footnotes. There is comment 
on the less satisfactory methods, and any valuable 
observations derived from them are related to the 
preferred methods. The users of previous editions 
of this book should welcome the addition of more 
recent methods and techniques as well as the valu¬ 
able comment and criticism of the author. It should 
prove a valuable addition to the library of any 
investigator interested in the analysis of trace 
metals. 

Worth and Chavasse's Squint: The Binocular Reflexes and 
the Treatment of Strabismus. By T. Keith Lyle, C.B.E., 
M.A., M.D., Surgeon (and Medical Officer in charge of 
Orthoptic Department), High Holbom Branch of Moorilelds 
Eye Hospital, London, and G. J. O. Bridgeman, M.C., M.A., 
M.B., Surgeon (and Sledical Officer in charge of Orthoptic 
Department), Western Ophthalmic Hospital (St. Mary’s 
Hospital), London. Ninth edition. Cloth. $10. Pp. 392, with 
214 illustrations, Williams & Wilkins Company, 428 E. Pres¬ 
ton St., Baltinjore 2; Bailliere, Tindall & Co.v, 7 & 8 Henrietta 
St., London, W. C. 2, England, 1959. 

This book is a revision and reorganization of the 
material which appeared in the eighth edition. It 
is unfortunate that the only trace of Bernard 
Chavasse’s brilliant literar>' stj'le is to be found in 
the quotations which head each chapter, but it 
must be admitted tliat the reorganization of the 
book is for the better. The book now stands as a 
clear-cut e.xposition of Chavasse’s ideas with re¬ 
gard to the cause and pathogenesis of strabismus. 
Tire authors naturally have added their own ideas, 
but without obscuring Chavasse’s principal thesis. 
The last chapter, entitled Incidence of Squint and 
Theories of Causation, is particularly interesting in 
that it presents a concise review of and critical 


comment on past theories on the cause of squint. 
No mention is made of the two aspects of strabis¬ 
mus that are currently prominent—the accommoda¬ 
tion convergence to accommodation ratio and the 
A and V syndrome. 

This book has a pleasing format and excellent 
illustrations. It is highly recommended to anyone 
interested in the heterotropias. In its present form 
it should be especially useful to the neophyte. 

Physiotherapy in Obstetrics and Gynaecology (Including 
Education for Childbirth). By Helen Heardman. Resised by 
Maria Ebner, M.C.S.P., Principal of School and Department 
of Physiotherapy of United Leeds Hospitals, Leeds. With 
forewords by W. C. W. Nixon, M.D., F.R.C.S., F.R.C.O.G., 
Profe.ssor of Obstetrics, University of London, London, and 
Veronica Sliand, S.R.N., S.C.M., M.T.D., Supervisor of Mid- 
wives, Lancashire County Council, England. Second edition. 
Cloth. $5. Pp. 244, svith 97 illustrations. Williams & Wilkins 
Company, 428 E. Preston St., Baltimore 2; E. & S. Living¬ 
stone, Ltd., 16 and 17 Teviot PI., Edinburgli 1, Scotland, 
1959. 

As this edition was nearing completion its author 
met an untimely and tragic death in an automobile 
accident while she was on her way to one of her 
patients. This made it necessary for one of her 
colleagues, who refers to herself as “a member of 
the large communit)' of physiotherapists who are 
continuing her work [Mrs. Heardman’s] for the 
benefit of the e.xpectant mother,” to revise and 
complete the edition. The original author prepared 
this work as a “comprehensive book on physiother¬ 
apy in the fields of obstetrics and gynaecology'.” 
The writer of the foreword comments that anyone 
reading the book “will appreciate the conti'ibution 
Mrs. Heardman made to the alleviation of unneces¬ 
sary' suffering, particularly in childbirth.” 

■The book is dix’ided into three parts entitled 
(1) Female Reproductive Function, (2) Physiother¬ 
apy in Obstetrics (Including Education for Child- 
birtlr), and (3) Physiotherapy in Gynaecology. Like 
Grantly Dick-Read’s book on “Natural Childbirth,” 
this volume prowdes a description of prenatal e.xer- 
cises to prepare the mother for childbirth but, in 
addition, it covers many other phases of physical 
therapy as related to obstetrics and gynecology. 
Sections on various phases of preparation for labor 
discuss (1) metliods of arranging instruction, (2) 
physical instruction, (3) mental instruction, and 
(4) rehearsal of labor. ’Thei'e is also a section on 
preparation for lactation and education for breast 
feeding, and a section on postnatal restoration. In 
die section on physiotherapy in gynecology various 
physical therapeutic measures for the management 
of disorders of the menstrual cycle are described, 
and the use of physical dierapeutic measures in the 
management of gy’necologic operations and post¬ 
operative complications is discussed. Many physi¬ 
cians may question some of the procedures recom¬ 
mended in the chapter on electrotherapy in gyne¬ 
cology, such as “ionisation of the cervix for chronic 
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endocen’icitis”; tlie use of “intrapelvic faradism” 
for “lax pehdc floor,” or faradism for “sagging 
breasts due primarily to muscular weakness.” 

Nevertiteless, there ai'e certain portions of tins 
book that should be helpful in guiding the physical 
therapist in pro\'iding suitable exercises, both pre- 
natally and postnatally. This book, written primarily 
for the physical therapist as a guide in a special 
phase of physical therapy, should also be of inter¬ 
est to obstetricians, gsmecologists, and physicians 
specializing in physical medicine and rehabilitation. 

The wTiter of the foreword, a collaborator of 
Mrs. Heardman’s, concludes: “I have for many 
}’ears appreciated the part that physiotherapy has 
played in rehabilitation after operations and con¬ 
finements. But, with the passing of these years, I 
now' realize that the contribution that physiotlier- 
apy can make is just as great in pre\'entati\’e as in 
ciirati\’e medicine.” 

Surgerj- of the Foot. By Henri L. DuVries, M.D., Clinical 
Instructor in Surgery’, Chicago Medical School, Chicago. 
Foreword by Karl A. Meyer, M.D. Introduction by Edward 
L. Compere, M.D. Cloth. $12.50. Pp. 494, with 403 illustra¬ 
tions. C. Mosby Company, 3207 M'ashington Blvd., St. 
Louis 3; Henry Kinipton, 134 Great Portland St., London, 
W. 1, England, 1959. 

The text of this new and stimulating volume 
brings into focus, ver\’ thoroughly, the latest as 
w'ell as the formerly w’ell-established operative 
procedures on the foot. It leaves the field of pallia¬ 
tive pads, supports, shoes, and minor surgery' of 
foot care usually included in textbooks on treat¬ 
ment of the foot, to present a precise and clear 
treatise covering all the yvell-established diagnostic 
and operatiy'e infomation necessarj' as a teaching 
reference as yy'ell as for guidance of the physician 
and surgeon w’ho finds himself responsible for relief 
of foot problems requiring operation. The book is 
well illustrated, and the subject matter is well sup¬ 
ported by a bibliography yy'hich indicates careful 
resemch. The author is to be congratulated on the 
accomplishment of this wortliy endeavor. 

Insecticide Resistance in Arthropods. By A. A. Brown, 
Ph.D. tVorld Health Organization monograph series no. 38. 
Clotli. 23 shillings: $3; 15 Swiss francs. Pp. 240, witli illus¬ 
trations. World Health Organization, Palais des nab'ons, Ge¬ 
neva, Switzerland; Columbia University Press, International 
Documents Sendee, 2960 Broadway, New York 27, 1958. 

This monograph was w'ritten yvitli the aim of 
coy’ering all that is knoyy'n to date on insecticide 
resistance in tliose artliropods tliat affect man and 
animals, including unpublished material communi¬ 
cated to the M^orld Healtli Organization E.xpert 
Committee on Insecticides in tlie past decade. The 
word “resistance” applies yvhen insecticide dosages 
that were formerly effecti\'e meet yy'ith control 
failure. In y'iew of its importance to public health, 
it is not surprising to find so extensive a literature 


on this subject. The monograph is dmded into four 
chapters devoted to the nature and characterization 
of insecticide resistance, the groups of insects that 
characteristically are or are not vectors to man, the 
dey'elopment of resistance all over the yvorld, and 
the physiology of resistance to DDT and other 
insecticides. It is concisely and clearly w'ritten, and 
its practical value is increased by numerous tables 
and detailed charts that consider increase of re¬ 
sistance, progress of eradication campaigns, and 
susceptibility of DDT and other insecticides to the 
dey'elopment of resistance and shoyv the location of 
places mentioned in the text. 

Tlie difficulty of distinguishing betyveen natural 
behavioristic resistance and that developed under 
insecticide treatment has been a source of confu¬ 
sion. Foreknoyviedge of yvhen resistance yvill start 
and hoyv far it yvill spread yvill be a great step 
toyy'ard safeguarding the iny'aluable ady'ances in 
healtli already achieved by control campaigns. This 
book should be valuable as a reference source to 
ay'ailable information on the public health problem 
of disease vector resistance to insecticides. 

What Next, Doctor Peck? By Joseph H. Peck, M.D. Half 
cloth. S3.50. Pp. 209, with illustrations, Prentice-Hall, Inc., 
Englewood Cliffs, N. J.; 70 Fifth Ave., New York 11, 1959. 

This is tlie narratii'e of a young phj'sicfan ivho 
got his start yvith a railroad construction gang in 
Utah. It is WTitten in popular style yvith a minimum 
of teclinical detail and a liberal sprinkling of humor 
—much of it earthy. It is obviously intended to 
appeal equally to lay and to professional readers. 
The author goes to some pains to deglamorize the 
yvild yvest as portrayed by Hollyyvood script yvriters. 
Ey'en the illustrations, concentrated in tlie center of 
the book, are singular!}' lacking in glamor. One of 
the best chapters, yy’ritten by the author’s yy'ife, is 
also placed in the middle of the book. There is no 
inde.x, nor is there any need for one. 

Recent Progress in the Endocrinology of Reproduction: 
Proceedings of the Conference Held in Syracuse, New York, 
June 9-12, 1958. Edited by Charles W, Lloyd. Cloth. $12. 
Pp. 532, with illustrations. Academic Press, Inc., Ill Fifth 
Ave., New York 3; Academic Press, Inc. (London) Ltd., 
40 Pall Mall, London, S. W. 1, England, 1959. 

The purpose of the conference here reported yvas 
to bring together basic research as yy'ell as clinical 
iny'estigators to ascertain the continuity of the re¬ 
search and its fruitfulness in the application of 
ey'etyday understanding of the many facets of re¬ 
production. Most of the yy'ork deals yy'ith animal 
e.xperimentation and results, inferences for tlie most 
part being applied to human beings. The book- 
presents many observations that are yet to be con¬ 
firmed either in tlie laboratory or in the clinic and 
offers a revieyv of pertinent data as of the time of 
the conference. This book is primarily for the in¬ 
vestigator rather than the practicing physician. 
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CONTROL OF LYMPHEDEMA 
To THE Emron-.—Conirocersij has arisen in our hos¬ 
pital as to whether the lymphedema of peripheral 
vascular disease can he more effectively treated 
with a roller bandage having an elastic weave 
or with an elastic stocking. Has any controlled 
study been made of this problem? 

M.D., Illinois. 

Answer.— Tlie most important consideration in 
the use of an}’ device for the treatment of lymph¬ 
edema is that it be properly fitted to the particular 
individual on whom it is to be used. The problem 
with an clastic-weave roller bandage is that it has 
a tendenc}’ to slip and to become uneven soon after 
it has been applied. It is difficult for most patients 
to apply their own bandages properly. On the 
other hand, an elastic stocking frequently is not 
fitted properly and may be tighter at the top of 
the leg than at the foot or the ankle. It then has 
the effect of a tourniquet and completely defeats 
the purpose for which it is intended. Tire most 
effective dev'ice for treating lymphedema is a cus¬ 
tom-fitted iDressure-gradient stocking. With this 
type of stocking, the pressure is greatest distally 
and gradually lessens toward the proximal end of 
the stocking. This is effected by different tensions 
in the weave. When this stocking is properly fitted, 
it actually has the effect of a peripheral pump and 
will greatly facilitate drainage of fluid from an 
e.xtremity. Custom-measuring is all important. The 
variance in size and shape of legs results in poorly 
fitted stockings if they are purchased in a store. 

Answer.— I do not know of an}' controlled 
study of the problem, but management of lymph¬ 
edema with peripheral vascular disease of the lower 
e,xtremity must be divided into early and late 
stages. In the early stage, neitlrer an elastic-weave 
bandage nor an elastic stock-ing is likely to control 
severe edema. In most instances, a bandage of 
solid latex rubber must be used during this stage. 
In the later stage, a combination of elastic band¬ 
age and elastic stocking that can be brought up 
over the thigh in a manner more satisfactory than 
is possible with a bandage may be required to 
control edema of both leg and thigh. An elastic 
stocking is best for supporting the entire lower 
limb, but in some instances plastic surgery may 
be required as an adjunct before the edema can 
be controlled. In every case of lymphedema of 

The answers here published have been prepared by competent au¬ 
thorities. They do not, howe>'er, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony¬ 
mous communications cannot be answered. Ever>' letter must contain 
the \\Titer*s name and address, but these will be omitted on request. 


peripheral vascular disease of the lower e,vtremity, 
the principle is that the method of bandaging must 
be adequate to control the edema. 

ANSWER.-Pratt (/. A. M. A. 151:888-891, 1953), 
in discussing the surgical correction of lymph¬ 
edema, emphasizes the need for adequate support 
and believes that this is best obtained by an elastic 
bandage of suitable compressive strength, since a 
bandage, unlike a stocking, can be adapted to the 
changing contours of the leg or arm. Support of 
this type should be worn until no swelling occurs 
without it, periods of a year or more often being 
required. On the other hand, Foley {Surg. Gynec. 
& Obst. 101:25, 1955) recommends elastic stock¬ 
ings. He emphasizes that they should be made to 
measure and so designed as to start just above 
the toes and fit snugly, with a compressive force 
of about 40 mm. Hg in the foot area (a figure 
which seems high). The compressive pressure must 
progressively follow a negative gradient in a proxi¬ 
mal direction in order to avoid stagnation of blood 
and lymph in the distal portions of the extremity. 
Stockings of this t}’pe should end below the knee 
unless edema of the thigh is present, when they 
should e.xtend well up toward the groin. 

A common difficulty is that many types of stock¬ 
ings tend to crease and fold in the popliteal area, 
creating a tomniquet effect, especially on walking. 
Recently a type of stocking has been introduced 
which to some extent obviates this difficulty. Long 
stockings should always be supported by a belt 
rather than any type of constrictive garter band. 
Wilkins and associates (New England J. Med. 
246:360, 1952) also feel that elastic stockings are 
useful therapeutically and are safe if not applied 
at a compressive pressure in excess of 10 to 15 
mm. Hg. Litter (M. Clin. North America 36:1039, 
1952), who studied the hydrodynamics of the 
problem in detail, also stresses the importance of 
the compressive strength factor and points out that 
a critically optimum pressure is required to obtain 
maximum linear velocity of flow tlirough the veins. 

Elastic stockings of tlie so-called tubular knit 
type should be avoided, because it is physically 
impossible to provide suitable pressure gradients 
with this type of construction. Other stockings of 
various compressive strengths and designed to pro¬ 
vide correct pressure gradients are available but 
at best represent a compromise with respect to any 
given extremity, even when offered in a multiplicity 
of sizes. Furtliermore, elastic stockings should not 
be used over a dressing, since undue pressure is 
exerted on the dressing and underlying tissues and 
a tamponade or blocking effect is created. On the 
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other hand, elastic bandages are readily applied 
over dressings so as not to exert undue pressure 
at any one point and to confoiTn to tire contours 
of the extremity; the tension can be so adjusted 
during application as to obtain any degree of sup¬ 
port required. They are available in a wide range 
of fabrics and constructions, with or without rub¬ 
ber, so that the proper Wpe of bandage can read¬ 
ily be selected for any given case. 

In general, a suitable elastic bandage is to be 
preferred for postoperative use and for wearing 
at home, because of ready adaptability to indi¬ 
vidual factors and inherent physiological efficiency. 
The danger of too tight application by the patient 
seems to be minimal. Properly designed and fitted 
elastic stockings are suitable for temporary use 
when esthetic considerations are of importance, 
and they have been found most helpful in mini¬ 
mizing the fatigue encountered by the surgeon 
during the course of prolonged operations. 

SATURATED AND UNSATURATED FATS 
To THE Editor:— W/iflf is the proportion of satu¬ 
rated and unsatiirated fattij acid in butter, com¬ 
mercial oleomargarine, and Emdee? 

M.D., Connecticut. 

Answer.— A recent publication of the United 
States Department of Agriculture, Human Nutri¬ 
tion Division, entitled “Fatty Acids in Food Fats,” 
states that the total saturated fatty acid content 
of butter, margarine, and Emdee is 55, 26, and 
12.7 Gm. per 100 Gm., respectively, and total lino- 
leic acid content is 3, 9, and 35.6 Gm. per 100 Gm. 
respectively. According to information available 
at the present time, there is no indication that 
there should be a headlong rush to change the 
fat intake of everyone. Where there is a history 
of heart attacks, the physician may wish to incor¬ 
porate into the diets of such patients fats with a- 
relatively high degree of unsaturation. Several 
commercially available products are made with 
fats such as corn oil, safflower oil, and soybean oil. 

LOCATION OF ANOXIC BRAIN DAMAGE 
To THE Editor:—A patient’s heart stopped beating 
for 22 minutes during an operation and was re¬ 
suscitated. There is a considerable amount of 
marked brain damage. Is there literature available 
on the part of the brain first affected in such a 
case? 

Frank A. Andrews, M.D., Coldwater, Mich. 

Ansxver.— Clinical e.xperiences widi temporarily 
interrupted cardiac function and heartbeat mth 
survival of the patient have been recorded for a 
great many years. There are many factors that mil 
determine the degree of brain injury which follows 
such an episode. If the patient’s body temperature 
is at normal or above, four to five minutes of com¬ 
plete cardiac arrest is sufflcient to destroy die func¬ 
tion of the large ganglion cells, particularly those 


of the cortex. Persons survi\'ing this type of episode 
usually .vegetate, or manifest the symptoms of de¬ 
cerebrate rigidity. 

The difficulty with human clinical observation is 
that the exact time of complete cardiac arrest is 
hard to determine. Some instances of fibrilladon and 
“pulselessness” have been, mistaken for complete 
cardiac failure. The situation then becomes one of 
differentiating between severe states of cerebral 
liypo.xia and those of true cerebral anoxia. In the 
human being, four to five minutes of complete 
anoxia is considered sufficient to greatly endanger 
intelligent mental reactive processes subsequent to 
the episode. The age of the patient, infant or adult, 
is also important. If the patient, however, is sub¬ 
jected to generalized liypothermic situations;-the 
period of cardiac arrest, with recoverable brain 
function, can be e.xtended well beyond the critical 
period, depending on the physical factors of o.xygen 
availability, Boyle’s law of gases in solution, and 
, the efficiency of the circulation that remains. 

The question does not contain information rela¬ 
tive to the patient’khge, physical state, dr body tem¬ 
perature, nor the method of exact measurement of 
the 22-minute interval involved in the heart-failure 
mechanism. Was there a irrec'eding peripheral cir-. 
dilatory failure, or was this incident due to sudden 
total cardiac arrest? Mhat happened to the respira¬ 
tion rate? Were manual, mechanical, or drug agents 
used in the resuscitation efforts? Assuming that the 
question involves an operation on a patient not un¬ 
der hypothermic conditions, survival would be most 
unusual after a 22-minute cardiac aiTest unless 
o.xygen reached the cortical midbrain and medulla 
areas by some means. “Pulselessness,” vasomotor 
failure in the periphery, or fibrillation might have 
filled in part of the interval. 

There is much in recent aviation physiology that 
indicates that'unfavorable degrees of cerebral hy¬ 
poxia begin to manifest failure at the level of judg¬ 
ment and the frontal lobes. The ]rortions of the brain 
that show loss of function next are the perceptive 
areas concerned with the accuracy of vision and 
hearing, memory recall, and sensation. In gradually 
increasing degrees of hypoxia, failure of function 
finally includes the motor and other cortical areas. 
Because of the “end-arterj'” system to the basal 
ganglions, intense local changes may take place 
and leave coordination and cybernetic factors 
greatly disturbed. The inference, therefore, would 
be that the damage should be greatest in the 
frontal and temporal areas of the brain, along 
with visual perception, if such clinical tests could 
be carried out. Where sufficient ano.xia has occurred 
to damage large areas, if is impossible to determine 
wliich areas are first affected, since the process is 
so rapid. The end-point is the same, in that damage 
is xvidespread after five minutes of complete car¬ 
diac arrest, chiefly in the large ganglion cell areas 
of tlie brain cortex, representing the most recent 
phylogenic additions. Regeneration or recovery of 
mental acuity does not eventually take place. 
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Federal Poliomyelitis Report . . 
State Activities on Aging . . 


POLIOMYELITIS STRIKES LOW 
INCOME GROUPS 

A marked shift in the pattern of poliomyelitis was 
reported bv the U. S. Public Healtli Service, which 
said the disease now occurs most frequently in 
small, crowded areas with heavy concentrations of 
low socioeconomic groups. There is a substantially 
higher attack rate among the nonwhite population. 

Before the Salk vaccine was widely distributed, 
poliomyelitis spread over large areas and attacked 
all population and economic groups, PHS noted. 

The nationwide paralytic attack rate in 1959 was 
1.6 per 100,000 persons. In the white population 
the rate was 1.4 per 100,000, compared with 3.2 
for nonwhite groups. 

In prevaccine epidemics the attack rate was 
relatively high among older children and young 
adults, but during 1958 and 1959 children under 
5 years of age were the principal victims. 

Almost 90% of all cases of poliomyelitis in the 
nation in the past two years occurred among per¬ 
sons under 30 years of age. Hower'er, a few com¬ 
munities in Massachusetts and Seattle, M^ash., re¬ 
ported a higher proportion among older age groups. 

Chikhen aged under 5 accounted for 37.6% of all 
cases this year. More than 50% of children aged 
under 5 have not been vaccinated. 

U, S. Surgeon General Leroy E. Burney pointed 
out that, as in prevaccine days, poliomyelitis con¬ 
tinues to follow a cycle with years of high and 
years of low incidence. Both 1958 and 1959 were 
years of high incidence. A total of 4,245 paralytic- 
cases was reported for this year through Oct. 9, 
compared with 2,089 in the corresponding weeks of 
1958. In 1955, the first year the Salk vaccine became 
generally available, there were 8,290 cases during 
the same period. 

The weekly incidence was falling off in October 
from the peak 332 cases registered in mid-Septem¬ 
ber. The rate for tlie latest w'eek fell to 229 paralytic 
cases, 50 fewer than the prerious week. 

The Salk vaccine has continued to prove “highly 
effective” in the vaccinated population, said Dr. 
Burney. Among 3,173 persons with paralytic cases 
whose vaccine status had been reported by Oct. 5, 
there were 551 who had had the full course of 
three or more injections. Of the paralytic cases, 
82.6% were among the unvaccinated or partially 


vaccinated, with 64.2% of these having received no 
vaccine and 18.5% only one or two injections. 

The number of fully vaccinated persons in June 
was about 68 million. About 36 million persons in 
the vulnerable under-40 age group had no vacci¬ 
nation at all, and around 5 million of these were 
infants and preschool children. 

Since then, about 25 million doses of vaccine have 
been distributed in this countrj', sufficient to in¬ 
crease the number of persons who have had at least 
three injections by about IS million. 

Fifty-four cities this year conducted surveys^ to 
learn who the unvaccinated persons were. The find¬ 
ings reinforced experts’ opinion that concenriated 
vaccination drives must be conducted among cer¬ 
tain groups and in certain areas if poliomyelitis is 
to be conholled, PHS said. 


STATES MOVE ON AGING PLANS 

The government veported that the states are 
making progress in preparations for the White 
House Conference on Aging to be held in Januaiw, 
1961. 

State plans "cover broad and varied programs,” 
said the Department of Health, Education and 
Welfare in a report on the states’ activities. 

The report declared that “development of these 
plans has involved participation by large numbers 
of private citizens, by representatives of public and 
private agencies and organizations and official state 
agencies on aging.” 

Through September, 35 states and the District of 
Columbia had received grants from HEM^ to help 
finance tlieir aging activities. Total amount of the 
gnmts was $514,200. 

The latest nine grants, all for the maximum 
•$15,000, went to California, District of Columbia, 
Kansas, Minnesota, New York, Ohio, Oklahoma, 
South Dakota, and Tennessee. 

The White House Conference is scheduled to 
make recommendations in all phases of aging 
problems and to serve as the springboard for con¬ 
certed communiri' action. 


PERSONNEL 

Si.\ American scientists studied the progress of 
metabolic disease research in Russia during Septem¬ 
ber for the Department of Health, Education, and 
Welfare. They were Drs. Floyd S. Daft, director. 
National Institute of Artlmtis and Metabolic Dis¬ 
eases; MfiUiam Castle, professor of mei’cine, and 
head, department of medicine (Harvard), of 
(Confimicd on next page) 
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“Nitroglycerin and erythrol tetranitrate when admin¬ 
istered sublingually are among the most effective of all 
prophylactic agents available for the treatment of 
patients with angina pectoris. The comparatively 
prolonged duration of action of erythrol tetranitrate 
makes it especially valuable for clinical use.” 

Risenian, J. E. F., etal.: Circulation 17:22 ,1958 

‘Cardilate’ brand Erythrol Tetranitrate 
Sublingual Tablets 15 nig., scored. 
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Boston City Hospital; William H. Sebrell Jr., 
director, Institute of Nutrition Sciences, School of 
Public Health and Administrative Medicine of the 
Faculty of Medicine, Columbia University; J. Mur¬ 
ray Luck, professor, department of biochemistiy, 
Stanford University; Currier McEwen, associate 
professor of medicine. New York University College 
of Medicine; and Clifford J. Barborka, associate pro¬ 
fessor of medicine, Northwestern University Medi¬ 
cal School. 

Dr. Pearce Bailey, director of the National Insti¬ 
tute of Neurological Diseases and Blindness for 
the past eight years, was appointed director of the 
institute’s new International Neurological Research 
Programs. Dr. Richard L. Masland, now assistant 
director, will succeed Dr. Bailey as director of the 
institute. 

Dr. E. M. K. Ceiling, professor of pharmacolog\' 
at the University of Chicago, has been appointed to 
the scientific staff of the Food and Ding Administra¬ 
tion. He will ser\'e as medical officer and head of 
the Pharmacodynamics Branch of FDA’s Division 
of Pharmacology. 

Dr. Kennetli W. Chapman, associate director of 
the clinical center of tlie National Institutes of 
Health, died in Washington, D. C., of a heart at¬ 
tack, on Sept. 18, while undergoing a physical 
examination. He was 48 years of age. 

TwenU' additional persons were appointed to the 
Advisor)' Committee to the M^hite House Confer¬ 
ence on Aging, raising the total membership to 146. 
Among those named were Dr. Vincent P. Carroll, 
Laguna Beach, Calif., professor of clinical surgery, 
graduate school of the College of Osteopathic Phy¬ 
sicians and Surgeons; J. Douglas Coleman, New 
York, vice-president of the Blue Cross Association; 
Walter Foody, Chicago, vice-president of the Con¬ 
tinental Casualty Insurance Company and cur¬ 
rently in charge of the actuarial department and 
independent plans division underwriting the insur¬ 
ance program for persons aged 65 and over; and 
Dr. Donald H. Stubbs, Alexandria, Va., chairman 
of the board of directors of National Blue Shield. 


MISCELLANY 

A management consulting firm recommended in¬ 
creasing the manpower of the Food and Drug 
Administration, in view of the growing demands 
resulting from the development of new products 
and manufacturing processes. The firm, McKinsey 
& Co., concluded that FDA is effectively organi'/ed 
to caiT)' out its responsibilities and made a number 
of proposals for strengthening FDA’s inspection, 
testing, and regulatory activities. 

The Public Health Service’s division of general 
medical sciences awarded 98 new grants totaling 
$3,461,700 to support training programs for research 
scientists in 11 basic medical and health-related 
sciences. The grants are part of a National Institutes 
of Health effort to stimulate more research training, 
with emphasis on training in the scientific fields 
basic to medicine and public health. 

Scientists at the North Little Rock, Ark., Veterans 
Administration hospital and the University of Arkan¬ 
sas Medical Center have indicated a possible rela¬ 
tionship behveen virus illnesses in infants and 
mental retardation later in their lives. Virus infec- 
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The American Cancer Societ)' awarded the De¬ 
partment of Agriculture $100,000 to intensify re¬ 
search on as’ian leukosis, a cancerous disease of 
chickens. Poulty cancers cannot be transmitted to 
man, but “any significant findings on poultry cancer 
may be adaptable to human cancer research,” said 
die Agriculture Department. 

The Public Health Service awarded 5,262 train¬ 
ing grants, research fellowships, and traineeships, 
totaling $61,900,000, through the National Institutes 
of Healtli in the fiscal year that ended June 30. A 
detailed accounting of these awards for advanced 
training in medicine and biology is contained in a 
new publication—“Public HcEUth Service Grants 
and Awards by the National Institutes of Health, 
Fiscal Year 1959, Part II.” Copies may be obtained 
from the Superintendent of Documents, U. S. Gov¬ 
ernment Printing Office, Washington 25, D. C. 
Ask for PHS Publication No. 701, Part II. The price 
is 40 cents. 

President Eisenhower signed into law a bill per¬ 
mitting the dispensation of paregoric by oral as 
well as written prescription in the District of Co¬ 
lumbia. 

The lead content of gasoline could be raised from 
3 to 4 cc. per gallon without significantly increas¬ 
ing the public health hazard from auto e.xhausts, 
according to a special committee of advisors to the 
Public Health Service. But Dr. Leroy E. Burney, 
PHS surgeon general, urged that recommended 
precautionary measures be taken if the gasoline in- 
dustrj' does increase the lead content. 

Sen. George A. Smathers (D., Fla.) proposed 
that the Senate Small Business Committee investi¬ 
gate prices of medicaments and drugs. He said some 
United States drug manufacturers are selling their 
products abroad at much lower prices than in this 
countr)'. 

. The Atomic Energ)' Commission consolidated its 
health and safety programs in a newly created office 
of health and safet)' under Dr. Forrest Wester, who 
has been assistant director for radiation protection 
in the division of biology and medicine. The new 
office took over the duties and personnel of the 
tliree branches of health and protection, radiation 
effects of weapons, and safety and fire protection. 

Despite various scientific reports on smoking and 
health, Americans will smoke a record 465.9 billion 
cigarettes this year, the Agriculture Department 
predicted. The agency said almost one out of ever)' 
two Americans over 14 years of age now smokes 
“regularly.” 

Roger W. Jones, chahinan of the Civil Service 
Commission, urged 100% employee participation in 
the newly enacted federal employees’ health in¬ 
surance program. He suggested that workers con¬ 
tinue their present health policies until the new 
program becomes effective ne.\t July 1. The CSC 
chairman termed the program, endorsed by the 
American Medical Association, “a highly significant 
addition to the attractiveness of federal employ¬ 
ment.” 

Also published by the Ways and Means Com¬ 
mittee was a 220-page book of facts about the ad¬ 
ministration of the disabilit)' provisions of the social 
security program. The report reviews the legislative 
history of the disability program, amendments, court 
decisions, and other statistical information. It was 
designed for the use of a special ways and means 
subcommittee, headed by Rep. Burr Harrison 
(D., Va.), that is slated to hold hearings starting 
in October on the disabilit)' program’s operations. 



‘CARDILATE’ 


sublingual 
tablets for 
angina pectoris 

Sublingual administration obviates inactivation of ni¬ 
trites in gastrointestinal tract. 

Most closely approximates nitroglycerin in frequency 
and degree of effectiveness. 

‘Cardikte’ brand Erylhrol Tctranitrate 
Sublingual Tablets 15 mg., scored. 
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flIEETINGS 


A^^EnICA.^• MEDICAL ASSOCIATION: Dr. F. J. L. Blasing.imc, 335 
North Dearborn St., Chicago 10, Eiccutixe ^^ice-President. 

1950 Clinical Meeting, Dallas, Texas, Dec* 1-4. 
i960 Annnal Meeting, Miami Beach, Fla., June 13-17, 

1960 Clinical Meeting, W'ashiHgton, D. C., Nov. 29-Dec, 2. 

1961 Annu.Tl Meeting, Now Voric City, June 26-30. 

1961 Clinical Meeting, Denver, Nov, 2S-Dcc, 1, 

1962 Annual Meeting, Chicago, June, 

AMERICAN 

1959 

October 

Amuiucan PssciuATnic Association*, Detroit Divisional Meeting, Hotel 
Staller, Detroit, Oct, 29-31, Dr. Benjamin Jeffries, 16321 Mack Avc,, 
Detroit 21, Co-Cliaimian, Planning Committee. 

ANrERiCA.v Society of Tropical Medicine and Hycicnc, Claypool Hole), 
Indianapolis, Oct. 28-31, Dr, Rolla B. Hill, 3575 St, Gaudens Road, 
Miami 33, Fla., E.veculi'c Secrctaiy. 

CoNcnEss OF NcinoLOGicAL SuncEON'S, Americana Hotel, Miami, Fla., 
Oct. 28-31. Dr. Richard L. DeSaussure, Suite 101 B, 20 S. Dudley St., 
iMcmphrV, Zeno., i’cciuturj-Frcasurcr. 

November 

Academy of Medici.ve of Cleveland Semjn'aii on Recent Advances in 
Diagnosis and Therapy of Malignant Disease, Cleveland, Nov, 18- 
19. Dr. H. S. A%an Ordstrand, 2009 Adclbert Rd., Cleveland 6, Cluurman. 
American Academy for Cerebral Palsy, Statler Hilton Hotel. Los 
Angeles, Nov. 30-Dec. 2, Dr. Glidden L. Brooks, Brouai University. 
Pro%’idence 12, R. I., Secretary*. 

American Association of Blood Banks, Edgewater Beach Hotel, Clri- 
cago, Nov. 4-7, Dr. John B. Alscver, Southwest Blood Banks, 1211 W. 
Washington St., Phoenuc, Ariz., Secretary*. 

.American Clinical and Climatological Association, The Homestead, 
Hot Springs, Va., Nov. 2-4, Dr. F, Tremaint Billings, 420 Medical Arts 
Bldg., Nashville, Tenn., Secretao** 

American College of Crest Physicians, Dallas, Te.\as, Nov. 29-30. 
Mr, Murray Konifcld, 112 E. Chestnut St., Chicago 11, E.YCCutive 
Secretar>*. 

American Fractere Assocuiion, Boosc^•cU Hotel, New Orleans, Nov. 
1-5. Dr. H. W. Welbnerling, CIO Griesheim Bldg., Bloomington, Ill., 
ExecuU\'C Sccrelar>*. 

American Medical Women’s AssocrATio.v, Arlington Hotel, Hot Springs, 
Ark., Nov. 12-15. .Nfrs. Lillian T. Mnjally, 1790 Broadway, New York 19, 
Exceutive Secretar>‘. 

.Association or Asierican Medical Colleges, Edgewater Beach Hotel. 
Cliicago, No^'. 2-4. Dr. Ward Darley, 2530 Ridge Ave., Evanston. Ell., 
Executive Director. 

Association or MiLiTAny Surgeons of the United States, Ma> flower 
Hotel, Washington, D. C., Nov. 8-11. Lt. Col. George M. Beam, AUS, 
Ret., Suite 718, New Medical Bldg., 1726 Eye St., N, W., Washington 6, 
D. C., Executive Secretary’, 

Central Society for Clinical Research, Drake Hotel, Chicago, Nov. 

6-7. Dr. Austin S. Weisberger, 2065 Adelbert Rd., Cleveland 6, Sccretaiy. 
Chicago Heart Association, Symposium on Cerebral Vascular 
Diseases, Knickerbocker Hotel, Chicago, Nov, 7. Dr. C. Bruce Taylor, 
c/o Chicago Heart Assn., 22 W. Madison, Chicago 2, Chairman. 
Conference on Electrical Techniques in Medicine and Biolocv, 
Sheraton Hotel, Philadelphia, Nov, 10-12. Dr. Herman P. Scliwan, Moore 
School of Electrical Engineering, University of Penns^dvania, Pluladel- 
plua. Chairman. 

District of Columbia, Medical Society’ of, Statler-Hilton Hotel, Wash¬ 
ington, D. C., Nov. Mr. Theodore Wiprud, 1718 M Street, N. W., 
Washington 6, D. C. 

Gastroenterology Research Group, Drake Hotel, Chicago, Nov. 6. 

For ioSormation inite Dr. Charles F. Code, Mayo Clinic, flocliester, Minn. 
Gerontological Society. Inc., Statler Hotel, Detroit, Nov. 12-14. Mr. ■ 
Marjorie Adler, 660 S. Kingshighway Blvd., St. Louis 10, Administrative 
Secretarj’. 

Illinois Academy of Gener.sl Practice, Moirison Hotel, Chicago, lU., 
Nov. 9-12. Dr. H. Marchmont-Robinson, 14 E, Jackson Blvd., Chicago 
4, Executive Secretary*. 

International College of Surgeons, Second W^estern Regional 
Meetinc, Stardust Hotel, Las Vegas, Nev., Nov. 22-24. Dr. F. M. 
Turnbull Jr., 1930 Wilshire Blvd., Los Angeles 57, Secretarj-Treasurer. 
Inter-Societi’ Cytology Council, Statler-Hilton Hotel, Detroit, Noy*. 
19-21. Dr. Paul A. Youngc, 1101 Bc.icon St., Brookline 46, Mass., 
Secre tar>’-Tre as luvr. 

Interstate Postgraduate Medical Association or North America, 
The Palmer House. Chicago, No\-. 2-5, Mr. Roy T. Ragatz, Box 1109, 
Madison 1, Wis., Executive Scerctarj’, 

Miciucan Academy’ of General Practice, 13th Annual Fall Post¬ 
graduate C14.MC, Sheralon-Cadillac Hotel, Detroit, Nov. 11-12. Dr. 

F. P. Rhoades, 970 Maccabees Building, Detroit 2, Convention Manager. 
National Proctologic Assoclytio.v, Chicago, Nov. Dr. George E. 

Mueller, 59 E. Madison, Chicago 2, Secretarj’. 

National Society' for Crippled Children and Adults, Palmer House, 
Chicago, Nov. 29-Dec. 2. Dr. Dean \\\ Roberts, 2023 W. Ogden Ave., 
Chicago 12. Executive Director. 

Omaha Mid-M'est Clinical Society', Ci^ic Auditorium, Omaha, Nov, 
O-K \fi.c \f. Gron'M) 1031 Arts Bide.. Om.iha 2. Execu- 


Raoiological Society' of Nouth Amuru;a, Inc., Palmer UQu^e.Cbi-'- 
Novc 15-20. Dr. Donald S. Cliilds, 713 E. Genesee St., S)ncia*t 
-N. y., Secretary-Treasurer. 

San Diego Academy of Gener^u* Practice, Hotel Rhiera. Wr;. 
Nev., Nov. 12-14, For information write: Dr. Harold Peterson 39 *, 
El Cajon Blvd., San Diego 15, Calif. 

Society' for the Scientific Study of Sex, Barbizon Plaza Hole), Kn 
York City, Nov, 7. Mr. Robert V. Shenviu, Suite 704, 1 E. 42nd F'. 
New York 17, Executive Secretarj’. 

Southern Medical Association, Atlanta, Nov. 16-19. ^^r. V. 0. FoiUr. 
2601 Highland Ave., Birmingham 5, Ala., Executive Secrctarj’-Trcasu,*'! 

Southern Thoracic Surgical Association, Edgewater Gulf Hotel, Ed:v 
water Park, Miss., Nov. 19-21. Dr. Hanley H. Seiler, 517 Bajibr* 
Blvd., Tampa 6, Fla., Secretarj*. 

Southyyxstern Medical Association, Roswell, N. M„ Xov. 5-7. Dr. 
Russell L. Deter, 1501 Arizona St., El Paso, Texas, Secretarj’. 

Westers Surgical Assoclvtion, The Broadmoor, Colorado Spriiigs, Co! 
Nov. 19-21. Dr. John T. Rej'noJds, 612 N. Michigan Avc., Chicaj:/): 
Secretarj'. 

December 

American Academy of Dermatology- and Syphilolocv, Palmer Heu 
Chicago, Dec. 5-10. Dr, Robert R. Kicrland, First National Bank B!c 
Rochester, Minn., Secretarj’-Treasurcr. 

American Assoclvtion for the Advancement'^of Sciexce, Morri 
Hotel, Chicago, Dec. 26-31. Nfr. Sidney S. Negus, Medical Coll. 
Virgini.Y, Richmond, Va., Director of Public Information. 

Ameiucan PsY'ciibANALVTic Assogiay'ion, Biltmore Hotel, New Yurt C 
Dec. 4-6. Dr. David Beres, 151 Central Park West. New York 23, S 

retaij’. 

AxfERfCAN /tHEUMATis.sr AsyociATfo.v, Heury Ford Hospital, Deti 
Michigan, Dec. 11. Gerard W. Speyer, 10 Columbus Circle, NewY 
19, Executii’e Secretary. 

Association i-ou Research in Nervous a.vd Mental Disease, !• 
Hotel Roosei’elt, New Y’ork City, Dec. 11-12. Dr. Rollo J. Masseli 
700 W, 168th St., New York 32, Secretary-Treasurer. 

First Annual Graduate Medical Education' Conference-Reside; 
Tuaintnc Program, Univ, of Pennsylvania, Philadelphia, Dec. i 
Dr. Alfred S. Frobese, Graduate School of Medicine, U. of PennsjUai 
Pliiladelplua 3, Chairman. 

Medical Society' of the United States & Mexico, Valley Ho He 
Scottsdale, Ariz., Dec. 2-4 (followed by rivo-daj’ session Desert ] 
Las Vegas, Nev.). Dr. A, H. Tallakson, 2025 N. Central Ave., Phoc 
Ariz., (Convention Co-Chairman. 

New Y’ork Heart Assoclvtion, SjYnposiuin on Salt and Water Meta 
lism, Biltmore Hotel, New Y'ork City, Dec. 11-12. Dr. Alfred P. Fishn 
N. y. Heart Association, 10 Columbus Circle, New York City, Chainr 

New York State Society or A.vestiiesiologists, Inc., Postgradi 
Assembly in Anesthesiologj’, Hotel New Yorker. New Y’ork City, I 
9-12. Dr. Edwin J. DePolo. 131 W. lUh St., New York 11, Secret 

1960 

January 

American Acade.my of Allergy, Hollywood Beach Hotel, Hollywc 
by-thc-Sea, Fla., Jan. 11-13. Mr. James O. Kcilej', 756 N. Milwan 
St, Milwaukee 2, Wis., Executive Secretary*. 

American Academy of Orthopaedic Surgeons, Tlie Fabner Ho 
Chicago, Jan. 23-28. Mr. John K, Hart, 116 S. Michigan, Chicag( 
Executive Secretarj'. 

American College of Svrgeoss, Scctionn} Meeting, the Brown H( 
Louisville, Ky., Jan. 21-23. For information uTitc: Dr. H. P. Saund 
40 E. Erie St., Chicago 11. 

Northwest Society for Cllnical Research, Seattle, Jan. 9. Dr. J 
R. Hogness, 721 Minor Ave., Seattle 4, Secretary-Treasurer, 

Rocky Mountain Traumatic Surgical Society*, Aspen, Colo., Jan. 
30. Dr. Charles Houston, 420 Hy-man St., Aspen, Colo., Exccu 
Secret arv. 

Western Association of Physiclvns, Carmel. Calif., Jan. 27-29. 
Wade Y'olwiler, Dept, of Med., U. of Washington, Seattle 5, Secret 

Western Society’ for Clinical Research, Camiel-by-the-Sea, C.i 
Jan. 28-30. Dr. William N, Valentine, U. of California ^^eclica^ Ccr 
Dept, of Medicine, Los Angeles 24, Secretary. 

February 

Al.\ska State Medical Association, Anchorage, Feb, 18-20. Dr. Ge< 
Hale, 501 "L” Street, Anchorage, Alaska, Chairman. 

.\meiiican Academy of 'Occupational AJedicine, Wilhamsburg j 
Williamsburg, Va,» Feb. 10-12. Capt. Lloj’d D. Shone, Bureau of Mi 
cine and Surgery', NavT Dept., Washington 25, D. C., Secretary. 

American College of Allergists, Inc., Americana Hotel, Bal H.-irb 
Miami Beach, Fla., Feb. 28-Mnr. 5. Mr. Eloi Bauers, 2160 Rand Tm 
Minneapolis 2. Executive Yh'ce-President. 

American College df Radiology, Roosevelt Hotel. New Orleans, I 
3-6. Mr, William C. Stronach, 20 N. Wackcr Dr., Chic.Ygo 6, Exeeu 
Director. 

American College or Surgeons, Sectional Meeting for Surgeons i 
Nurses, Statler Hilton, Boston, Feb. 29-Mar. 3. For information wr 
Dr. H, P, Saunders, 40 E. Erie St., Cliicago 11. 

American OiiTHOPSYciiiATnic Association, Inc., Sherman Hotel, Oiica, 
Feb. 25-27. Marion F. Longer, Ph.D., 1790 Broadway, New Y’ork J 
Executive Secretary. 

California Medical Assoclvtion, Ambassador Hotel, Los Angeles, F 
21-24. Mr. John Hunton, 450 Sutter Si,, San Francisco 8, Execut 
Secretary'. 

Central Surgical Association, Drake Hotel, Chicago, Feb. 1S4 
Dr- Angus D. McLachlin, Victori.i Hospital, London, Ont., Cana' 
Secretary. 

Congress on Medical Education and Licensure, Palmer House. L 
caco. Feb. 7-9. For information write: Council on Medical Educati 
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and 
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HE problems of the neuroviralence, 
genetic stabilit}', and immunizing capacity’ 
of live poliovirus vaccines have been 
brought into sliarper focus by the large- 
scale trials being conducted in different parts of the 
globe, as recently reported before the Pan Ameri¬ 
can Health Organization-World Health Organiza¬ 
tion (PAHO-WHO) Conference on Live Poliovirus 
Vaccine held in Washington, D. C., during the week 
of June 22-26, 1959. We are summarizing here the 
results of our recent work on (1) comparative tests 
of the monkey neurovirulence of die Lederle-Cox 
strains and the Sabin strains being used as orally 
given vaccine, (2) the use of die d and T markers 
in tissue culture for determining genetic changes in 
attenuated poliovirus, (3) the correlation between 
genetic instability and increase in neurovirulence of 
strains after multiplication in the human alimentary’ 
tract, and (4) the limited immunizing capacity of 
attenuated poliovirus in an area with a high rate 
of enterovirus infection, presumably due to inter¬ 
ference by the latter. 

In addition, we would call attention to die fact 
that the feeding of a large-number of persons does 
not, by itself, constitute an adequate safety test. 
Two questions must be asked in each field trial: 
1. What percentage of diose fed had already been 
immunized by prior natural exposure to poliovirus 
or by Salk vaccination? 2. Is there a significant 
difference in the number of cases of poliomyelitis 
among the vaccinated susceptible persons and their 
community contacts as compared with the number 


Comparative tests of the monkey neuro- 
virulence of the Lederle-Cox and the Sabin 
strains of poliovirus, which are candidates for 
an orally administered vaccine, have indi¬ 
cated that children have been fed poliovirus 
strains possessing greater neurotropic activ¬ 
ity than had been suspected. There vras 
also evidence that, in passing through 
human hosts, some of the vaccine strains 
underwent genetic changes with respect to 
at least two properties In tissue culture, 
namely, the capacity to grow at 40 C 
(T marker) and the capacity to grow at low 
bicarbonate concentration (d marker). These 
changes after human passage were asso¬ 
ciated with increases in monkey neuroviru¬ 
lence. A further study of 596 postvaccination 
fecal specimens revealed that marked, 
though not complete, interference occurred 
between the vaccine virus and the entero¬ 
viruses already circulating in the population. 
This interference affected adversely the 
formation of the desired antibodies. It has 
not been proved that the strains used as orally 
given vaccine are dangerous either for the 
vaccinated child or for the community, but 
caution is called for, especially in view of 
the genetic instability- of the attenuated 
strains of poliovirus currently available. 
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of cases which might have been expected had the 
same population been exposed to a virulent strain 
of virus? Some data illustrating this approach will 
also be discussed. 

Materials and Method 

Monkey Neiirovinilence of Vaccine Strains.— 
Strains were made available tlrrough the kindness 
of Drs. A. B. Sabin and H. R. Cox. They were 

Table 1.—Comparative Titrations for Neurovirulence of 

Type 1 Candidates for Orally Given Poliovirus Vaccine" 

Monkeys 'Which Monkeys Which 

Received Received 

Lederle-Cox Strain Sabin Strain 


Concentra¬ 
tion of 
Tissue- 

Route of Culture 

Inoculation Fluid 

Developing 
Weakness 
or Paral¬ 
ysis of 
Polio- 
myelitist 

Develop¬ 
ing Cord 
Lesions of 
Polio¬ 
myelitis 

Developing 
"Weakness 
or Paral¬ 
ysis of 
Polio- 
myelitist 

1 

Develop¬ 
ing Cord 
Lesions of 
Polio¬ 
myelitis 

Intracerebral.. Undiluted 

mn 

6/11 

0/12 

1/12 

lO'i 

1/7 

4/7 

1/7 

1/7 

10'2 

418 

8/8 

1/7 

1/7 

Intraspinal..., Undiluted 

8/9 

9/9 

8/10 

10/10 

10-1 

3/6 

6/6 

4/5 

4/6 

10-2 

5/5 

5/5 

5/0 

6/6 

10-* 

4/4 

4/4 

2/4 

3/4 

10-* 

5/5 

5/5 

0/5 

3/5 

10-R 

0/6 

0/6 



io-« 

0/5 

0/5 




* Of 40 control monkeys inoculated intracerebrally and 28 Inoculated 
intraspinnlly, none developed disease or lesions. 

t Progressive weakness or paralysis beyond second day after inocula* 
tion. 

t Numerator = number of monkeys positive; denominator = number 
oi monkeys inoculated. 

transported on Dry Ice and kept frozen until the 
day they were thawed and titrated in monkeys and 
in monkey-kidney cultures. From 22 to 26 monkeys 
were used for titrating each strain intracerebrally 


Table 2.—Comparative Titrations for Neurovirulence of 
Type 2 Candidates for Orally Given Poliovirus Vaccine 



Monkeys Which 
Received 

Lederle-Cox Strain 

_ 

Monkeys Which 
Received 

Sabin Strain 

_A_ 

Developing 
Concentra- Weakness 
lion of or Paral- 
Tissue- ysis of 

Route of Culture Polio- 

Inoculation Fluid myelitis* 

Develop¬ 
ing Cord 
Lesions of 
Polio¬ 
myelitis 

Developing 
Weakness 
or Paral¬ 
ysis of 
Polio¬ 
myelitis* 

Develop¬ 
ing Cord 
Lesions of 
Polio¬ 
myelitis 

Intracerebral.. Undiluted 

5/lOt 

10/10 

0/10 

0/10 

10-1 

3/G 

6/6 

0/6 

0/6 

10-2 

3/6 

5/6 

0/6 

0/6 

Intraspinal.... Undiluted 

10/10 

10/10 

5/8 

8/8 

10-1 

C/6 

6/C 

4/5 

5/5 

10-2 

6/6 

6/G 

0/5 

4/5 

10-» 

3/3 

3/3 



10'* 

2/4 

3/4 



10-5 

0/4 

0/4 




* Progressive weakness or paralysis beyond second day after inoeula> 
tion. , ^ . 

t Numerator = number of monkeys positive; denominator = number 
of monkeys inoculated. 


(IC) and from 22 to 43 for each strain intraspinally 
(IS). The IC dose was 1 ml. into the thalamus, with 
use of a 22-gauge needle; the IS dose was 0.1 ml. 
inoculated into tlie lumbar cord through the first 
intervertebral space below the last rib, ^vith use of 
a 27-gauge needle. The latter was used in order to 
retain as much as possible of the 0.1-ml. inoculum 


in the lumbar cord. As a measure of a proper 
inoculation we sought to obtain continuous reflex 
contractions of the leg muscles during the inocula¬ 
tion. In order to achieve this, it was necessary, in 
many monkeys, to change tire location of the 
needle during the course of injeeting the vaccine. 

After a period of observation of about four 
weeks, or less if the monkey was severely paralyzed, 
the animals were sacrificed and 30 sections of spinal 
cord were examined, 10 each from the cervical, 
thoracic, and lumbar areas. Lesions were graded 
from 1-|- to 4-)-, a maximum score for both hemi- 
sections of one level being 8 (gross destruction of 
nerve cells plus extensive areas of cellular infiltra¬ 
tion and perivascular cuffing); thus, the maximum 
score for the lumbar or cervical area of a monkey 
would be 80. 

The data in tables 1 to 4 are a condensed sum¬ 
mary of the titrations in about 400 young cynomol- 
gus monkeys with a range of body weight of from 


Table 3—Comparative Titrations for Neurovirulence of 
Type 3 Candidates for Orally Given Poliovirus Vaccine 



Monkeys Which 
Received 

Lederle-Cox Strain 

Monkeys Which 
Received 

Sabin Strain 

Concentra' 
tion of 
Tissue- 

Route of Culture 

Inoculation Fluid 

Dereloplng 
• Weakness 
or Paral¬ 
ysis of 
Polio¬ 
myelitis* 

Develop¬ 
ing Cord 
Lesions of 
Polio¬ 
myelitis 

Developing 
Weakness 
or Paral¬ 
ysis of 
Polio¬ 
myelitis* 

Develop¬ 
ing Cord 
Lesions of 
Polio¬ 
myelitis 

Intracerebral.. Undiluted 

3/lOt 

3/10 

0/10 

0/10 

10'2 

2/C 

2/6 

0/6 

0/6 

10‘2 

0/6 

0/6 

0/6 

0/6 

Intraspinal.... Undiluted 

8/10 

10/10 

9/10 

10/10 

10-2 

6/6 

6/6 

3/6 

C/6 

io-» 

6/6 

6/6 

3/6 

6/6 

io-« 

Hi 

3/4 

0/4 

2/4 

10-* 

1/4 

2/4 

0/4 

0/4 


* Progressive weakness or paralysis beyond second day after inocula¬ 
tion. 

t Numerator = number of monkeys positive; denominator =r number 
of monkeys inoculated. 

3 to 5 lb. (1.5 to 2.5 kg.). Each of the strains gave 
titers in the same range in monkey-kidney cul¬ 
tures, 10® ° to 10’' “ tissue culture doses (TCD.^o) per 
milliliter, similar to the results reported by Sabin 
and by Cox. However, marked differences were 
found between our results in monkeys and those 
reported by them. 

For type 1, the Lederle material contained more 
than 300 monkey poliomyelitis doses (MPD-.o) per 
milliliter by the IC route, and 300,000 MPD^o by 
the IS route (tables 1 and 4), MPD.-;o indicating the 
dose which produced specific lesions of poliomye¬ 
litis in 50% of the inoculated monkeys. (Usually, as 
shoxvn in table 1, the titer based on lesions was 
about 0.5 to 1.0 logio units higher than that based 
on the appearance of paralysis and weakness.) 
Sabin’s strain produced a significant response in 
only two monkeys by the IC route, but the IS titer 
proved to be 100,000 MPD.-io per milliliter. The 
extent of multiplication is also evidenced by the 
lesion scores presented in table 4. After IC injec¬ 
tion, Lederle’s strain produced marked destruction 
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in both the cervical and the lumbar areas, as shown 
by the high scores of 457 and 649, while Sabins 
stain )’ielded a score of only 24. After IS inocula¬ 
tion in the lumbar area, the Lederle material 
showed a high degree of activity (lumbar score, 
1,597) and spread into the cervical area (score, 
844), i. e., ratio of cer\'ical to lumbar scores of 1/2, 
while Sabin’s material showed a lesser hut signifi¬ 
cant spread, with the ratio of cervical to lumbar 
scores being 123 to 837, or about 1/7. A low ratio, 
such as 1/7, of cer\’ical to lumbar scores indicates 
little spread of the rarus from the area of injection 
wliile a high ratio, such as 1/2, indicates e.vtensive 
spread of neurovinilent virus to the cervical area. 

For t)'pe 2, Lederle’s sti'ain titered over 300 
MPDso per milliliter by the IC route and 200,000 
MPDao by the IS route, while Sabin’s strain was 
negapA'e by the IC hut had a titer of at least 2,500 
MPDao by die IS route (tables 2 and 4). After IS 
inoculation, Lederle’s strain showed a high degree 
of activity and of spread (ratio of cervical to lumbar 
scores, 1,009 to 1,778, or about 1/2) in contrast to 


paralysis in monkeys receiving doses of 10" TCD.-.n 
or more.” Our results widi both Sabin’s and Led¬ 
erle’s strains have since been confirmed by a second 
impartial laboratory, the Division of Biologies 
Standards, National Institutes of Healdi." 

In criticizing our results, Sabin “ implied that we 
produced so much nonspecific damage in the mon¬ 
keys that the inoculation procedure and the reten¬ 
tion of the inoculum in the cord might have been 
responsible for the paralytic manifestations. A series 
of conti'ol tests with normal tissue-culture fluids, 
with an enteric cytopathogenic human orphan 
(ECHO) virus, or widi the vaccine strains diluted 
beyond their paralytogenic end-point, failed to 
produce disease or histological responses that in 
any way could be confused with those of polio¬ 
myelitis. 

Our results indicate that children have been fed 
poliovii'us strains possessing greater neurotropic 
activity than had been suspected, the degree of 
which is shown in table 5. (The same may be said 
for children fed Koprowski’s stains, in view of the 


Table 4.—Comparative Titers of Candidate Strains of Live Poliovirus Vaccine 


Monkey 

LIvp PoHovlrus Vocclnc Kidney 

--<'*-V Tissue 

Type Strain Culture 

3 Lederle 

Sabin 10'-* 

2 Lederle 10*’•• 

SnbJn 10‘-* 

S Lederle 10’-^ 

Sabin lO'-s 


50% Doses per Ml. 


Intracerebral Intnisplna) 

Neurovirulcncc Neiirovirulcnce 

-—A---_— 


Clinical 

Poliomyelitis 

Clinlcul 

Poliomyelitis 

DIsenset 

Le.«lons 

Disease 

Lesions 



I03.S 

jovs 

<I0O 

<10® 

10*-® 

J05.« 

10*- 

>305- » 

105. ft 

10'-» 

Keg. 

Keg. 

10=* 

>10»-* 

10® 

10® 

10»- 

105® 

Keg. 

Keg. 

10*® 

IO«.o 


PoUoInyelUl^ Lesion Scores* 


Intracerebral Intraspioal 

Inoculation Inoculation 

-> • __ -A - 


Cervical 

Lumbar 

Cervical 

Lumbar 

457 

WO 

S4t 

3,507 

0 

24 

123 

837 

4S7 

704 

1,009 

1,778 

0 

0 

44 

34fi 

170 

232 

oSi 

1.059 

0 

U 

3.V> 

850 


•Undiluted through 10** used for calculation of poliomyelitis lesion scores for monkeys inoculated intrnccrebrnlly, and undiluted through 10"^ 
for those inoculated intraspinally. 
t Paralysis or weakness due to multiplication of poliovirus. 

J Approximate figures. 


the relatively low degree of activity and spread of 
Sabin’s strain (ratio of cervical to lumbar scores, 44 
to 346, or about 1/8) (table 4). 

For type 3, Lederle’s strain contained only 1 
MPDjo per milliliter by the IC route but bad a titer 
of 10,000 MPDbo by tire IS route (tables 3 and 4). 
After IS inoculation, the differences in lesion scores 
behveen type 3 strains were less marked than for 
the other stains, and the degree of spread was also 
similar, a high ratio of cervical to lumbar scores of 
about 1/2 being found for both strains; Lederle 
ratio, 584/1,259; Sabin ratio, 355/850 (table 4). 

The marked discrepancies betaeen many of our 
titrations and those reported by Sabin and by Co.v 
were surprising. It was on the basis of their findings 
that the WHO Expert Committee on Poliomyelitis ' 
in 1957 recommended that strains be used in field 
trials only if there was a "complete lack of para¬ 
lytogenic activity on IC inoculation of maximal 
doses (in excess of 10’ TCD^o) in rhesus or cyno- 
molgus monkeys and only minimal residual neu¬ 
rotropism by spinal inoculation in monkeys—i. e., 
only rare development of localized, nonprogressive 


high degree of neurotropic activity found in these 
stains by Sabin" and by the Division of Biologies 
Standards.’) We have considered 0.01 ml. of infec¬ 
tious tissue-culture fluid, containing 10" TCD.io, as 
tire dose generally used for human feeding with 
Sabin’s stains, and 10" to 10“ TCDjo as the dose 
with Lederle’s strains. Thus one human dose of 
virus, the amount used to produce infection in the 
vaccinated cliild, contains from 100 to 30,000 polio¬ 
myelitis doses for the monkey inoculated by the 
sensitive intraspinal route. 

Use of Tissue Culture Markers for Determining 
Genetic Changes in Attenuated Poliovirus.—Within 
the past two years, at least three markers of polio¬ 
virus have been described which can be followed 
by tissue culture methods and which tend to dis¬ 
criminate between neurovinilent and attenuated 
stains. Strains possessing the d-j- marker grow 
more rapidly than d- strains at low bicarbonate 
concentration under agar’; stains possessing the 
MS-j- marker grow more rapidly on the monkey 
stable kidney-cell line than MS- strains’; strains 
possessing the T-j- marker grow readily at 40 C in 
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contrast to the T- strains.® Virulent, wild strains 
possess d+j and T-f- markers and thus differ 

from most attenuated strains. 

In tlie course of a studj' of a number of families 
in Mexico City who had been fed Sabin’s attenu¬ 
ated strains in the spring of 1958, Ramos-Alvarez 
kindly made available to us serial specimens of 
rectal swabs from 81 vaccinated clrildren and their 
family contacts. The details of the study and of the 

Table 5.—Amount of TCD.-,, MPDm (IC), and MPDst (IS) 
in One Human Dose of Live Poliovirus Vaccine" 


Vaccine Strain 

TCDso 

MPDsoCIC) 

MPDsodS) 

Lcderle 3. 

30-'30'5 


105-5.10*-* 

2. 


10O.5.101.5 


3. 

105-10« 

0 

103-O.10*-® 

Sabin 1. 

10--3 

0 

103.0 

2. 

105-2 

0 

>101-* 

3. 

105-5 

0 

302-0 


* MDPao indicates dose producing specific poliomyelitis lesions in 
50% of inoculated monkeys: IC = intracerebral and IS = intraspinol 
route of inoculation. 


methodology will be reported separately. Here we 
wish to point out tire usefulness of the method in 
being able to select, for the expensive monkey- 
neurovirulence tests, strains which have altered 
after multiplying in the human alimentary tract. 
In table 6 the results on 36 strains recovered from 
vaccinated children show that in 15 there was no 
detectable alteration in the virus, in 16 others the 
recovered virus changed in the d but not in the T 
marker, and in 5 others changes occurred in botli 
markers. Thus, in 14% of the children infected with 
d-T- strains, the excreted viruses had changed in 
at least t\vo properties. Mdien a strain reverted from 
d- to d-\-, it was not always associated with a T- 
to T-\- reversion. However, every instance of 
T- T-b reversion was linked with a d- d-\- 
reversion. 

Correlation Between Genetic Instability and In¬ 
crease in Neurovirulence.—Strains recovered from 
the Mexican children fed Sabin’s vaccine strains 
were selected for testing in monkeys. The strains 
had all been isolated in monkey-kidney cultures 
maintained in M-E medium at pH 7.4. (The M-E 
medium used contained 0.5% lactalbumin hydroly¬ 
sate and 1% monkey serum, in Earle’s balanced salt 
solution.) However, to insure that we were not 
selectively enhancing the proportion of monkey 
paralytogenic strains by passage of the human virus 
in tissue culture, a number of rectal swabs obtained 
from the vaccinated children were inoculated direct¬ 
ly into monkeys by tlie intraspinal route. The dose 
of virus in such material which could be inoculated 
was ver\' small indeed, var^ring from only 10 to 60 
TCDso.' 

A summarj" of the monke)' tests on strains of the 
3 tj-pes is shoum in table 7. It is apparent diat ex¬ 
creted strains which retain the d-T- markers of the 
vaccine %drus are not significantly more virulent for 
monkeys tlian the vaccines themselves, about 10,000 
TCD .-0 being required to paralyze 50% of tire mon¬ 
keys inoculated intraspinally, and no illness being 


produced either by undiluted tissue-cultine fluid 
inoculated intracerebrally or by the reetal swabs 
inoculated intraspinally. The d-\-T- strains show 
increased activity, both intraspinally and intra¬ 
cerebrally, when compared to the d-T- vaccine 
virus. Thus, only 10 TCDgo of the cultured virus 
were found to contain one monkey-paralyzing 
dosego (intraspinal), and some of the strains were 
also active after intracerebral inoculation. Further¬ 
more, 10 to 60 TCDgo of virus in the rectal swabs 
themselves produced paralysis in a significant num¬ 
ber of test monkeys inoculated intraspinally. 

Tlie strains which changed in both markers to 
d-f-T-b, showed even greater neurovii'ulence. One 
strain (recovered from a 2-month-old vaccinated 
child) which had reverted to the d+T-b state, was 
selected for inoculation not only into monkeys but 
also into a chimpanzee, as members of this species 
are knoivn to be much less sensitive to attenuated 
poliovirus tlian monkeys. Only 10 TCDgo of passage 
virus, or the same small dose as present in the 
rectal swab, produced paralysis when inoculated 
intraspinally in monkeys; in addition, the undiluted 
passage virus proved to be paralytogenic in monkeys 
inoculated intracerebrally and also in the chimpan¬ 
zee inoculated intraspinally. 

Cytopathogenic virus was recovered from the 
spinal cords of almost all monkeys sacrificed soon 
after the onset of paralysis, indicating that no se¬ 
lection of strictly neurotropic virus had taken place 
in the central nervous system of the monkeys. 

Field Trial 

Interfering Effect of Enteroviruses Circulating in 
a Fopulation on Immunizing Capacity of Attenu¬ 
ated Poliovirus.—In the course of the 1958 family 
study in Mexico City already referred to above, 
596 postvaccination stool specimens were tested. 
Of these, a total of 237 specimens exliibited a cyto- 


Table 6.—Markers of Polioviruses Excreted by Vaccinated 
Children Orally Infected with Sabins Attenuated Strains 


■' Markers of Vaccine Polio¬ 
virus Used to virus 

Initiate Infection Types 

d-T—..... 1 

d—T—. 2 

d—T—. 3 


Total. 


Vimses Excreted by 
Vaccinated Children 

____A_ 


Total 

Tested 

d—T— 

d+T— 

a+a’+ 

IG 

12 

4 

0 

8 

2 

6 

0 

12 

1 

6 

5 





36 

13 

16 

5 


pathogenic agent in monkey-kidney cultures. Only 
37% were homotypic polioviruses, i. e., polioviruses 
of the same type as in the vaccine fed, while 57% 
proved to be enteroviruses other than poliovirus. 
Table 8 illustrates the interfering effect of the latter 
on infection with the vaccine viruses and on polio¬ 
myelitis antibody formation. Of 28 children who 
were free of enteroviruses before feeding, 22 devel¬ 
oped antibodies against the vaccine virus. PolioHrus 
was isolated from 18 out of these 22 children. On 
the other hand, 33 of 47 children excreting other 
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cnteronruses failed to produce antibodies to the 
vaccine viruses, and only 3 out of these 33 excreted 
poliovarus. The interference of the enteroviruses, 
although marked, was not complete, for the remain¬ 
ing 14 of the 47 children did produce antibodies, 
and of these 14, 10 excreted homotj'pic polioviruses 
in spite of the competing infections with other 
enteroviruses. The detailed analysis of this study 
will be reported together with Dr. Manuel Ramos- 
Alvai’ez. 

Measurement of Degree of Safety of a Vaccine 
in the Field.—It seems obvious that only susceptible 
persons should be considered in evaluating the re¬ 
sults of a field trial. In the study in Mexico City,’ 
the number of children with poliomyelitis antibodies 
prior to tlie feeding of vaccine was already 33% in 
those one year of age, 54% in the 2-year-olds, and 
85% in those 3 to 5 years old. Feeding in such a 
population is significant only if tlie children under 
3 years of age are considered, and even in this popu¬ 
lation tlie number of those susceptible is far less 
tlian the total number fed. Feeding virus to clril- 
dren haring contacts who are chiefly immune by 
natural infections tells vety little about tlie safety of 


intramuscular dose of the vaccine containing live 
virus, in contrast to 1 to 8% in control, nonvacci- 
nated children in the same area, or in children re¬ 
ceiving a single dose of properly inactivated Salk 
vaccine. As 20 type 1 (virulent Mahoney strain) 
cases of poliomyelitis occurred among 32,000 chil¬ 
dren vaccinated with the inadequately inactivated 
lots, the serologic data indicate that the 20 cases 
occurred among some 10,000 “infected" children, 
or 1 case per 500 infected. However, the argument 
might be raised that these children were infected 
by an unnatural route. 

Another approach to this problem has been made 
by studying the acquisition of —*-• 

bodies during a severe-type 1 ■ ' 

us to determine subclinical infection rates.'® The 
analysis showed tliat one paralytic case occurred for 
approximately 100 children infected with the epi¬ 
demic virus. 

Thus, before any claims of safety can be made 
witli regard to an orally given vaccine, large num¬ 
bers of children must be used. A study involving 
only 100 children, even if all are susceptible, would 
be expected to yield no more than a single case if 


Table T,—Correlation of d and T Characters of Poliovirus Strains with Monkey Neurovirulence 

No. ol Monkeys wUh Clinical Pollomyelltis/No. Tested 


Log TCDao Inoculated 



No. o{ 

Characters* 

’ 

Intraspinally 


Rectal Swab 

Strains 

Strains 



—.. 

_-A,— 


-—-^Intrace^eb^a^f IntraspInaiiy 


Tested 

d 

T 

4.54.2 

3.5-3.0 

2.6-2.0 

l.D 7.5.6.2 

1.8-1.0 

Vaccines ted . 


3 

— 


8/18 

2/8 

0/9 

0/32 




C 

— 



9/n 

0/9 

0/2 

0/6 

Viruses eieretcd. 


1 

8 




?/2 

2/2 

16/16 

4/13 2/6 

3/9 



2 

+ 

-t- 



4/4 

3/4 5/5 

mi 


* £atjd T characters were each established by repeot tests. 

tot these two strains, material from only one rectal swab was available In eulDclent amounts tor testing In monkeys. This material possessed 
the T-f marker. All other xectoi swabs were T—. No d character tests were performed with rectal swabs. 


a vaccine for a community, for the opportunities of 
spread in immune populations are severely limited. 
Thus, if 100,000 children 3 to 5 years of age are fed 
virus, in a population whose natoal immunity has 
reached 85% by this age, the actual “test group” 
of vaccinees is reduced to only 15,000, and the num¬ 
ber of their susceptible contacts is likewise only a 
small fraction of tlie population. 

Another factor in the evaluation of such studies 
must be die consideration not only of the number 
of children fed but also of the number of cases of 
poliomyelitis expected if the same population had 
been e.xposed to virulent poliovirus. In this way an 
answer can be sought as to how much safer is in¬ 
fection with the vaccine than infection with virulent 
epidemic poliovirus. At least two kinds of data are 
available to arrive at such figures. 

In the unfortunate experience during 1955, in 
which live virulent virus escaped inactivation in 
certain lots of Salk vaccine, a number of paralytic 
cases occurred among vaccinated children. Two 
studies, one by the neutralization test ® and one by 
die complement-fixation test,® indicated that high 
antibody titers were present in 31 to 40% of chil¬ 
dren six to eight weeks after receiving a single 


the virus were of tlie wild, virulent tjqie. For this 
reason, small studies involving a few himdred 
susceptible children, as recendy carried out in 
Minnesota," yield very Httle evidence of safety; 
the expected cases, even with virulent virus, would 
be too few in number to indicate how much safer 
the vaccine virus is than virulent virus. 

Comment 

The 1957 report of die WHO Expert Committee 
on Poliomyelitis' lists one of the “criteria which 
should be fulfilled in the design of carefully con- 
troUed field trials,” as follows: "It is suggested tliat 
the properties of these attenuated strains which 
can be tested in die laboratory, be measured in a 
number of different laboratories so that there can 
be more than one opinion as to dieir pathogenicity 
or the lack of it.” 

Data now accumulating from this and odier 
laboratories indicate serious disagreement with 
the degree of attenuation claimed for the viruses 
being fed and also for the degree of reversion being 
found in the virus which multiplies in, and is ex¬ 
creted by, some of the vaccinated children. We do 
not imply that we have proved that such virus 
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strains are dangerous either for the vaccinated child 
or for the commiuiity, but we wish to emphasize 
that die risks appear to be greater than had been 
suspected and that much more knowledge must be 
obtained concerning how the wruses may be altered 
in persons living under different macroclimatic and 
microchmatic conditions, before the available atten¬ 
uated strains can be said to meet the criteria of a 
safe and effective vaccine for the control of polio¬ 
myelitis. 

The data on monkey neurovirulence presented in 
our paper, and those of the Division of Biologies 
Standards," were obtained with a slight refinement 
in testing methods. They reveal that the orally given 
vaccines currently in field trial are much more 
neuroi’irulent than had been found by the pro¬ 
ponents of die vaccine. Indeed, Sabin himself has 
reported “ that the Lederle and Koprowski strains 
in his hands are more neurovirulent than has been 
reported. In wew of diese findings, the question of 
safety has now changed from the one originally 
posed. Originally, investigators in this field had 

Table 8.—Influence of Infection with Other Enteroviruses 
Before Attenuated Poliovirus Vaccine Feeding on Homo- 
typic Antibody Production Against Vaccine Virus 

No. o£ Children ^Vho Did of Children Who 

Xot Excrete Other Vinises Excreted Other Viruses 
Before Vttccine Feeding Before Vaccine Feeding 

r --s 

Did Not Did Not 

Excreted Excrete Excreted Excrete 

Polio* Polio* Polio* Polio* 

Antlbodsr Status Total vims virus Total vims virus 


Honiotypic anti¬ 
body rise after 

feeding . 22 IS 4 U 10 4 

No hoiuotyplc 
antibodies before 

or after feeding do (l S3 3 SO 

Total . 28 18 10 47 13 34 


asked: “Are the attenuated viruses, which are al¬ 
most free of monkey-neurotropic activity, safe im¬ 
munizing agents for man?” The question must now 
be plirased: “How much monkey-neurovirulent 
activity may a strain safely possess if it is to be used 
for infecting and immunizing children?” The an¬ 
swers seem to be coming in from the increasingly 
large-scale tests being carried out on children by 
many investigators. In the course of these trials, 
an answer might also be obtained on another un¬ 
controllable factor in the epidemiology of polio¬ 
myelitis: Do different microclimates and macro¬ 
climates influence virus-host relationships, so that 
what is safe for the host imder certain circum¬ 
stances may become dangerous if those circumstan¬ 
ces change? Virulent and attenuated poliomyelitis 
strains may circulate year in and year out in 
commxmities, conferring a high degree of immunity, 
with little associated disease, and suddenly paralytic 
cases may begin to appear in tlie population. The 
reasons for the initiation of epidemics have not yet 
been adequately explained. 

At tliis time, it is Ae question of genetic stability 
of the vaccine virus which is of primary importance 
rather than questions of dosage, order of feeding 


of strains, etc., to which many investigators are 
giving their attention. Obviously, if one selected 
random samples from vaccinated children for test¬ 
ing for monkey neurovirulence, one might choose 
strains which had not altered in the human alimen¬ 
tary tract—particularly if such strains were tlie 
predominant ones being excreted. In table 6 it can 
be seen that only 5 of 36 strains showed reversion 
in two characters, and it was these markedly 
altered viruses which showed the greatest reversion 
in monkey neurovirulence. Not only did they be¬ 
come paralytogenic for monkeys inoculated in large 
doses by the intracerebral route but as little as 10 
tissue culture doses of the reverted viruses were 
sufficient to produce paralysis in monkeys inocu¬ 
lated by the intraspinal route. It is only these 
altered viruses in the progeny of the vaccine 
virus which are apt to be dangerous as they are 
passed about, under no control, in the community. 
Whether or not viruses which alter soon after they 
begin to multiply in man may ever enter the vac- 
cinee’s brain and spinal cord is not known. Cer¬ 
tainly, judging from the large number of persons 
who have been given these vaccines, the danger 
does not appear great. However, until more is 
known about the factors which turn a haimless 
carrier into a paralytic patient, this is a feature 
which cannot be controlled. 

At the PAHO-WHO Washington Conference of 
June, 1959, the comment was made again and 
again, by' proponents of live virus vaccination, that 
the significance of monkey neurovirulence is not 
understood. Neurotropic activity for monkeys may 
not indicate a similar activity for children. How¬ 
ever, the criteria for the selection of strains for 
feeding were based on reduction of neurovirulence 
for monkey's, and it seems obvious—to us at least— 
that this character should be established as a stable 
one before large-scale feeding of live virus is con¬ 
tinued. In this regard it is noteworthy' that, among 
Sabin’s strains, it was the type 3 which showed the 
greatest spread within the spinal cord (table 4), 
and it was this same strain which underwent the 
greatest increase in monkey neurovirulence after 
human passage (tables 6 and 7). 

The problem of viral interference was mentioned 
by' several investigators (Gelfand, Sabin, Paul, 
and Gear) at the Washington conference. The enteric 
tract of a child may be temporarily' committed to 
the production of a nonyroliomyelitis enterovirus, 
blocking the establishment of infection and immu¬ 
nity by' the vaccine virus in as many as 50% of 
poliomy'elitis-susceptible children (table 8). A vac¬ 
cine with such a low rate of effectiveness, even if 
safe, would leave much to be desired. Whether in¬ 
creasing the dosage will overcome this viral inter¬ 
ference without decreasing the safety margin of 
the vaccine, as suggested by Cox, remains to he 
determined by' future investigations. 

Other problems, on which our experimental data 
do not bear but which have yet to be met before 
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tlie attenuated strains can be said to meet tlie 
criteria required of human vaccines, are discussed 
below: 

First, the reproducibilit)' of the properties of the 
x'accine from one lot to the next must be estab¬ 
lished. Only a single large lot of Sabin s strains has 
been produced in the United States, although re¬ 
cent work in the U. S. S. R. is now going forward 
with further “production" lots. Hov' will each lot 
be tested, not only for residual monkey neuroviru¬ 
lence but also for genetic stability and spread in 
man? Will separate field trials have to be run with 
each lot? Can the data obtained from a field trial 
in one part of the world be used to indicate the 
safety and potency response in another part of the 
world, where the children have different bacterial 
and viral flora in their enteric tracts? 

Second, the attenuated poliovirus strains are be¬ 
ing jrrepared in monkey-kidney cultirre.s, which 
often contain adventitious viral and otlier agents.” 
One of these, B virus, is knoum to produce fatal 
infections in man.” It is now eliminated from con¬ 
sideration by testing small portions of a large batch 
of vaccine, in rabbits. Are enough data at hand to 
say that a human being is no more susceptible tlian 
the rabbit or that testing a smalt volume of vaccine is 
enough to insure the absence of this dangerous virus 
from the entire lot? One should also bear in mind 
that many otlier simian viruses e.vist and that they 
have been little studied. Their detection may be 
handicapped by tlie fact that sensitive and repro¬ 
ducible tests have not yet been developed for many 
of them. A controversy now e.\1sts between Sabin “ 
and Koprowski,” in which tlie former claims diat 
a wild simian virus was present in Koprowski 
strains fed to over 50,000 persons in Africa, Po¬ 
land, and Sweden. 

Summary and Conclusions 

Tests in monkeys of the live poliovirus vaccines 
currently being used in field trials have shorvn tliem 
to be more neurovirulent than was found in the 
laboratories of the proponents of the vaccines. The 
range of neurovirulence varied from the least viru¬ 
lent (Sabin’s type 2)—which reacted negatively after 
intracerebral injection but contained at least 2,500 
monkey poliomyelitis doses per milliliter after 
intraspinal injection—to the most virulent (Lederle’s 
types 1 and 2) which contained at least 300 
monkey doses per milliliter by intracerebral 
injection and 300,000 monkey doses per milliliter 
by intraspinal inoculation. The higher titers found 
by intraspinal injection seem to hinge on the use of 
a fine needle and the retention of the virus inoculum 
within the spinal cord. 

The degree of genetic stability of die attenuated 
poliovirus as it undergoes multiplication cycles in 
vaccinated children and their contacts is of the 
utmost importance.” The use of tissue-culture mark¬ 
ers for monitoring the stability of attenuated strains 
in the field is illustrated in a study of Sabin’s strains 


fed to children in Mexico City. The e.xcreted viruses 
which showed die greatest alteration in die tissue- 
culture d and T markers also showed the greatest 
increase in monkey neurovirulence (active after 
intracerebral injection, and only a few virus par¬ 
ticles sufficing to paralyze monkeys after intraspinal 
injection). One altered strain was tested in a chim¬ 
panzee and found to be paralytogenic when inocu¬ 
lated intraspinally. That the increased monkey 
neurovirulence was not a laboratorj' artifact, 
brought on by cultivation of the virus under con¬ 
ditions favoring the growth of virulent particles, is 
showTi by the finding that the few virus particles 
present in' rectal swabs (10 to 60 tissue culture 
doses) were sufiicient to paralyze monkeys inocu¬ 
lated intraspinally. 

In the course of the Mexican study, it was found 
that many serologically susceptible children (i. e., 
free of poliomyelitis antibody) were resistant to 
infection by the vaccine. As such children were 
found to be already excreting a nonpoliomyelitis 
enterovirus at the time the live poliovirus r^accine 
was fed, the resistance has been attributed to die 
current infection with the nonpoliomyelitis entero- 
\1rus blocking the implantation of the vaccine virus. 
Interference of this sort might well limit the effec¬ 
tiveness of an orally given vaccine in areas where 
enterovinis infections are common. 

Tlie question of safety of the live poliovirus vac¬ 
cine resolves itself on the frequency of disease in 
vaccinated children and dieir contacts, as com¬ 
pared widi that anticipated from natural infection 
with wild polioviruses. In measuring the safety and 
effectiveness of live poliovirus vaccine, field investi¬ 
gators should consider not only the number of 
children fed but also the number already naturally 
immune and the number of poliomyelitis cases to 
be expected if the same population were exposed to 
virulent virus. 

If caution was called for in 1954 and 1955 when 
the Salk vaccine was introduced into large-scale 
field use, dien caution should also be the watch¬ 
word now. 

This study was aided by a grant from the National Foun¬ 
dation, The comparative study of the candidate vaccine 
strains in monkeys was also supported by a grant from the 
Lederle Laboratories, Pearl River, N. Y. 
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“CONSTITUTrONAL” ALLERGIC REACTIONS AND THEIR PREVENTION 

George L. Waldbott, M.D., Detroit 


As the name implies, in a “constitutional,” “sys¬ 
temic,” or “generalized” reaction (e.xcluding delayed 
reactions of the serum sickness type) the allergic 
process is not confined to a single shock organ such 
as the bronchial tree or to the nose and sinuses. It 
invoh'es practically everjr organ of the body, no¬ 
tably the skin and the mucous membranes of the 
respirator}' tract. There is, however, a tendenc)' for 
the allergic reaction to concentrate in a pree.xisting 
shock organ.' For instance, when a patient with 
dermatitis develops a constitutional reaction der¬ 
mal manifestations predominate and in one afilicted 
with asthma, asthmatic symptoms. An allergic re¬ 
action initiated by severe uterine or gastrointestinal 
spasms after an overdose of pollen e.xtract is rela¬ 
tive!}' rare. 

Manifestations 

The classic type of reaction ' begins with tingling 
and itching in the palate, palms, and genitalia, witli 
sneezing, conjunctival edema, and a dry' nonpro¬ 
ductive cough. Generalized urh’caria and allergic 
respirator}' s}'mptoms, especially bronchial asthma, 
follow' in short order. In severe shock, especially 


The major occasions for consfifufional 
allergic reactions are intradermal tests with 
allergens, treatments with antigens, scleros¬ 
ing injections for varicose veins, local anes¬ 
thetics, injections of radiopaque mediums 
for roentgenograpbic diagnosis, injections of 
antibiotics and hormones, inhalation of air¬ 
borne substances, and ingestion of foods or 
drugs to which' the patient is sensitive. Treat¬ 
ment of reactions must be prompt. Epi¬ 
nephrine and a tourniquet are the first stand¬ 
bys. Intradermal tests should be done only 
on arms and legs where a tourniquet can be 
applied and not on the back. Penicillin 
should never be given without a preliminary 
intradermal test and should not be injected 
into the hips or trunk where a tourniquet 
cannot be applied. The danger is lessened by 
proper timing of injections and by prelim¬ 
inary injection of a small test dose of a 
drug before the full intended dose is given. 


From Hnrper and Woman’s Hospital. 
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after an inti'avcnous injection, death may occur so 
preciiritously that no symptoms other than collapse 
arc noticeable. This is also hue in irersons whose 
sensitivity has been acquired, as, for instance, in 
some of the fatalities reported from penicillin. Here 
autopsies reveal petechial hemorrhages and edem¬ 
atous changes in the lung tissue and other vital 
organs instead of urticaria, bronchospasm, emphy¬ 
sema, and accumulation of mucus in tlie bronchial 
tr-ee.° It seems that these patients, like animals in 
anaphylactic shock, do not j'et have the ability to 
react to the sudden influ.x of the antigen into the 
s)'stem as an asthmatic patient does during a con¬ 
stitutional reaction. 

In contrast to a delayed reaction of the serum 
sickness type the immediate constitutional reactions 
rarely produce any lasting effects. Indeed, e.sisting 
allergic symptoms are often controlled temporarily 
by the reaction. Occasionally, how'ever, a pneu¬ 
monitis or a sinus infection may ensue, especially 
when tlie symptoms have not been promptly con¬ 
trolled. 

Cfluses.—Allergic reactions are caused by in¬ 
jected, ingested, and inhaled antigens. The major 
occasions for reactions are intradermal skin testing 
and antigenic treatments; sclerosing injections for 
varicose veins; injections of local anesthetics or 
opaque mediums for .\--ray studies; antibiotics, vita¬ 
mins, and gland products, including insulin and 
ACTH; inhalation of airborne substances; and in¬ 
gestion of foods and drugs to which the patient is 
very sensitive. 

Of particular concern to general practitioners are 
reactions from injections of penicillin and ingestion 
of aspirin tablets. Allergists are most frequently 
confronted with reactions from therapeutic injec¬ 
tions and from intradermal skin tests. Regardless of 
whetlier the agent is an organic or inorganic chemi¬ 
cal, protein or nonprotein, tlie symptoms produced 
are identical.® It is true tliat ver)' small doses may 
elicit a reaction, but tlie larger die dose the greater 
the risk. 

Differential Diagnosis.—VaTious kinds of re¬ 
actions may follow a hypodermic injection such as 
febrile reactions from contaminated glass and rub¬ 
ber utensils, a flare-up of a dormant focus of infec¬ 
tion, Or a pulmonary thrombosis. Such reactions 
must be differentiated from allergic shock. In our 
daily practice, however, mainly two conditions give 
rise to confusion, namely, syncope and the toxic 
effect from an ingested or injected drug. Syncope 
can be recognized prompdy by bradycardia and 
pallor of the face as distinguished from tachycardia 
and flushing of the skin in die allergic reaction. 

The vasodilating effect of an intravenous injec¬ 
tion of aminophylline, or the toxic action of a local 
anesdiedc in a patient intolerant to the drug, may 
be confused with an allergic reaction. I have pre¬ 
sented'' clinical and autopsy data on two fatalities 
occurring after administration of procaine (Novo¬ 


cain) hydrochloride; one appeared to be due to 
intoxication from an accidental intravenous injec¬ 
tion, in a patient debilitated by clironic illness, and 
the other was probably the result of allergic shock. 

Modes of Reactions.—Experience with pollen in¬ 
jections has taught us to distinguish diree modes of 
allergic reaction (see table), namely, from an over¬ 
dose, from an accidental intravenous injection, and 
from backseepage.® 

A reaction from an overdose is initiated by a 
local edema at die site of injection. This can be 
seen e,xpanding along the lymph channels before 
generalized urticaria and respiratory symptoms en¬ 
sue. In an overdose reaction there is a lapse of a 
few minutes to an hour or more before generalized 
symptoms arise. The shorter this time interval the 
more severe the reaction. 

This is in contrast to the immediate onset and 
immediate climax of a reaction to an intravenous 
injection, in which there is no local edema. This 
type of reaction invariably constitutes an emer¬ 
gency. 

A backseepage reaction is due to injection of anti¬ 
gen next to and seepage into an accidentally punc¬ 
tured vein. It develops within one to several 

Allergic Reactions from Pollen Injections 


Type 

A. 

Intra- Back- 

venous seepuKe Overdose 

Incidence'^ . 1:9,3S7 1:1,504 l:30S 

Onset after infection .... loto^Osec.l to 5 mln.Depends on severity 

Local reaction . Xo Yes Yes 

Blood at site of injection Often Usually Rare 

Use of tourniquet . Ineffective Effective Effective 


minutes. A local edema forms rapidly with e.xtensive 
wheal formation. Blood may appear at the site of 
die injection, and often a bloody suffusion is present. 
The reaction is characterized by shock and collapse. 

Treatment.—In treating an allergic reaction the 
speed with which medication is administered de¬ 
termines the outcome. The lapse of even a minute 
can be decisive. Therefore, various therapeutic 
agents should be available for instant use. 

Epinephrine and a tourniquet are our first 
stand-bys. In intravenous and backseepage reac¬ 
tions doses as large as 1.0 cc. should be given. They 
may have to be followed up nfith subsequent doses 
of 0.5 cc. within a few minutes or at longer interi'als 
to be determined by the patient’s response. In the 
more slowly developing overdose reaction a dose 
of 0.1 to 0.2 cc. is necessary'. It can be repeated 
several times. A tourniquet ® applied above the site 
of the injection in order to slow donm absorption 
of the injected antigen has proved most valuable 
in tifie control of both overdose and backseepage 
reactions. It is useless when the injection has been 
given into a vein. 

Then, if allergic edema predominates, an anti- 
histaminic such as diphenhydramine (Benadryl) 
hydrochloride, 2 to 5 cc. (20 to 50 mg.), should be 
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administered intravenously. If asthma is the pre¬ 
dominant symptom, aminophylline, (0.5 Gm.), 
should be given intravenously. In severe shock the 
needle should be kept in the vein, in order to be 
prepared to give epinephrine intravenously in doses 
of 0.1 to 0.3 cc. Tins should be injected slowly, 
mi.ved with blood drarni into the needle, in order 
to minimize the danger of cerebrovascular and 
cardiac damage from the drug. On two occasions 
intravenous administration of epinephrine has ap¬ 
peared to be of great benefit after other procedures 
have failed. 

Intermittent positive pressure or the Pulmotor of 
the fire department have also been of considerable 
assistance. Respiration can be maintained by forcing 
o.'cygen and carbon dioxide into the collapsed and 
spastic bronchi. 

Intravenous administration of steroid preparations 
is of no avail in the control of an immediate reac¬ 
tion, but therapy with steroids can be given after 
the other drugs and will undoubtedly enhance the 
speed of recoveiy. The value of glucose and of eal- 
cium preparations for intravenous administration 
has not been conclusively demonstrated. 

In reactions of minor severity too extensive treat¬ 
ment, especially with epinephrine in oil and anti- 
histaminics, tends to produce more diseomfort to 
the patient than the reaction itself. 

Prevention of Constitutional Reactions 

The incidence of reactions is proportionate to the 
caution employed by the physician with respect to 
hypodermic injections, his conservatism in gauging 
the doses of antigenic treatment, and tlie compe¬ 
tence of his personnel. Needless to say, epinephrine, 
a tourniquet, and the other tlierapeutic agents must 
always be available for prompt action. 

Intradermal Skin Testing.—It is fallacious to 
assume that preliminary scratch tests are a safe¬ 
guard against constitutional reactions, which occur 
in spite of negative results of scratch tests, especial¬ 
ly if the testing material employed for die scratch 
tests has lost its potency because it has been on hand 
too long. In infants and young children, who are 
notably more susceptible to reactions than adults, 
intradermal skin testing should be done sparingly. 
Instead, the passive transfer method should be 
employed. 

When the patient’s history discloses that ingestion 
or inhalation of a certain antigen has in the past 
given rise to allergic shock, a C, for “caution,” 
entered on the record for this particular antigen 
signifies that it must automatically be omitted from 
intradermal testing. If it becomes necessary' to treat 
the patient for this substance his degree of sensi¬ 
tivity must first be titrated with adequately diluted 
e.xtracts. 

Intradermal tests for antigens to wliich reactions 
are knoum to occur more readily, such as nuts, fish, 
and beans, should be done last. If the initial tests 


for other antigens have produced strong positive 
reactions, and thus indicate a marked sensitivity of 
the patient, subsequent tests should be omitted al¬ 
together or done by the scratch method. Fungi and 
pollens are well suited for preliminary evaluation 
of the patient’s sensitivity. For use in testing patients 
witlr excessive sensitivity, the extracts customarily 
used should be diluted 1:10 or 1:100. 

Intradermal skin tests should be performed only 
on arms and legs where a tourniquet can be applied 
and not on the back. One should attempt to avoid 
superficial veins. The tests should be done in an 
area where the patient can be constantly observed 
by the physician or his personnel. 

Antigenic Treatments.—Overdose reactions can 
be prevented by using conspicuous labels to dis¬ 
tinguish between various concentrations of extracts; 
by using syringes of different colors for extracts of 
high and low concentration; by thoroughly cleansing 
the syringes before they are sterilized; by conserva¬ 
tively gauging the patient’s sensitivity; and by ade¬ 
quately reducing doses when changing to fresh, 
more potent extracts in cases where a previous over¬ 
dose reaction has occurred. The patient should he 
kept in the office for at least 10 minutes after the 
injection so that the injected site can be inspected 
for excessive wheal formation. An overdose reaction 
can be predicted from the appearance of the in¬ 
jected area. 

In order to prevent reactions from venipuncture 
an area between visible veins should be selected for 
the injection. Before injecting the extract the 
plunger should be withdrawn for evidence of blood. 
The site injected should be inspected immediately 
after the injection for escaping blood, which is 
sometimes—in venous bleeding—a sign of an im¬ 
minent reaction. Cotton should be applied with 
pressure on the area where blood is escaping in 
order to counter backseepage. Self-administration 
of antigenic extracts should be proliibited. In spite 
of all these precautions, however, there is no abso¬ 
lute safeguard against accidental venipuncture. 

Use of antihistaminics or epinephrine in con¬ 
junction with antigenic treatment has been sug¬ 
gested. However, these agents reduce the local 
swelling and may be inconsistent in their prevention 
of constitutional reactions. They may thus interfere 
with the orderly progress of desensitization, al¬ 
though they do not modify the protective effect of 
the antigen. 

Penicillin Injections.—Because of the ever-increas¬ 
ing number of fatalities from penicillin injection, 
both reported and unreported, this problem de¬ 
serves special attention. In allergic patients treat¬ 
ment with penicillin should be avoided whenever 
other antibiotics can be used instead. If the patient’s 
history reveals a previous reaction to penicillin, of 
either the serum sickness or the immediate general¬ 
ized type, it should be employed only in an 
emergency. 
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In tins case an intvaclennal skin test with an 
aqueous solution diluted about 1:100 should pre¬ 
cede the injection; if the result is negative this 
should be followed by the intradermal injection of 
0.05 cc. of the penicillin compound, the total dose 
to be administered 15 minutes later. Previous doses 
of epinephrine or ephedrine-like drugs, or of anti- 
histaminics, interfere with a positive reaction. 
Therefore, a negative test result within four to six 
hours of the use of these drugs is unreliable. Under 
no circumstances should penicillin be used if the 
result of a skin test is positive; i. e., if it exhibits a 
definite wheal formation. Even if the result is nega¬ 
tive, the penicillin injection should be preceded by 
an injection of an antihistamine and/or epinephrine. 
This precaution is likely to reduce the severity of an 
anaphylactic reaction, but it will not prevent it. 

In less urgent cases careful testing, by titration, 
of the patient’s sensitivity and systematic short- 
interval lu'posensitization with ver^' weak dilutions 
should precede its administration. The principle of 
this treatment and its technique, originated by 
Freeman," has been outlined elsewhere.® A dilution 
of an aqueous solution of penicillin low enough to 
induce only a medium-sized wheal is injected intra- 
dermally. The doses are then carefully increased 
evety one to tliree hours in such a manner that only 
local reactions of a moderate degree result. The 
success of this treatment depends on (1) stai'ting 
with a low enough dose to produce only a small 
local wheal at the site of the injection, and (2) dis¬ 
continuing tire injections for at least four hours at 
any time when the local edema appears to be 
excessive or when a generalized reaction tlireatens. 
Ildrereas I have had considerable experience with 
tliis method in diminishing sensitivity to other 
antigens, I have employed it in only hvo astlimatic 
patients in whom penicillin had previously induced 
generalized reactions. Positive intradermal reactions 
were obtained witli an aqueous dilution of peni¬ 
cillin of 1:10,000 (3 units) and 1:1,000 (30 units) 
respectively. In one of the patients a dose of 300,000 
units of aqueous penicillin could be administered 
after three days; in the other this dose could be 
given after five days. 

Penicillinase is not likely to be of assistance in 
treating an immediate reaction from penicillin. 
Penicillin should not be injected into the liips or 
trunk where a tourniquet cannot be applied. In¬ 
spection of the patient’s arm 10 minutes after an 
injection is a precaution that cannot be too strongly 
emphasized. 

In my experience a time interval of 10 days to six 
weeks between one injection and anotlier appears 
to be more conducive to the development of peni¬ 
cillin sensitivity tiian injections given daily or every 
second or third day. In other words, the history of 
injections having been given from 10 days to six- 


weeks previously calls for greater caution. In experi¬ 
mental anaphylaxis the optimal interval betsveen 
the sensitizing and shocking injection is between 
10 and 20 days. 

Inhaled and Ingested Anfigens.—Constitutional 
reactions after eating a certain food, inhaling the 
dander of a certain animal, or excessive exposure 
to pollen necessitate that the patient earn' with him 
a nebulizer containing epinephrine or a related 
compound or sublingual isoproterenol (Isuprel) 
hydrochloride tablets which act within three min¬ 
utes; antihistaminics or, in the more severe cases, 
an outfit for injection of epinephrine should be 
available to him. In my e.xperience even the most 
severe sensitivity to foods as well as inhalants ean 
be controlled by proper hxqrosensitization proce¬ 
dures. 

Drugs.—Among drugs the most common and most 
dangerous reactions follow the use of salicylates. 
It has been stated that patients with nasal pob^JS 
are particularly susceptible, perhaps because of 
their frequent intermittent use of this drug for 
relief of headaches. A similar situation prevails in 
asthmatic women with a habit of taking aspirin 
intermittently at four-week internals during their 
menses. Such patients should be alerted to this 
sensitivity, as their strict avoidance will prevent 
future trouble. Otlier analgesics, e. g.,’acetani]id, or 
even a mild narcotic, such as codeine, can be 
substituted for control of pain. 

The value of skin testing for drugs is doubtful; 
conjunctival tests are occasionally of assistance in 
diagnosing sensitivity to drugs. Tuft's use of the 
buccal test® for determination of drug sensitivity 
may have merit. 

For prevention of allergic reactions from local 
anestlietics and from sclerosing injections of veins 
a preliminary small amount should be administered 
before giving the total dose; 0.05 cc. of a local 
anesthetic may be injected intradermally into the 
oral mucosa as a test. If such a small dose elicits 
a constitutional reaction, it will be less severe tlian 
one from a full dose. With orally administered anti¬ 
biotics a preliminar)' small oral test dose is recom¬ 
mended prior to administration of the full dose. 
Patch tests and conjunctival tests may or may not 
be of \'alue. 

2930 W. Grand Blvd. (2). 
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THE INCREASING INCIDENCE OF CARCINOMA OF THE 
THYROID IN A SURGICAL PRACTICE 

J. Martin Miller, M.D., Robert C. Horn, M.D. 

and 

Melvin A. Block, M.D., Detroit 


The value of surgery in the eradication and 
prophylaxis of thyroid cancer has been under con¬ 
tinuous study at the Henry Ford Hospital during 
the past four years. Beyond these practical aspects, 
studies have been made of the morbidity and mor¬ 
tality implications of thyroid cancer and yearly 
statistics have been compiled so that results of cur¬ 
rent therapeutic principles might be critically in¬ 
spected. In 1953, the paucity of patients with thy¬ 
roid cancer in a large medical practice was evident 
in that 34 cases had been seen in the preceding 
10 years, or behveen 3 and 4 a year. By contrast, 
83 cases were seen in the five years from 1953 
through 1957, or between 16 and 17 cases per year. 
Since our surgical approach emphasizes the re¬ 
moval of suspicious nodules rather than indiscrimi¬ 
nate removal of all tlryroid lesions, it was necessary 
that tliis striking increase in incidence be evaluated 
with considerable care. The volume of medical 
literature dealing with thyroid cancer led us to 
believe that such a study would be of general as 
well as local interest. 

Throughout tliis study, patients witli thyroid can¬ 
cer have been divided into two groups. Group 1 
comprises all patients with cancer in u'hom pre- 
operative cancer suspicion ranged from “none at 
all” to "a high degree” but in whom a clinical diag¬ 
nosis was not definite. Group 2 contains tliose 
patients in whom metastatic disease was revealed or 
patients with local findings which left no reason¬ 
able doubt as to the correct diagnosis. Comparison 
of diese classifications for the two periods from 
1943 to 1952 and from 1953 to 1957 reveals that in 
the first period, 19 group 1 cancers were found in 
438 operations for nontoxic nodular goiter. Fifty- 

From Ihe Diraion of EndocrinoIog>-, Heniy Ford Hospital. 


A total of 117 persons wif/i thyroid car¬ 
cinoma were admitted to a hospital in a 
period of 15 years. The number from 1943 
to 1953 was 34, and the mean annual 
morbidity for that period was calculated to 
be between 3 and 4, The mean annual 
morbidity for thyroid carcinoma in the next 
five yeors 11953 to 1957) was between 16 
and 17, a marked increase over the previous 
period. One-fourth of this increased mor¬ 
bidity was accounted for by valid reasons 
such as the great number of patients seen 
at the hospital and examined for diseases 
of the thyroid. Since only a part of the ap¬ 
parent statistical increase in thyroid car¬ 
cinoma could be accounted for, further in¬ 
vestigation is desirable. The possibility that 
there has been an actual increase in the 
occurrence of carcinoma of the thyroid could 
not be ignored. 


six cancers and 636 operations were parallel figures 
for the second period. There were 15 group 2 can¬ 
cers in the first period and 27 in the second. 

The factors that we have considered in an at¬ 
tempt to account for these striking figures are as 
follows: (1) an increase in the number of patients, 
(2) more thyroidectomies in proportion to the num¬ 
ber of clinic visits, (3) the possibility that profes¬ 
sional growth might have attracted more referrals, 
(4) better criteria for pathological diagnosis, (5) im¬ 
proved clinical selection of cases for operation, 
(6) greater awareness of the possibility of cancer in 
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the general population, and (7) the possibility that 
there has been a real increase in the incidence of 
th)’roid cancer. 

Most institutions, medical and otherwise, normal¬ 
ly manifest growth with age, and a simple increase 
in the number of cases of a disease might well be 
related to this growth. During this second period, 
i0% more patient visits per year were recorded 
than for the earlier period. As shown by the figure, 
four of the more common types of cancer increased 
in number during this period to a degree antici¬ 
pated by institutional grov'th. Cancer of the breast, 
for e.sample, increased from 45 to 67 cases per year, 
while cancer of the rectum increased from 35 to 45 
cases per year; for both, an average gain of 40%. 
In sharp contrast is the increase for all thyroid 
cancer of 3907o; group 1, 490%; group 2, 260%. 

Tlie growing reputation of an institution for the 
treatment of one disease or another may result in 
an increased number of patients referred by family 
physicians, or of self-referrals when the diagnosis 
has been established elsewhere. The majority of pa¬ 
tients in the present study were self-referred with¬ 
out an established pathological diagnosis. Of the 
patients with group 1 cancers, three in each period 
of study were physician-referred, an increase for 
die second period since it was half as long. Of the 
patients w'ith group 2 neoplasms, si-x in the first 
period and nine in the second were physician- 
referred or had a presious pathological diagnosis. 
This represents a greater, though not striking, in¬ 
crease than for the patients widi group 1 cancers. 

' These figures statistically are not significantly dif¬ 
ferent but they do indicate that, at best, selective 
referrals cannot e.xplain more than a small part of 
die observed increase. 

The number of patients vath thyroid cancer can 
be increased in any practice by the simple ex¬ 
pedient of increasing the number of thyroidec¬ 
tomies. Judged by Mortensen’s statistics from the 
Mayo Clinic," careful pathological examination of 
palpably normal thyroid glands should yield hvo 
cancers per 100 thyroidectomies, and indiscriminate 
removal of all glands that are nodular by palpation 
should raise this number to about four. Our own 
figures bear this out,"" and since from 1953 to 1957 
the number of thyroidectomies increased from 44 
per year to 125 per year, an average of 3 additional 
cancers each year was assured. With institutional 
growth accounting for 20% of the increase in the 
number of operations, these tivo factors togedier 
account for an increase of only about 40% of the 
increase in patients with group 1 cancers. The 
number of operations, of course, does not influence 
the increase in group 2, since these thyroidectomies 
were performed with a reasonably assured clinical 
diagnosis of tiiyroid cancer. 

The pathological diagnosis of carcinoma of the 
thyroid has long been controversial, as witness the 
eras of “benign metastasizing struma” and ‘lateral 


aberrant thyroid.” The past decade has seen great 
improvement in the jiathological diagnosis of tu¬ 
mors in general, and outstanding progress has been 
made in regard to tlij^oid carcinoma. With this in 
mind, we have reviewed thjuoid tissue from 17 
surgically treated patients whose thjToid lesion 
were originally diagnosed as benign in tlie 1943 to 
1952 era. The same number for tlie years 1953 to- 
1955 were re-studied microscopically by one of us 
(R.C.H.) who has made all the histological diag¬ 
noses in 1956 and 1957. Three previously undiag¬ 
nosed cancers, one of which was occult, were 
recognized among the 175 cases in tlie earlier 
period, and five additional cancers were found in 
the later group. The number of additional cancers 
thus found is too small to furnish a basis for ac¬ 
curately estimating the total number of cancers, 
had all the thjToid cases been reviewed and all 
material from ev'ery case carefully reexamined. It 
is of interest, nevertheless, to use the results of this 
review, which represents 45% of the pertinent ma- 



over 1943-1952. 

terial, to project hj'pothetical figures for the cor¬ 
rected total incidence of tiiyroid cancer for each 
time period. On tliis assumption, tlie corrected total 
of group 1 cancers would be 26 for 1943 to 1952, 
and 65 for 1953 to 1957. This still represents a per¬ 
centage increase of 400, as compared to the 490 
derived from the uncorrected figures. Obn'ously, 
the improved criteria for pathological diagnoses 
offer only a partial explanation. 

In contrast to tlie above, all diagnoses of thyroid 
carcinoma between 1943 and 1955 were confirmed 
on review of the pathological material. Thus, pos¬ 
sible differences in pathological interpretation can 
have no influence on the group 2 statistics. No sig¬ 
nificant differences were noted in histopathology of 
tlie group 1 cancers removed during the two pe¬ 
riods (table 1). Whatever its pathogenesis, die in¬ 
crease in thyroid cancer was not selective. A similar 
pattern of diagnoses for die group 2 cancers has 
likewise been found for the two time periods 
(table 2). 
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Since 1954, patients with nodular goiter have 
been selected for surgery in a way that would in¬ 
crease the percentage of group 1 cancers; i. e., to 
recommend operation mainly for those patients in 
whom something more than the mere presence of 
a nodule suggested cancer. Three to four per cent 
seems to be an irreducible minimum, and without 


Table 1—Pathological Diagnosis of Group 1 Thyroid Cancer 



1943- 

1952 

1953 

-1957 

_ 

Cell T) pe 

No. 

% 

No. 

% 

Papillary 

7 

37 

21 

37 

Papillary and follicular 

1 

5 

12 

21 

Follicular 

8 

42 

18 

31 

Malignant adenoma 

2 

11 

5 

9 

Undifferentiated 

1 

5 

1 

2 

selectivity also a maximum. 

The results of 

our 

pre- 

viously described method 

of selection* 

are 

pre- 


sented in table 3. The number of thyroidectomies 
per 100,000 professional visits has steadily declined 
but the number of group 1 cancers has progressively 
increased. We have already presented a partial ex¬ 
planation of this phenomenon, although it is also 
possible that a real increase in the incidence of the 
disease has been a factor. 

In table 4 are shown comparative observations 
of the two time periods that are of interest. During 
the second period, 11 times more thyroid nodules, 
ultimately diagnosed as cancer, were discovered 
during physical examinations performed for unre¬ 
lated complaints. Casual observations support the 
interpretation that better criteria for surgical ref¬ 
erence, rather than improved physical diagnosis, 
were responsible for the improved selectivity. 
Again, an actual increase in the disease is not ruled 
out. The size of cancers in group 1 was smaller for 
the second period, the nodules were apparent for a 
shorter length of time, and, as in the first period, 
they were largely asymptomatic. The presence in 


Table 2.~Pathological Diagnosis 

of Group 2 Thyroid Cancer 


1943- 

1952 

1953- 

1957 

Celt Type 

No. 

% 

No. 

% 

P.apillary 

6 

40 

9 

33 

Papillary and follicular 

4 

27 

6 

22 

Follicular 

2 

13 

7 

26 

-Malignant adenoma 

1 

7 

0 


Undifferentiated 

2 

13 

4 

15 

Lymphoma 

0 


1 

4 


the series of 10 cancers that were, in essence, acci¬ 
dental findings, raises the possibility that benign 
nodules are indicators of malignant ones. As noted 
before, operations on palpably normal glands 
should >46^ a pathological diagnosis of cancer of 


the thyroid in 2%. On this basis, 12 occult cancers 
would be expected in 636 thyroidectomies and’ the 
number of 10 is not unreasonable. 

We note the incidence of cancer in surgical speci¬ 
mens increased from 4 to 15% during the present 

Table 3.— Incidence of Group 1 Thyroid Cancer in 
Patients with Nodular Goiter 


Thyroidectomies 

per 100,000 Total No. of Total 

Yr. Professional Visits Thyroidectomies Ghneers % 

1913-1932. 15 43S 1ft 4,3 

1933 . 40 107 0 U 

1954 . 34 125 7 56 

1955 . 32 131 14 10.6 

1950 . 25 in 15 13.5 

1957 . 22 102 14 13.7 


study. This latter figure parallels those of 10 to 30% 
usually cited in the surgical literature. That this 
agreement is brought about by a comparable de¬ 
gree of selection is suggested by a reverse trend 
reported from the Ochsner Clinic.* In their 1942 to 
1949 series of patients operated on for solitary thy¬ 
roid nodules, the incidence of cancer was 19.8%. In 
a later series from 1949 to 1956 the incidence was 
3.9%. This unusual change might be interpreted as 
follows: In most areas, the surgical enthusiasm gen¬ 
erated by the reported high incidence of thyroid 
cancers in patients with nodular goiter led to a de¬ 
creased selectivity. The dictum of "remove all 
nodules” should lead to a cancer incidence of 3 
to 4% in operated cases. 

The number of operations for nontoxic nodular 
goiter almost tripled from one observation period 
to the next, but the age distribution of the patients 
so operated remained surprisingly constant. In table 

Table 4.—Comparative Observations for Group 1 
Thyroid Cancer 



1943-1952 

1953-I9H7 


No. 

% 

No. 

% 

Total no. 

19 


56 


Discovered on routine 
physical anamination 

2 

10 

22 

40 

Asymptomatic 

13 

68 

48 

84 

Over 2 cm. in size 

11 

58 

19 

37 

C.ancer not palpable 

1 

5 

7 

12 

Small cancer focus in large nodule 

3 

15 

3 

5 

Lesion present 1 yr. or more 

17 

90 

33 

60 

Av. age if over 1 yr. 

5.5 yr. 

3.5 yr. 

5 the increase appears evenly distributed 

tlirougli- 


out the age range. The number of cancers discov¬ 
ered, however, increased disproportionately in the 
younger age groups with only 15% of group 1 
cancers being found in patients under 40 years of 
age for the period 1943 to 1952. A comparative 
figure of 55% for the later five-year period indicates 
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either greater medical significance was attaclied to 
nodules found during this time or a real increase 
occurred in the incidence of the disease. 

The factor of selectivity, of course, is of no con¬ 
sequence in the increase in number of group 2 
cancers. The comparative clinical features do not 
throu' appreciable light on the reasons for the in- 

Tadle 5.—Age Distribution of Patients Operated on for 
Nodular Goiter and for Croup 1 Thyroid Cancers, 
by Percentage 

Groi)i> J 1!)33-I9j7 Group J 
Age, Xr. Thyroidectomies Cnnccr Thyroidectomies Cancer 


10-19. It 11 

£0-5!>. S n,'. 9 155 

SO-SO. 22 J 20 ) 

40-49. 2S 1 2S 1 

60-59. SO ISO 25 143 

60459. 10 I 9 t 

TO-79. 1 j 11 


crease in this gi'oup (table 6). Although the youtli 
movement evident in the group 1 statistics is not 
nearly so striking here, nevertheless, only one pa¬ 
tient with group 2 cancer was diagnosed under tlie 
age of 20 in the early period, while sk were seen 
in tlie last five years. 

Better public education as to the significance of 
lumps anywhere in the body may have been re¬ 
sponsible for increased numbers of self-referrals of 
patients with cancers that were still 10 years to a 
lifetime away from clinical significance. This was 
not evident in breast cancer, however, another 
lesion presenting as a lump. 

In table 7, relative values have been assigned to 
tlie various factors possibly significant in the in¬ 
crease of both group 1 and group 2 cancers. The 
values are obviously approximate and subject to 
considerable statistical error. The increased num- 

Table Q.—Comparative Obseroations for Group 2 


Thyroid 

Cancer 





1943-1952 

1953-1957 


t — 

No. 

% 

No. 

% 

Total no. 

15 


27 


History of goiter of over 1 yr. 

1 


5 


Thyroid normal to palpation 

7 

46 

10 

38 

Palpable regional metastases 

11 

73 

15 

58 

Distant metastases 

3 

20 

7 

23 

Under age 40 

7 

47 

12 

44 

Under age 20 

1 

7 

6 

22 


ber of patients with group 1 cancers can probably 
be explained without postulating an increase in the 
incidence of thyroid cancer in the general popula¬ 
tion. The present study, however, does not com¬ 
pletely eliminate tins possibility, and we believe 
that further careful analysis of this aspect is essen¬ 
tial. Whedier factors other than those of changing 


institutional practice, public education, and chance 
account for the increased number of patients with 
group 2 cancers is more difficult to decide. Here 
again, definite evidence is lacking, but the figures 
more strongly suggest a real increase in thyroid can¬ 
cer. Since the total number is small, a more definite 
statement is un34'arranted. In this age of preventive 
surgery, it is important not to perform wholesale 
thjToidectomies because of a statistical increase in 
the incidence of thyroid cancers. This increase ma\'^ 
be more apparent than real and to needlessly raise 
surgical morbidity would be contrary to medical 
aims. It is equally important, however, not to blind 
ourselves to the possibility that a true increase in 
incidence of thyroid cancer might considerably 
alter tire approach to any program of selection of 
cases of nodular goiter for surgical treatment. 

Summary 

A significant increase has been observed in the 
incidence of cancer in patients with thjTroid malig¬ 
nancy. For the patients with a clinically undiag- 

Tabee 1.—Summary of Factors Considered Responsible 
for the Observed Increase in Thyroid Cancer 



Group 1 

Group 2 

Institutional growtli 

87o 

15%> 

Institutional prestige 

2% 

30% 

No. of tl))TOidectomies 

30% 

0 

Changing pathological criteria 

18% 

0 

Improved clinical selection 

20-? 

0 

Increased self-referral 

? 

? 

Increased incidence in 




the general popul.ition ? ? 


nosed tliyroid cancer, qualitative and quantitative 
changes in patient population, greater number of 
operations for nonto.xic nodular goiter, and im¬ 
proved clinical selection may account for most of 
the increase. The increased number of frank thy¬ 
roid cancers is more difficult to explain on such 
grounds and suggests tliat the incidence of thyroid 
cancer in the general population is increasing. Phy¬ 
sicians should regard the approach to preventive 
surgery of thyroid cancer as being in a dynamic 
state. 
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SURVIVAL RATE OF PATIENTS WITH BREAST 
CANCER IN A SMALL COMMUNITY 

Charles P. Barnett, M.D., Fredericksburg, Va. 


Halsted’s first published report in 1907 ’ showed 
a five-year salvage rate of 28.9% for patients Avith 
breast cancer. This has been followed by many 
other reports, all showing an increasing survival 
rate. This trend is best shown in results obtained at 
the Massachusetts General Hospital and the Presby¬ 
terian Hospital of New York from 1911 to 1942.^ 
The former shows an increase of 27 to 51%, while 
the latter is almost identical. The current five-year 
salvage figures for patients with breast cancer from 
a number of major teaching centers are summarized 
in table 1. 

The wide variation in results may reflect the 
types of cases included as much as the mode of 
therapy. Nevertheless, Urban “ stated that “most 
American clinics report a five-year salvage rate of 
about 55% at present” and supported this until a 
54% rate for 800 cases from 1945 to 1948. 

Mfliatever the most representative figure may be, 
it would seem logical for each community or insti¬ 
tution to determine its own results in patients witli 
breast cancer. It may be comforting to e.xtrapolate 
a 55% survival rate to one’s own hospital, but it is 
scarcely realistic. Many hospitals, and even whole 
communities, can never assemble the formidable 
numbers of cases that a major institution can in a 
year or two. Nevertheless, it is not unreasonable 
for a hospital or medical community' to assess tlie 
results of its oum cases, no matter how few, gather¬ 
ing whatever consolation or remorse the figvures 
may offer when they are compared to established 
standards. 

An attempt was made to collect data on the 
cases of breast cancer seen by local physicians in 
this area from July, 1947, through December, 1958. 
It was hoped tins might answer the question ‘AVhat 
happens to breast cancer patients in the Fredericks¬ 
burg area?” 

Materials and Methods 

The Marj' Washington Hospital serx’es the city of 
Fredericksburg, Va., and the surrounding area, with 
a present medical draunng population estimated at 
50,000. Most of the surgical procedures were 
done by three surgeons, all of whom have been 
certified since the close of V^’orld M'ar II. Case data 
were collected by surx'eying old operative log 
books, surgical pathologj' sheets, and death certifi¬ 
cates and by contacts svitli the local physicians. One 
hundred three cases of breast cancer are knoum to 
have been seen by area physicians in tlie lH6-year 
2 reriod cox^ered. 


From thr P.-ilholoRj- Lnlioratnro. Maij- Wmhiti!:ton Hospital. 


The 37% over-all survival rate revealed 
in this survey of 100 patients offers little 
evidence that significant progress has been 
made since the first such study was pub¬ 
lished by Halsted in 1907. Even when the 
figures are corrected to produce a 47% 
rate, there is little reason for complacency. 
If would seem logical for each community or 
institution to assess its results, no matter how 
few the cases, gathering whatever consola¬ 
tion or remorse the figures may offer when 
they are compared to established standards. 


Results 

The current status of 100 of the 103 patients has 
been determined. Assuming the three lost patients 
to be dead of disease, then 59 patients are deter¬ 
mined to have lived five years or more or to have 
died in'less than five years. 

Five-year Survival Rates.—The five-year survival 
rates are shown in table 2. Of the 59 patients 22 
lived at least five years, for a 37% over-all survival 
rate. If the tliree ‘lost” cases are not included in tire 
total, the five-year survival rate then becomes 39%. 
Ten patients were obviously inoperable on the face 
of the chart and were subjected to biopsy or pallia¬ 
tive mastectomy. Four received no surgical treat¬ 
ment. If these 14 cases are e.xcluded, 45 operative 
cases remain, and 21 patients, or 47%, survived five 
years. If the three "lost” cases are deleted, the opera¬ 
tive five-year rate then becomes 50%. Of 68 patients 
with knowm results 41, or 60%, lived three years. 

The age distribution, duration of symptoms, and 
size of lesions are shown in table 3. In 33 cases, or 
46%, the a.xillary nodes showed evidence of metasta- 
ses. In 42 cases, or 54%, they did not. Radical mas¬ 
tectomy was perfoimed in 74 patients and simple 
mastectomy in 19. Tire relationship of axillary 
metastases to survival is shown in table 4. Of 15 
patients undergoing simple mastectomy 4, or 27%, 
survived 5 years. 

Comment 

To have meaning any survival figures must be 
measured against the unmodified course of the dis¬ 
ease. Daland’s* 100 untreated cases are generally 
accepted as representing the natural history of 
breast cancer. Shimkin'' has collected other un¬ 
treated series of cases and incorporated the results 
graphically. All show about 20% five-year and 35 to 
40% tliree-year survival rates. If this is accepted as 
a line of departure then one may conclude that the 
37% over-all survival rate in the Fredericksburg 
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area represents a favorable influence of treatment. 
This result differs but little from the 35.5% over-al! 
rate at the Universitj' of Penns)'b'ania ® and the 
39.6% o\'er-all rate from the Memorial Center be¬ 
tween 1935 and 1942.” 


Table l.—Rcpracntiilivc I'icc-ycur Suroiual Rates far 
Patients with Breast Cancer 


Lowtion or hi.'ititution 
Pre.sbytfrian Ho!;i>)taI, No. 4 
{Haiigen,son, C. D.: Am. J. 

Opcratii'c Rate 

Over-all Rate 

Roentgenol. 02:328, 1949) 
Memorial Center for Cancer 
and Allied Disease.s 

47.2 


(Adair ') 

University of Pennsylvania 

54.3 

39.6 

(Miller and Pendergrass “) 
New York state snn’cy 

49.7 

35.5 

(Burdick and Clianafrj' ' ■') 
Cleveland Clinic 
(Robnett, A. H., and olbcrs; 

43.0 


Cancer ji:757, 1930) 
University of Michigan 

47.7 


(Brj’ant and otbecs ’”) 
Scotland (MeWhirter, R.: 

Brit. J. Radiol. 

.58.0 


a«il28, 1955) 

58.0 

42.0 


M'hen only the operable cases are considered the 
survival rate reaches 47%, slightly more than was 
found in another small series" but less tlian the 51% 
obtained in a collection of 49 cases.® Various centers 
report five-year survival rates of 49.7%,® 547o,® and 
58%.'" The three-year survival rate of 60%> is little 
different from the 62% found at the Memorial 
Center." 

Tlie 62% five-year survh'al rate of patients re¬ 
ported as having no metastases to the axillary' nodes 
is less than the 757o considered attainable." This 
suggests that pathological or surgical dissection was 
inadequate. If the fault were with the former it 
would have no bearing on the over-all operative 
results but would only change the grouping. Less 
than half the cases were reported to show such 
metastases, quite the reverse of the e.xpectation. 
Tliis, too, would indicate deficient patlrological or 
surgical dissection. The New York state survey 
also found an equal distribution of lymph node 
metastases. Here, also, large numbers of protocols 
did not comment on the state of the nodes. 


Table 2,^Pwe~tjear Surviv[d Rotes of Patients with Breast 
Cancer m Area of Fredericksburg, Va., 1947-1958 


Rate 

Xo. of 
Cases 

Llxian 

.VYr. 
Sun'ival, 
Dead % 

Owr^aU . 

. .yj 

22 

37 37 

Correctetl over-ull . 


22 

34 39 

Operative . 

. t.'i 

21 

24 47 

tJorrecteil operative . 

. 42 

21 

21 


The duration of symptoms prior to seeking treat¬ 
ment did not differ significantly from the New York- 
state findings. The size of the lesion is also a crude 
index of duration, and the distribution of lesions 
according to size did not vary greatly from the 
expectation.'" Both of these factors indicate that 
patients in this area are not being seen, on the 


average, much later than elsewhere. Of tliose sur- 
viwng five years 80% reported for treatment untliin 
a month of discovering tlie lump, while of those 
dying in five y'ears only one-third were seen within 
a month. (Race did not seem to be a factor in seek¬ 
ing treatment; 18% of the patients were Negroes, 


Table 3.—Age, Diiralhi) of Symptoms, ami Size of Lesion in 
Patients with Breast Cancer 

C««o.« 


f«>4U> . 

Afte, Yr.* 

No. 

. G 

% 

G 

SO.mO . 



40 



. 34 

34 

over 70. 

Duration! 


19 




27 

•» wk. 


. 14 

17 




20 



. S 

9 



. 10 

12 

lyr. ormorc ... 

.Size, Cm.; 


*'7 



IS 

1-2.. 


. If, 

20 

3fi 

2*4 .. 


.. 20 

Over 4 . 



25 


f n =154 
J n =i*0 


about the percentage of the Negro population in 
the area.) 

The 103 cases are felt to represent nearly all of 
the breast cancer occurring in tire area in tire past 
11% y'ears. All patients treated in the hospital and 
all patients dying in the hospital or in the city limits 
are included. Death certificates from the counties 
are not filed locally. Hower'er, one county' has no 
physician and patients are treated by Fredericks¬ 
burg physicians. The other county has trvo phy'si- 
cians, one of whom has seen no breast cancer in the 
past 10 y'ears. Conversation with local phy'sicians 
has revealed only trvo or tlrree addidonal cases 
which, because of lack of information, are not in¬ 
cluded. No doubt occasional patients may die at 
home of, or rvith, imtreated breast cancer. Six pa¬ 
tients had surgery' done elsewhere, but these rr'ere 
all known to, and tlieir progress followed terminally' 
by, local physicians. If the average medical popula¬ 
tion of the area over the past 11 years is taken at 
35,000, tlien tlie annual incidence would appro.xi- 
mate 28 cases of breast cancer per 100,000 popula¬ 
tion. This is not far from the 30 per 100,000 popu¬ 
lation incidence reported in New York state.The 

Table A.—Relationship of Axillary Node Metastases and 
Survival in Thirty-three Patients with Breast Cancer 

r>>Yr. Survival 

Xo. of r -''-—> 

Metafetasos Xo. % 

Yes ... 37 i: 

Xo ..... 10 02 

collected cases may represent at least 90% of all 
cases that have occurred in tlie area. 

It would be interesting to know what other small 
medical communities aclneve in tlie treatment of 
breast cancer. Certainly the local over-all salvage 
rate of 37% offers little comfort. Even when the 
figures are corrected so as to produce a 47% rate of 
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operative salvage there is little cause for com¬ 
placency, since patients continue to die of the 
disease after the five-year mark. Perhaps it is wrong 
to regard Daland s 20% five-j'ear surrdval rate as the 
tlierapeutic base line. Indeed, Collins stated that 
"approximately 407o of breast cancers either grow 
locally and can be completely removed or grow so 
slowly tliat more than fir'e j^ears are required for 
recurrences to become manifest.” 

1410 Roj'ston St. 
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CHRONIC THYROIDITIS IN CHILDHOOD 

Harmon Brotvn, M.D. 
and 

Wilh'am C, McGarity, M.D., Atlanta, Ga. 


Chronic thjToiditis is a relatively rare cause of 
goiter in children. Only 31 patients with this dis¬ 
order have been found after a search of the litera¬ 
ture. Most of the diagnoses were made after op¬ 
eration for a goiter which rvas causing pressure 
symptoms or because carcinoma could not be ruled 
out in a nodular goiter. In only a few instances was 
the diagnosis suspected clinically and confirmed 
by needle biopsy. On the other hand, Winship,' 
in 1956, was able to collect data on 334 patients 
under 15 years of age noth thjToid carcinoma. It 
is obwous that chronic tlijToiditis is a much more 
unusual cause of goiter in this age group. To re¬ 
emphasize thxToiditis, case histories of preWous- 
ly reported patients are rewewed below and the 
historj’ of an additional patient is presented in 
detail. With tire advent of newer diagnostic tech¬ 
niques, nonoperative diagnosis may be made if 
th\Toiditis is considered. 


Diffuse enlargement of the thyroid gland, 
low protein-bound iodine value, and the 
appearance of a nodule in one lobe of the 
thyroid in an 11 -year-old girl led to the 
diagnosis of thyroid disease with the possi¬ 
bility of carcinoma. At operation the entire 
gland was found to be diffusely enlarged to 
about three times normal size. Enough tissue 
was removed for microscopic study to reveal 
striking alterations of the follicular architec¬ 
ture. The pathological diagnosis was acute 
and chronic nonspecific thyroiditis. Records 
of only 31 comparable cases have been 
found in a search of the literature. The pa¬ 
tient was treated postoperafively with thy¬ 
roid extract. Six months after operation the 
patient was receiving a maintenance dosage 
of 64 mg, of thyroid extract per day,- she 
appeared clinically euthyroid, and the pro¬ 
tein-bound iodine value was normal. 


From the Department of Medicine and the Whitehead Department 
of SurgeO'. Emow Universitj- School of Sfedicine. 
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Report of a Case 

All 11-year-old girl was seen in the Emory Uni¬ 
versity Clinic on July 21, 1958. Her illness had 
begun in December, 1954, when she u'as noted to 
have mild e.\'ophthalmos. There were no other signs 
or symptoms of thyrotoxicosis. A basal metabolic 
rate was -15%. Subsequenth', her exophthalmos 
did not change, and she showed no evidence of 
thyroid dysfunction. In October, 1957, a diffusely 
enlarged thyroid gland was noted, and the protein- 
bound iodine value was 3.8 meg. %. She appeared 
to be euthyroid. There were no pressure symptoms. 
In June, 1958, a nodule was discovered in the left 
lobe of the thyroid gland. Chest ,x-ray showed 
normal results. There was no history of irradiation 
to the thymus or tonsils. 

Physical examination revealed a healthy, well- 
developed, preadolescent girl. The pulse was 88 
per minute and the blood pressure 108/66 mm. Hg. 
There was slight widening of the palpebral fissures 
but no exophthalmos. There was no evidence of 
hj'perthyroidism or hj'pothyroidism. The tliyroid 
gland was three times normal size bilaterally, quite 
firm, slightly fixed, and nontender. There was an 
indefinite 1-cm. nodule in the left lower pole, with 
adjacent enlargement of the isthmus to 1 cm. in 
diameter. In the right lower pole there was a 
smaller ill-defined nodule. Two centimeters above 
and lateral to the left upper pole was a solitary 
1-cm., firm, movable, nontender lymph node. The 
clinical impression was possible thyroid carcinoma. 

Laboratory studies showed a hemoglobin level 
of 12.9 Cm. %. The sedimentation rate was 14 mm. 
per hour (Westergren); white blood cell count was 
5,100 per cubic millimeter, with differential count 
of 51% segmented neutrophils, 41% lymphoc}4es, 
5% eosinophils, and 3% monocytes. The chest roent¬ 
genogram was normal. 

The protein-bound iodine value was 3.2 meg. %. 
The 24-hour uptake of radioactive iodine (Iwas 
8.5%. The scanogram of the thyroid showed most 
of the I concentrated in the nodular areas 
(fig. 1). 

On July 30, 1958, an operation was performed. 
The entire thyroid gland was diffusely enlarged to 
about three times normal size. The left lower pole 
and isthmus were larger tlian die remaining gland. 
The thyroid gland was firm, and no definite solitary 
nodules were found. The entire structure had a 
picture of nodularity. The gland was adherent to the 
pretracheal muscles and trachea. There was one 
large pretracheal lymph node, 1 cm. in diameter, 
superior to the istlimus, and there were numerous 
enlarged lymph nodes inferior to the isthmus, ex¬ 
tending into the superior mediastinum. Several of 
these lymph nodes were removed and on frozen 
section revealed hyperplasia with no evidence of 
malignancy. Since the predominant disease was 


located in the left lower pole and tlie isthmus, tins 
portion of the tliyroid gland was removed and sub¬ 
mitted for padiological studies. A definite diagnosis 
of a malignancy or a benign process could not be 
determined from frozen section studies, so it was 
decided to discontinue surgery at tliis point until 
permanent sections were completed. Because of 
die patient’s age and possibility of diyroiditis and 
future development of hypodijToidism, it was felt 
desirable to remove only enough tissue at diis time 
to establish a diagnosis. 

The pathological description was supplied by the 
department of pathology, Emory University Hos¬ 
pital. The specimen consisted of thyroid tissue 
weighing 4 Gm. and measuring 2,2 by 1.5 by 0.5 cm. 
The external surface was irregular and transmitted 
a grayish-red color with moderately accentuated 
vascularity. The consistency of the tissue did not 
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Fig. 1.—Radioactive iodine concentrated in lower left pole 
and isthmus. Enlarged cervical lymph node is circled at 
upper right. 

appear remarkable, although there was a suggestion 
of nodularity. On cut surface the tissue had a yel- 
lowisli-pink color and appeared divided into many 
small lobulations 2 to 3 mm. in diameter. Separately 
submitted were six lymph nodes measuring up to 
0.5 cm. in diameter. These were unremarkable in 
consistency and had a homogeneous glistening 
grayish-yellow cut surface. On microscopic exami¬ 
nation the architectural pattern of the thyroid tissue 
was markedly distorted (fig. 2). 

There was a distinct nodular pattern, the nodules 
being separated by tliin bands of connective tissue. 
Within each nodule considerable variation in pat¬ 
tern was observable. The most striking alteration 
was that of the follicular architecture, which in 
many areas took on a distinctly papillary configura¬ 
tion and in other areas appeared to form large 
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anastomosing channels. In most areas the epitlie- 
lium was tall cuboidal or columnar, and small 
amounts of colloid were present. In other areas 
there was cystic dilatation of follicles with a flat 
epithelium and the accumulation of large amounts 
of thin staining colloid. In a few areas the thyroid 
tissue appeared to have undergone considerable 
atrophy and replacement by fibrous tissue. In most 
of tlie nodules there was striking interstitial infiltra¬ 
tion of lymphocytes, plasma cells, and mononuclear 
phagocytes, and in several areas distinct lymphoid 
follicles were seen. Despite the marked variation 
in the appearance of the follicular epithelium and 
its tendency to a papillary configm'ation, the follic¬ 
ular cells appeared remarkably uniform in all areas 
and showed very little evidence of proliferative 
activity. The separately submitted lymph nodes 
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Fig. 2.—Section showing dilated follicle with flat epithelium 
and infiltration with lymphoGj-tes and mononuclear phago¬ 
cytes forming lymphoid follicles. 


showed some hyperplasia of the lymphoid follicles 
and a moderate degree of subacute and chronic 
lymphadenitis. The pathological diagnosis was sub¬ 
acute and chronic nonspecific thyroiditis. 

The immediate postoperative course was un¬ 
eventful. The patient was seen four weeks after 
operation. The operative site was well-healed, and 
the remaining thyroid tissue was unchanged. The 
deep tendon refle.xes showed slight prolongation of 
the relaxation phase. Therapy with tliyroid extract, 
32 mg. daily, was begun. This was increased to 
64 mg. daily in a few weeks. SLx months after sur¬ 
gery the patient was clinically euthjToid and the 
residual thjToid tissue was unchanged. The protein- 
bound iodine value at this time was 6.4 meg. 


Comment 

It is difiBcult to determine the relative occurrence 
of tliis lesion in children, as there are so few reports, 
Pemberton and Black “ reviewed the cases of 52 
children, 14 years old and under, who were op¬ 
erated on for nontoxic nodular goiter at the Mayo 
Clinic from 1908 through 1943. They found only 
two patients with thyroiditis. Of the remaining 50, 
32 had adenoma and 18 carcinoma. Norris and 
Pollock ® reported tlieir experience over an 18-year 
period at Los Angeles Children s Hospital. Of 14 
children operated on for nonto.xic goiter, 2 girls, 
aged 7 and 10, had typical struma ly'mphomatosa 
(Hashimoto’s struma), 9 had adenomas, and 3 had 
malignancy. 

Crawford ■* states that one-half of the patients 
with nontoxic goiters seen in the Pediatric Endo¬ 
crine Clinic at Massachusetts General Hospital 
have either adolescent goiters or chronic lympho¬ 
cytic thyroiditis (Hashimoto’s disease). These pa¬ 
tients are nearly all female, from ages 9 through 
adolescence. Thus, it would seem that thyroiditis 
is not uncommon in the e.xperience of this clinic. 
On the other hand, Buxton ® described only 2 pa¬ 
tients among 173 with nontoxic goiters studied at 
the University of Michigan and the University of 
Maryland. In one the gland was diffusely enlarged, 
and in the other it was a solitary nodule. Only 18 
patients in this group had nodular goiters. 

Since the classic description of tlie two major 
types of clironic thyroiditis by Riedel and Hashi- 
moto, much interest has been shown in this group 
of diseases. Excellent reviews ® of the subject have 
been written but are beyond the scope of this 
discussion. 

In 1938, the first reports of struma lymphomatosa 
occurring in childhood \vere made by Helhvig’ 
and others. Joll,®" in his excellent Hunterian lecture 
in 1939, mentioned a 10-year-old girl. Only isolated 
reports were made until Statland’s®' summarized 
51 cases of struma lymphomatosa from Massachu¬ 
setts General Hospital, in which tliree young girls 
were studied. 

The most complete study of this disorder in chil¬ 
dren is that of Gribetz and others.® They described 
sLx adolescent and preadolescent girls with firm 
goiters which were t\vo to four times normal size 
and granular or nodular. The Delphian node or 
pyramidal lobe was enlarged in all instances. 

Our patient exhibited several features of this dis¬ 
order in common with features of others already 
reported in die literature. A long liistory of goiter 
was frequently reported. Enlargement of tlie thy¬ 
roid had been present for an average of four years, 
ranging from seven months to eight years. In a few 
there was slow progression of the goiter, with a 
sudden increase in growth rate in the montlis before 
definitive therapy was started. The average age at 
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wliich a goiter M'as first noted was 9 years (in 15 
patients). The majority of the patients, 27 of 31, 
were female. On e.\amination, the tli^Toid was gen¬ 
erally quite firm, three to four times normal size, 
with nodularit}' or lobulation by palpation. These 
characteristics have been described in 20 of the 31 
patients previously reported. Although thyroiditis 
is a diffuse process, the surface of the gland tends 
to be irregular or nodular. In only one instance has 
the thyroid been reported as being diffusely en¬ 
larged with a smooth surface. Tu'O patients pre¬ 
sented clinically as ha\'ing only a solitary nodule. 

Because of the firm consistency, nodularity, and 
the frequent occurrence of cervical adenopathy, 
tile diagnosis of carcinoma is often considered. 
Howei’er, thjToiditis is a diffuse process and usually 
causes enlargement of the entire gland. On the 
other liand, patients with eai'ly carcinoma usually 
have a solitary nodule or enlargement of a portion 
of the gland. 

The s)'mj)toms are related to the local effects of 
a goiter. These are a sense of fulness or pressure, 
mild dysphagia, or hoarseness. Most of the patients 
are clinically euthyroid or only mildly hypotliyroid., 
In only one instance has severe mj'.vedema been 
present." However, surgical procedures hasten the 
onset of hypothyroidism, probably in two ways: (1) 
by removal of functioning tissue and (2) by further 
release of antidiyroid antibodies. 

As yet, there is no laboratory test which may be 
considered specific, but several of the routine tests 
of thyroid function may be suggestive, if used in 
combination. The radioactive iodine uptake and 
serum cholesterol level are usually within normal 
limits. The basal metabolic rate is usually low- 
normal or low. In five cases where this test was 
done, values have ranged from —6 to —25%. How¬ 
ever, the finding of a low basal metabolic rate and 
an elevated Iuptake is quite suggestive. 

Gribetz and others" and Skillern and others"" 
have noted an abnormal discrepancy between pro¬ 
tein-bound iodine and butanol-e.xtractable iodine 
values. In several patients the protein-bound iodine 
value was elevated while the butanol-extractable 
iodine value was normal or low. They felt that tliis 
was due to a disorder of synthesis and release of 
thyroid hormone, liberating calorigenically inactive 
substances into tire blood stream. This situation 
was reversed in all patients by tire administration 
of thyroid hormone, which also caused a decrease 
in the size of the goiter in most. 

Although the radioactive iodine uptake alone is 
not helpful, failure to increase it after administra¬ 
tion of thyrotropin is suggestive of thyroiditis, ac¬ 
cording to the studies of Skillern and otlrers.®" This 
would indicate that the failing gland is already 
under maximal stimulation by thyrotropin. Also, 
the histological changes noted in the acinar epitlie- 
lium of eosinophilia and high cuboidal struc¬ 
ture are those associated with stimulation by the 


thyrotropic hormone. Thus, it might be e.xpected 
tliat the areas most involved might concentrate 
more radioactive material. In our patient the scano- 
gram showed this to be true. Since toxic nodular 
goiter has not been reported in children, a differ¬ 
ential study in children with nodular goiter may be 
worthwhile. Most malignant nodules concentrate 
less iodine than the surrounding thyroid tissue. 

The “era of immunology” in thyroiditis began in 
1954 with the report, by Cooke and Wilder," of an 
abnormal serum colloidal gold curve in tsvo patients 
with struma lymphomatosa. Skillern and associates"" 
demonstrated abnormal colloidal gold curves in 
20 of 25 patients. They showed that this finding 
was due to abnormal distribution of plasma pro¬ 
teins—low or low-normal albumin levels, elevated 
gamma globulin lev'els, and low or low-normal 
alpha globulin levels. They theorized that these 
findings were due to primary failure of the thyroid 
gland with thyroxin deficiency, because the gamma 
globulin level is low in toxic diffuse goiter (Graves’ 
disease) and the abnormalities in plasma protein 
values and colloidal gold flocculation were cor¬ 
rected by the administration of thyroxin or thyroid 
extract. They also found abnormalities in otlier floc¬ 
culation tests which are related to elevated gamma 
globulin-th)^!^ turbidit)', zinc sulfate turbidity, 
and cephalin-cholesterol flocculation. 

In a series of excellent experiments, Witebsky 
and associates made several valuable discoveries 
concerning the organ specificity of e.xtracts of thy¬ 
roid glands in a variety of animals. 1. Thyroid 
extracts act as antigens which are capable of elicit¬ 
ing organ-specific antibodies against the thyroid 
gland. 2. Rabbits injected with exP-acts of their 
own thyroid gland produce true autoantibodies. 
3. Microscopic changes in the glands of the animals 
in which antibodies are produced are similar to 
those seen in chronic thyroiditis. 

Roitt and associates ” have demonstrated pre¬ 
cipitin antibodies against extracts of human thyroid 
gland in a large percentage of patients with chronic 
lymphocytic thyroiditis (Hashimoto’s disease). 
They have also shown that the active antigen is 
probably thyroglobulin. Paine and others,’"' on the 
other hand, were unable to find antibodies in 14 
patients u'ith a surgical or needle biopsy diagnosis 
of chronic lymphocytic thyroiditis. Howevei', they 
did find elevated antibody titers in 14 of 18 patients 
witli a histological diagnosis of chronic nonspecific 
thjToiditis. 

If the gland is diffusely enlarged, needle biopsy 
is a good diagnostic technique. In the presence of a 
solitary nodule, it is unwise to rely on needle biopsy, 
as tlie changes of chronic thyroiditis may be found 
adjacent to carcinoma. Nearly all solitary nodules 
should be surgically excised for study. If there is 
still doubt after all studies have been performed, 
then surgical biopsy should be done to establish a 
definite diagnosis. 
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Treatment 

After the diagnosis of chronic thyroiditis is estab¬ 
lished, therapy with thyroid extract should be 
started, whether the patient is hypothyroid or 
euthyroid. This will suppress thyrotropin activity 
if used in adequate dosage, usually 60 mg. to 
240 mg. daily.'”’ 

The administration of thyroid extract in most pa¬ 
tients mth thyroiditis will cause a reduction in size 
of the goiter within three to six months. If there is 
a wide difference in protein-bound iodine and 
butanol-e.xtractable iodine values, this will also be 
corrected. 

If the thyroid is surgically explored, only a 
minimal amount of tissue should be removed for 
diagnosis. The isthmus may be removed to prevent 
pressure symptoms. The patient should tlien be 
placed on therapy with thyroid extract, as surgery 
seems to hasten the onset of hypothyroidism. 

Thyroid extract should probably be continued 
indefinitely, for two reasons—first, to reduce the 
size of the goiter and prevent its recurrence and, 
second, to prevent the insidious onset of hypothy¬ 
roidism in the adolescent. The only satisfactory way 
to determine the proper dosage level is by periodic 
determination of the serum protein-bound iodine 
level or butanol-extractable iodine level while the 
patient is on therapy with thyroid extract. 

Surgery may be necessary later for cosmetic rea¬ 
sons or to relieve obstructive symptoms, if tliyroid 
tlierapy is ineffective. However, surgery should be 
delayed if at all possible, since thyroid extract 
tlieraj)y may require as long as a year to achieve 
reduction in the size of the goiter. Usually, maximal 
effect is achieved in three to six months. 

Summary 

Chronic thyroiditis is unusual in childhood and 
early adolescence. Only 31 cases have been found 
in the literature. There are usually no symptoms 
except for the presence of a goiter, but pressure 
symptoms may occur. If hypothyroidism develops, 
it does so late in the course of the disease. The 
gland is usually tliree to four times larger than 
normal, is firm, and may feel lobular or nodular. 
Most of tire patients are female. 

The diagnosis of chronic thyroiditis may be sus¬ 
pected on many clinical and laboratory bases: (1) a 
young female with a firm, nodular goiter and the 
findings of hypotliyroidism; (2) an elevated protein- 
bound iodine level and relatively low butanol-e.x- 
tractable iodine level; (3) evidence of increased 
serum gamma globulin by serum electrophoresis 
and elevated serum colloidal gold flocculation, 
thymol tiu-bidity, or zinc sulfate turbidity; and (4) 
tire demonstration of specific antithyroid antibodies 
in the serum. 


Needle biopsy or surgery may be necessary to 
establish a definite diagnosis. Once diagnosis has 
been made, the patient should be treated with 
thyroid extract in adequate dosage to maintain the 
protein-bound iodine level or butanol-extractable 
iodine level within normal range. Surgery may be 
necessary if an adequate trial of thyroid extract 
therapy proves ineffective in reducing the size of 
the gland and if pressure symptoms develop. 

The histological description given for the patient in tliis 
study was made by Dr. Abner Golden, Department of Pa¬ 
thology, Emory University Hospital and Emory University 
School of Medicine. 
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ESOPHAGEAL REPLACEMENT IN INFANTS AND CHILDREN 
WITH USE OF A SEGMENT OF COLON 

Luther A, Longino, M.D., Morton M, Woolley, M.D. 

and 

Robert E. Gross, M.D,, Boston 


There are numerous disease processes involving 
the esopliagus wliich require partial or total esopha¬ 
geal replacement. In the pediatric age group 
esophageal replacement is done for one, or a com¬ 
bination, of the following reasons: (1) esophageal 
atresia without adequate esophageal substance for 
primary anastomosis, (2) caustic strictures, (3) 
peptic esophagitis with stricture formation or bleed¬ 
ing, and (4) bleeding varices when portal-systemic 
shunts have failed to control bleeding. 

In the Boston Children’s Hospital we have had 
e.xperience with these four esophageal lesions, and 
there is good reason to believe that we will see an 
increasing number of children with bleeding varices 
who will need esophageal resection and replace¬ 
ment therapy. 

A satisfactory substitute for the esophagus should 
meet the following specifications: 1. It must serve 
as a satisfactory conduit for food and fluids to reach 
the stomach so that the patient can maintain satis¬ 
factory nutrition without taking prolonged periods 
of time for each feeding or meal. 2. The conduit 
must be anatomically small enough so that pul¬ 
monary function is not interfered with during a 
feeding. 3. The substitute must be sufficiently re¬ 
sistant to peptic juices so that ulceration, stricture, 
or bleeding are not frequent complications. 4. 
Formation of the substitute esophagus must be 
technically feasible for replacement of part or all of 
the esophagus with adequate blood supply for 
both proximal and distal anastomoses. 5. Prefer¬ 
ably, there should be no unsightly cosmetic de¬ 
formity such as is encountered with a subcutaneous 
antethoracic type conduit. 

In the early years of treatment of esophageal 
atresia, the formation of a subcutaneous conduit 
containing small intestine distally and a skin tube 
proximally was utilized in the salvage of these in¬ 
fants.’ Antethoracic tubes of small intestine have 
also been used for caustic strictures.” Some of these 
procedures required multiple major operations and 
long periods of hospitalization. Anastomotic stric¬ 
tures were frequent complications, and the subcu¬ 
taneous bulging of the anterior chest wall was cos¬ 
metically unsatisfactory.” Fistula formation, due to 
difficulty in maintaining tire blood supply in the 
small intestine, which has rather short arcades, was 
not uncommon. 

From the Surgical Service of the Children's Hospital and the De- 
pjutment of Surgery of the Han’ard Medical School. 

Bead before the Section on Surgery, General and Abdominal, at the 
108th Annual Meeting of the American Medical Association, Atlantic 
City, June 9, 1939. 


A segment of colon is considered best for 
operafive subsiiiution of a damaged esopha¬ 
gus because if resists peptic ulceration, if 
functions well during swallowing, and its 
blood supply remains intact after transposi¬ 
tion. Before a child is considered a candidate 
for the operation, conservative- treatment 
should be done (dilatation for esophageal 
stricture, portal-systemic venous anastomosis 
for varices). The operation was performed 
successfully on six of nine infants with con¬ 
genital esophageal atresia, four children 
with strictures from ingested lye, two with 
persistent esophagitjs, and three with bleed¬ 
ing varices. Failure of the operative pro¬ 
cedure was the cause of death in one 
child; in the others the cause was undeterm¬ 
ined or unrelated. The technical difficulties 
of the transposition are encountered in the 
infant, and these can usually be obviated by 
delaying the operation until the child is 1 to 
2 years old. 


Plastic tubes have been used in the replacement 
of small segments of esophagus when carcinoma 
has been resected. These cannot be utilized for long 
segments, and there is a tendency for these tubes to 
leak at their anastomotic sites.'* 

The thoracic part of the stomach manifests well- 
known sequelae of peptic esophagitis and dyspepsia 
which are unpleasant and detrimental to the health 
of the patient.’ In 1953 and 1954 we treated four 
patients with esophageal atresia who had inade¬ 
quate esophageal length for primary anastomosis. 
These patients had the stomach mobilized and 
pulled into the chest for anastomosis to the short 
pro.ximal esophageal segment. Three of these four 
patients died in the immediate postoperative period 
due to atelectasis or aspiration of vomitus. We con¬ 
sider this to be an unsatisfactory tj'pe of esophageal 
replacement because of both the high immediate 
mortality and the serious late sequelae. 

Recently there has been a report of the formation 
of a tube from the greater curvature of the stom¬ 
ach, this being anastomosed to the esophagus 'via 
the suprasternal notch. We have had no experience 
with this but will be interested in the eventual re¬ 
sults of such a procedure. 
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At the present time we, along with others, have 
found the colon to be the most satisfactory replace¬ 
ment for the esophagus.'' It is resistant to peptic 
ulceration, and it has a good blood supply which 
is anatomically arranged so that the marginal artery 
of Drummond can be utilized to supply a long seg¬ 
ment of colon to replace the entire esophagus if 
this is necessar\^ Although the colon does not have 
purposeful propulsive peristalsis, most patients have 


Imlicalions for auci Results of Coloesophapoplasty in 
Eifihtecn Patients 


Indication 

E’iophaKf'nl ntrcjjja. 

T.y^ stricture . . 

Peptic e^ophuiritic . 

Bleoiiini: vurice^s 

Total . 


Living, No Dead. No Total 
r, «» 

4 0 4 

•: 0 2 

2 0 3 

15 3 IS 


no difficult)' in eating fairl)' rapid!)' as long as they 
eat in an upright position. Since 1953 we have had 
the opportunitj' of treating IS patients (see table) 
with colon replacement of part or all of the thoracic 
esophagus. This paper is a report of our e.yperience 
with these cases, description of the technical as¬ 
pects of the operation, present status of the proce¬ 
dure, and recommendations. 

Esophageal Atresia 

The largest group of patients was those with 
esophageal atresia w'ho had inadequate esophageal 
length for primar)' esophageal anastomosis. Nine 
patients with this anomaly have been treated by 
colon substitution. These patients usually do not 
liar’e a tracheoesophageal fistula, so the primary 
procedure is that of exteriorization of the upper 
esophageal pouch so that saliva can drain out onto 
a dressing on the neck rather than constantly spill¬ 
ing over into the trachea, with resultant pneumo¬ 
nitis. A gastrostomy is then performed for feeding 
purposes until tlie esophageal replacement can be 
performed. Occasional!)', in the patient with esopha¬ 
geal atresia and tracheoesophageal fistula tlie eso¬ 
phageal segments will be of inadequate length for 
priman' anastomosis; then the tracheoesophageal 
fistula must be divided so that reflux of gastric 
juice into the h'achea is prevented. When we first 
began using tlie colon as a substitute esophagus, 
the procedure was performed in the early weeks or 
months of life. Technical difficulties ensued which 
have led us to abandon this; we now wait until the 
child is approximate!)' 20 lb. (9.1 kg.) in weight or 
1% years of age before we attempt the definitive 
procedure. The following is a t)'pical case presenta¬ 
tion. 

C.xsE 1.—This 3-day-old infant was admitted to 
the Boston Children’s Hospital on Feb. IS, 1957, 
weigliing 3 lb. 9 oz. (1,5S7 Gm.). Prior to admis¬ 
sion it was noted that he regurgitated feedings 
tlirough his nose. Subsequent roentgenograms re¬ 
vealed an esophageal atresia without tracheoeso¬ 
phageal fistula. Soon after the patient’s admission. 


J.A.M.A., Oct. 31, 1939 

tlie upper esophageal segment was exteriorized in 
the neck and a Stamm gastrostomy was performed; 
both procedures were done with the patient under 
anesthesia with locally given procaine hydrodilo- 
ride. On March 26, 1957, at the age of 6 weeks, die 
child weighed 5 lb. 15 oz. (2,693 Gm.) and was 
discharged from the hospital. The babi' was fed by 
gasti’ostomy at home and was readmitted to the 
hospital on June 17, 1958, at the age of 16 months, 
weighing 24.5 lb. (11.1 kg.). After a succinylsulfa- 
thiazole (Sulfasuxidine)-neomycin sulfate prepara¬ 
tion and cleansing enemas were given, the child 
underwent esophageal substitution with use of the 
ascending colon. Postoperatively, small amounts of 
saliva leaked through the cen'ical wound for two 
weeks and then stopped spontaneously. A roent- 
genographic study of the esophageal replacement 
made with barium revealed good function (fig. I). 
The child ate well and gained weight. 

It should be noticed that this child entered the 
hospital weighing 3 lb. 9 oz. The prognosis of pre¬ 
mature infants with esophageal atresia is improved 
by minimal procedures necessary to protect tlie 
lungs and to allow alimentation. Any definitive pro¬ 
cedure should be delayed until the child is gaining 
weight and is of adequate size to obviate technical 
difficulties inherent in the small patient. We now 
consider appro.ximately 1% years the ideal age for 
the definitive procedure in these infants. 



Fig. 1 (case I).— Left, esophageal atresia without fistuia. 
Right, retrosternal replacement of the esophagus with use of 
ascending and transverse colon. 


Esophageal Stricture Secondary to Lye Ingestion 

We have had four cases of caustic esophageal 
stricture which have been resistant to dilational 
tlierapy. The number of dilations in tlie four cases 
have varied between 23 and 100. Exactly how 
many dilations should be done prior to the recom¬ 
mendation of colon substitution is a matter of in- 
dmdual concern, and more emphasis should be 
placed on the frequency of necessary dilations 
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rather than the aetual number of dilations. The de¬ 
gree of nutritional impairment is also a factor in 
this deeision. The folloM’ing case is an example of 
this tx’pe therap)' in a patient who was resistant 
to dilational therapj'^ because of extensive and se¬ 
vere sti'icturing. 

Cask 2.—At the age of 2 years this child ingested 
lye. The jratient had had two esophageal dilations 
prior to her admission to the Children’s Medical 
Center six weeks after the lye ingestion. Esopha¬ 
geal dilation was impossible at that time due to 
the severity of the stricture; therefore, a gastros¬ 
tomy was irerformed and a string was passed 
through the esophagus to facilitate retrograde dila¬ 
tions, with use of Tucker type dilators. During the 
ensuing IS months, the child had 23 such dilations, 
and roentgenograms of the esophagus revealed in¬ 
volvement of practically its entire length. At this 
time it was felt that further dilations would not be 
effective e.xcept as a temporizing measure; there¬ 
fore, on May 15, 195S, when the child was aged 4 
years and 7 months, the esophageal stricture v'as by¬ 
passed with use of the right part of the transverse 
colon. A Heineke-Mikulicz pyloroplasty was per¬ 
formed at the same operation. Postoperatis'ely, the 
child was able to swallow well; therefore the 
gastrostomy was closed two months later (fig. 2). 

Peptic Esophagitis 

The majority of infants who have repeated epi¬ 
sodes of regurgitation of fluids into the esophagus 
recover from this abnormal physiological state 



Fig. 2 (case 2).— Left, stricture of esophagus, resulting 
from ingestion of iye, after multiple dilations. Right, appear¬ 
ance after colon substitution. 


spontaneously, provided they do not have central 
nen’ous system disease. The upright position seems 
to hasten recovery from this abnormalit)c Rarely 
these children do not improve, and some develop 
severe peptic esophagitis with ensuing stricture 


formation. We have had two such patients who 
have required resectional therapy; one of the cases 
is reported. 

Case 3.—This patient was first seen at the Chil¬ 
dren’s Hospital in June, 1948, at the age of 4% 
months because of recurrent vomiting and failure to 
gain weight. Esophagoscopy revealed severe esoph- 



Fig. 3 (case 3).— Left, severe peptic esophagitis with 
stricturing. Right, partial esophageal replacement with colon. 


agitis in the lower esophagus. The child was placed 
on an antacid regimen and was fed in the upright 
position; however, this regimen was not strictly 
adhered to at home. She was lost to follow-up and 
returned at 8 years of age with a very tight stric¬ 
ture of the lower third of the esophagus, which was 
quite difficult to dilate. She was anemic, and 
weighed only 36 Ib. (16.3 kg.). Between June, 1956, 
and November, 1957, the child required six esopha¬ 
geal dilations, during which time she gained 16 lb. 
(7.2 kg.) but could still eat only pureed or very 
soft foods. On Jan. 9, 1958, she had resection of the 
lower one-tliird of her esophagus with interposition 
of the transverse colon between the pro.ximal 
esophagus and stomach. This was performed 
through a left thoracoabdominal incision, and a 
new esophageal hiatus was formed through the 
left side of the diaphragm. Four months later the 
child required one dilation of the anastomosis; 
since that time she has been able to eat a regular 
diet without difficulty and is entirely asymptomatic 
(fig. 3). This syndrome is not common in the pedi¬ 
atric age group; however, when present, it causes 
severe nutritional inadequacies because of both 
dysphagia and blood loss. 




SS/1190 


ESOPHAGEAL REPLACEMENT—LONGING ET AL. 


J.A.M.A., Oct. 31, 1959 


Bleeding from Esophageal Varices 

The preferable therapy for tlie patient witli 
bleeding esophageal varices is some tj'pe of portal- 
systemic venous anastomosis. Since tlie majorit)' of 
children with bleeding varices have portal vein 
tlirombosis, splenorenal shunt is most commonly 
employed. If the child has had a pre\'ious splenec¬ 
tomy or if tlie shunt has tlirombosed, tlien one is 
left only with a direct approach to tlie bleeding 
varices. Tliis involves eitlier suturing of tlie varices 
or resectional therapy of tlie affected esophagus 
and stomach. The following case presentation is 
of a cliild who had a splenectomy for congenital 
spherocytosis followed by bleeding varices. Tliis 
then required direct attention to tlie I'arices. 

C.vsE 4.—The patient was first seen in the Chil¬ 
dren’s Hospital on Oct. 21, 1948, at the age of 12 
days because of omphalitis. This was treated with 


Fig. 4 (case 4).— Le/l, esophageal varices in patient who 
had previous splenectomy and ligation of esophageal varices 
with persistent bleeding. Right, colon interposition after re¬ 
section of lower one-third of esophagus and upper one-third 
of stomach. Interposed section of colon is outlined behveen 
arrows, 

antibiotics. The child improved and was discharged. 
At tlie age of 4 years he had a splenectomy for 
congenital spherocytosis. In October, 1956, at the 
age of 8 years, he vomited blood and was found 
to have esophageal varices. On Oct. 29, 1956, the 
esophageal i^arices were ligated with catgut and 
silk. During the ensuing two years, he had tliree 
minor hemorrhages; then on Dec. 25, 195S, he had 
an e.Ksanguinating hemorrhage requiring multiple 
transfusions and esophageal tamponade. The child 
came close to death during this episode. On Dec. 29, 
1958, he underwent resection of the distal third 
of the esophagus witli replacement by transverse 
colon and pyloroplasrt'. Postoperatively, tlie pyloric 
canal was obstructed and required an anterior gas¬ 


trojejunostomy. After this the child was able to eat 
a normal diet. He had no further episodes of 
bleeding (fig. 4). 

In a patient who has no available veins in tfe 
portal system for shunting, resectional therapy of¬ 
fers the best chance of preventing recurrent life- 
endangering hemorrhage. Our e.xperience with liga¬ 
tion of varices has been good only as a temporizing 


measure. 


Technique 


The technical approach to coloesophagoplasty 
depends on the amount of esophagus to be re¬ 
placed or by'passed. The technical aspects of total 
tlioracic coloesophagoplasty as it is now performed 
routinely in the Boston Children’s Hospital will he 
described first. The patient is placed on the open 
ating table in the supine position, with the heac 
and neck extended. Preparation and draping in 
elude the entire abdomen as well as tlie chest am 
neck. The abdominal cavity is entered through ai 
upper right paramedian incision. The omentum i 
removed from the transverse colon. The entiri 
ascending colon, terminal ileum, hepatie fle.vure 
and transverse colon are mobilized. The blood sup 
ply to the colon is visualized and careful attentioi 
given to the distilbution of tlie midcolic i^esseh 
Bulldog clamps are placed on the ileocolic am 
right colic vessels so tliat the colon can be observei 
for adequate blood supply from the midcolic vei 
sels. The terminal ileum is divided as is the lei 
transverse colon distal to the midcolic arcades. Th 
actual cautery' is used for dividing the intestinf 
and continuity is reestablished by a closed-typ 
aseptic anastomosis with one layer of interruptet 
Halsted sutures of 0000 silk. If the blood supply f 
adequate, the right colic and ileocolic vessels ar 
dirided close to their origin and the ascendin 
colon is passed behind the stomach, tlirough th 
hepatogastric ligament, and through a tunnel whic 
has been formed by blunt dissection behind th 
sternum. 

^^^lile tliis is being done, another operating tear 
has made a transverse incision low in the nec 
and dissected between the sternocleidomastoidev 
muscles, behind the trachea, and isolated the uppe 
esophagus. The tunnel is then continued froi 
above, and the terminal part of the ileum and tb 
ascending colon are pulled tlirough this tunnel an 
out of tlie cerv'ical incision. A hvo-layer anastc 
mosis is performed in the neck between tlie uppe 
esophageal segment and tlie colon after the exce; 
ileum, appendix, cecum, and redundant ascendin 
colon have been removed. Two lay'ers of interrupte 
0000 silk are used. This wound is tlien closed, am 
a drain is left near the anastomotic site in case o 
leakage. 

The cologastrostomy is tlien performed with us< 
of an open-type anastomosis with 000 runninj 
chromic catgut inside and interrupted 0000 sill 
outside. This is best performed on the lesser curva 
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hire of the stomach; it is not necessary to perform 
this anastomosis high, because this tends to Jdnk 
tlie colon. A Heineke-Mikulicz pyloroplasty' is then 
done to facilitate gasti'ic emptying and to minimize 
reflux of gastric contents into the colon. A Stamm 
gastrostomy is done routinely for intestinal decom¬ 
pression and for feeding purposes during the im¬ 
mediate postoperative period. On previous occa¬ 
sions the colon has been passed through a new 
hiatus in the left leaf of tlie diaphragm and behind 


the left lung root, but at present we feel tliat the 
retrosternal position has the advantage of not en¬ 
tering the pleural cawty and also of giving a more 
direct route for the conduit (fig. 5). 

If only die lower third of the esophagus is to 
be replaced, the following procedure is used. The 
patient is placed on the table in an oblique fashion 
so that the left anterior part of the chest and left 
side of die abdomen are uppermost. A dioraco- 
abdominal incision is used through the seventh or 



Fig. 5.—A, sketch of esophageal atresia at birth and, S, after marsupialization of esophagus and gastrostomy; C, outline of 
incision; D, mobiUzation and isolation of colonic segment; E, creation of retrosternal tunnel; F, mobilized colon within tun¬ 
nel; G, reconstruction of intestinal continuity; H and I, details of esophagocolonic anastomosis; / and K, position of colon be¬ 
hind sternum with gastrostomy in place for decompression of intestinal tract. 
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eighth intercostal space. The inferior pulmonarj' 
ligament is divided, and as much of the esophagus 
as is necessary is dissected free for resection. The 
transverse colon is then freed of its omentum, and 
a segment of suSicient length is isolated witli the 
midcolic vessels used for blood supply. Actual 
cautery is used for transecting the intestinal seg¬ 
ment, and continuity is reestablished, with use of 
a closed-t^'pe aseptic anastomosis of Halsted su- 
tmes of 0000 silk. Either a new hiatus is formed 
through the left side of the diaphragm or the eso¬ 
phageal hiatus can be utilized in passing the colonic 
segment into the chest for anastomosis to the 
esophagus. Two layers of interrupted 0000 silk are 
used in the upper anastomosis and an inner layer 
of running 000 chromic catgut and an outer layer 
of interrupted 0000 silk in tire lower anastomosis. 
Routinely, a Heineke-Mikulicz pyloroplasty is per¬ 
formed. A Stamm gastrostomy is used for intestinal 
tract decompression as well as for feeding purposes, 
until the child is ready to swallow. 

Results 

Nine patients witli esophageal atresia have been 
treated by use of the colon as an esophageal sub¬ 
stitute. Six of these children are alive and well at 
the present time. One patient died one week post- 
operatively due to necrosis of the colon with anas¬ 
tomotic leaks both proximally and distally. Tins 
child also had tire gastrostomy tube removed and 
replaced early in the postoperative period, result¬ 
ing in dehiscence of the stomach from the anterior 
abdominal wall; feedings therefore were given in 
the peritoneal cavity. This child was aged 3 months 
at the time dre coloesophagoplasty was performed. 
The second fatality rvas that of a patient rvho was 
operated on at 12 days of age and died at home 
10 months later. The death rvas sudden, and un¬ 
fortunately no autopsy could be performed. The 
cause of deadr in this clrild remains unknorvn. 
The third fatality was the result of perforation of 
die colon, si-x months after die operative procedure, 
during attempted dilation. The child died of sepsis 
secondaiy- to a leak into the left side of the chest. 
Anodier child rvho rvas operated on a the age of 
2 months required revision of both anastomoses due 
to stricturing and torsion of the colon. In the recent 
cases diese technical difficulties have been obviated 
by rvaiting until die child has become older and 
larger. We think that this rvill decrease our number 
of complications as rvell as fatalities. 

Four patients m'th stricture of the esophagus 
due to ingestion of lye, rvho have been resistant 
to dilational dierapj', have been operated on. One 
patient der^eldped a small-intestinal obstruction due 
to a postoperative band adhesion rvhich rvas treated 
surgically. At die present time all are able to swal- 
lorv rruthout difficulty and are much improved. 

The trvo patients rrddi peptic esophagitis and 
stricture formation can both srvallow rvithout diffi¬ 
culty. The three patients rvith esophageal varices 


have had no further bleeding episodes, nor is there 
any evidence of varices in the interposed colonic 
segment. 

Summary 

Utilization of a segment of the colon has been 
carried out in 18 patients requiring substitution for 
either a diseased or congenitally atretic esophagus. 
The definitive procedure for the patients with eso¬ 
phageal atresia should be performed when the 
patient is either 1% years of age or at least 20 lb, 
(9.1 kg.) in wei^it. The patient with irreversible 
stricture caused by lye should have substitutional 
therapy when it becomes apparent that dilation 
therapy is of only temporizing value. The patient 
with severe peptic esophagitis causing chronie 
blood loss as well as nutritional crippling should 
have formation of an adequate conduit as well as 
resection of the bleeding source. The patient who 
has bleeding esophageal varices is ideally treated 
by a portal-systemic type shunt. If this is impos¬ 
sible, then a direct attack on the esophageal varices 
is the remaining alternative. In our experience, 
suture ligation of varices has been of only tem¬ 
porary benefit. Resectional and substitutional ther¬ 
apy seems to be a more rational approach. At the 
present time we feel that tire colon is the best 
structure for esophageal substitution. 

300 Longwood Ave, (15) (Dr. Longino). 
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EMOTION AND GASTRIC ACTIVITY 

Charlyne T. Seymour, Ph.D, 
and 

Joseph A. Weinberg, M.D., Long Beach, Calif, 


Emotional tension is frequently expressed in so¬ 
matic dysfunction, particularly of the gastrointesti¬ 
nal tract.' Psychotherapy aimed toward reducing 
the incidence of emotional distress has been con¬ 
sidered to be an important adjunct to medical and 
surgical therapeusis of duodenal ulcers. This is a 
study of the effect of emotional stress on gastric 
actiWtics before and after surgical interruption of 
the parasympathetic innervation of the stomach by 
vagotomy. Psychotherapeutic procedures were not 
used in this study; the patients received only medi¬ 
cal and surgical treatment for their ulcers, except 
for the psychological aspects of the experimental 
work involved. 

It is well established “ that acid gastric juice is a 
sine qua non for the development and maintenance 
of a peptic ulcer. A potent source of corrosive gas¬ 
tric acid is the vagally innervated fundus. A com¬ 
plete vagotomy appears to abolish the nervous 
phase of gastric function and to reduce the humoral 
phase of gastric secretion." Many investigators have 
observed that the average patient with duodenal 
ulcer secretes more gastric acid than tlie normal 
person, and, what is more important, he secretes 
more when no obvious stimulant is present. For 
example, there is continuous secretion throughout 
the night, which appears to account for tlie night 
pain so frequent in such patients.'' 

It has been suggested by many authors" that 
emotional tensions operating on either an uncon¬ 
scious or a subconscious level play an important 
part in the etiology and chronicity of duodenal 
ulcers. It may be that much of the material which 
is successfully repressed during waking hours is 
psychologically freed in sleep to stir the emotions 
and acts as an additional stimulant to the autonomic 
nervous system. Overactivity of dris system has 
many effects on the gastrointestinal tract, among 
which are hypersecretion, hj'pertonicity, and hyper¬ 
peristalsis. 

Method of Study 

Experimental procedures were designed to study 
the immediate effect of sti-essful psychological inter¬ 
views before and after vagotomy. Previous work in 
this connection by Wolf " and Wolff and Levine" 
involved actual visualization of tlie human gastric 
mucosa during stressful interviews. Their patients 
did not undergo vagotomy, liowever. 

Staff Psychologist, Veterans Administration Hospital, and Associate 
Clinical Professor of Psychology', University of California at Los An¬ 
gles {Dr. Seymour); Chief, Surgical Service, Veterans Administration 
Hospital, and Clinical Professor of Surgery, University of California 
at Los Angeles Medical School (Dr. Weinberg). 


The emotional responses of 24 men were 
observed before and after vagotomy for 
duodenal ulcers. The surgical treatment was 
necessitated by hemorrhage, intractable 
pain, obstruction, or combinations of these 
conditions. The observations included fluor¬ 
oscopy, roentgenograms, and determinations 
of the acidity and volume of gastric juice. 
Emotions were aroused by stressful interviews 
which proceeded with minimum delay to the 
patient's personal problems. These interviews 
elicited the same overt signs of psychological 
distress after the operation as they had be¬ 
fore, but they no longer caused the increases 
of gastric secretion and motility seen in 
subjects with intact vagi. Since vagotomy 
was followed by healing of the ulcer in 
every instance, these findings strengthen the 
conviction that emotional influences play a 
role in the causation of duodenal ulcer. 


The subjects were 24 men with duodenal ulcers 
selected at random from 150 persons referred for 
surgery after careful study by the medical and sur¬ 
gical gasb'oenterology services. 

The criteria for such surgical referrals were hem¬ 
orrhage, intractable pain, obstruction, or a combi¬ 
nation of these conditions. The age range of the 
subjects was from 27 to 69 years. Duration of symp¬ 
toms ranged from 1 to 30 years. The average period 
of hospitalization prior to surgical therapy was 2.8 
months. 

The patients were contacted individually previ¬ 
ous to the experiment, and the general nature of tlie 
proposed procedures was described to them. Some 
ideas concerning the general problem areas of each 
patient were noted at that time, in order that the 
interviewer could proceed with minimal delay to 
the crux of the patients’ difficulties during the pe¬ 
riod allotted for this phase of the study. 

One day prewous to operation a Levin tube was 
inserted nasally, under fluoroscopic observation, to 
be certain tliat the tube did not enter the duode¬ 
num. The hypersecretory tendency of patients with 
duodenal ulcer in the interdigestive periods (be¬ 
tween meals and during the night) has been men¬ 
tioned. This appearance of hydrochloric acid in.the 
gasWc juice is intermittent; in recognition of tliis 
periodic secretion it was realized that there might 
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be a fortuitous occurrence of “spontaneous” secre¬ 
tion after tire introduction of an experimental pro¬ 
cedure and that tliis might be interpreted errone¬ 
ously as evidence of stimulation. Therefore, the 
interdigestive secretion was collected tvdce during 
the half-hour period just prior to the experiment 
and x-rays were taken. After this, two fasting gas¬ 
tric samples were obtained at half-hour intervals. 
The patient was then interviewed regarding emo¬ 
tionally charged personal problems. Each interview 
u'as geared individual!)' in accordance with previ¬ 
ous notes giving clues to problem areas. The third 
e.xperimental gastric sample was withdrawn when 
overt e\'idence of psychological stress appeared to 
be optimal; e. g., pupillary dilatation, flushing or 
blanching, perspiration, tremors of lips or hands, 
restlessness, and other signs of tension. The patients 
inv'ariably reported the presence of localized epi¬ 
gastric pain during most of this period, which 
occupied an average of 40 minutes. After 15 min¬ 
utes of rest, a fourth sample was taken, fluoroscopy 
was done, and .x-rays were taken. These procedures 
were repeated at two to three months and at one and 
one-half to hvo years after vagotomy. The gastric 
samples were checked for units of free acid and for 
volume. The statistical significances of preoperative 
and postoperative differences were estimated with 
use of a sign test.® 

Results 

Prior to vagotomy there was a reliable increase in 
gastric activit)' with emotional distress. Levels of 
significance obtained were free acid units p= 
0.0001 and volume p=:0.01, indicating that the 
differences obtained were valid and were not 
chance occurrences. Motility and tonicit)' of the 
stomach increased noticeably, as evidenced by 
fluoroscopy and .x-rays. 

After vagotomy overt signs of emotional distress 
judged to be equivalent to tliat seen before surger>' 
were easily aroused. Tliere did not appear to be 
exddence of adaptation to problems; signs of physi¬ 
ological disturbance appeared at close to the same 
average time as prewously. However, on question¬ 
ing, there were no reports of epigastric pain. Neitlier 
free acid nor volume increased significantly at any 
of the trials. Radiologic evidence of decreased 
tonicit)' and motilit)' of the upper region of the 
gastrointestinal tract was present. 

The inten'iew method of exciting emotional re¬ 
sponse appears to be a useful one in laborator)' 
e.xperiments of this t)'pe. It has the drawback of 
lack of standardization, but it has been found in 
this study and prewously by Wolf “ and his co¬ 
workers to have compensator)' advantages. 

Altliough patients, after vagotomy, reacted in a 
manner that was judged to be equivalent to their 
preoperative behaxior as regards overt signs of psy¬ 


chological distress, the upper region of the gastro¬ 
intestinal tract was not responsive and healing of 
the ulcer occurred in each instance. 

Summary 

The role of emotional tension in the etiologv’ of 
gastrointestinal disorders is well established. A 
study was made of the role of such tension on gas¬ 
tric activities before and after surgical interruption 
of the parasympathetic innervation of the stomach 
by vagotom)'. 

Twent)'-four men with duodenal ulcers were 
selected at random from 150 patients referred for 
surgical treatment. Ages ranged between 27 and 69 
years and duration of symptoms from 1 to 30 years. 
A Levin tube was inserted nasally and .x-rays were 
taken. Procedures were repeated at two to tlrree 
months and at one and one-half to two years after 
vagotomy. 

Samples were checked for free acid units and 
volume. The significance of preoperative and post¬ 
operative differences was estimated with use of a 
sign test. Prior to t'agotomy there was a reliable 
increase in gastric activity with emotional distress. 
The motility and tonicit)' of the stomach increased 
noticeably as evidenced by fluoroscopy and x-rays. 
After vagotomy, overt signs of emotional distress 
judged to be equivalent to preoperative response 
were easily aroused. Neither the acid nor the vol¬ 
ume increased significantly. Radiologic evidence of 
decreased tonicit)' and motilit)' was present. 

Although the patients reacted strongly to psy¬ 
chological stress in depth interviews after vagotomy, 
the upper region of the gastrointestinal tract was 
not responsive and healing of the ulcer occurred in 
each instance. 

Veterans Administration Hospital (4) (Dr. Seymour). 
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MASTER TWO-STEP EXERCISE TEST IN CLINICALLY 
UNSELECTED PATIENTS 

Arnold J. Brody, M.D., White Sulphur Springs, W. Va. 


Tliere have been many publications on tlie Master 
hvo-step e.xercise test in clinically selected patients. 
Most are selected because of various types of chest 
pain or other sjTnptoms that suggest coronary artery 
disease. Others are selected because of known cor¬ 
onary disease, and tlie e.xercise test is done and tlien 
compared with results in kmown healthy persons 
to prove or disprove its accuracy. If a large group 
of clinically unselected patients can be accumulated 
and followed for an adequate period of time, the 
material resulting should aid significantly in deter¬ 
mining the reliability of tlie various electrocardio¬ 
graphic changes and the prognostic value of the 
Master e.xercise test. 

The majority of patients seen at the Greenbrier 
Clinic are there for a periodic health examination 
and not because of specific symptoms, so this clinic 
is in a particularly good position to accumulate a 
group of clinically unselected patients. However, it 
is only fair to say that there is considerable soci¬ 
ological selection, in that the majority of the patients 
seen are middle-aged male business executives. Only 
patients who were followed for at least three years 
from the time of the original Master two-step exer¬ 
cise test were used in this analysis, which in itself 
involves some selection, but not clinical selection. 
Some of the patients had had follow-up examina¬ 
tions for as long as 10 years, but the average period 
of follow-up was slightly over 4 years. 

From the Greenbrier Clinic. 


The prognostic value of electrocardio¬ 
graphic tracings was investigated in the 
course of annual physical examinations of 
756 business executives who had no history 
or symptoms suggestive of coronary heart 
disease. The age range was from 23 to 74 
years. Electrocardiograms were obtained in 
each patient after the double Master two- 
step exercise test. The number of patients 
having abnormal electrocardiographic pat¬ 
terns when first examined was 280, and, of 
these, 22 later developed coronary artery 
disease. The remaining 476 had normal frac¬ 
ings, and only 20 developed coronary dis¬ 
ease. The significant findings concerned the 
ischemic type of response pattern, which was 
found on 23 of the initial fracings. Sixteen 
(70%} of these patients later developed 
coronary artery disease. This finding is sig¬ 
nificant in view of published data on patients 
with known coronary disease, which show 
that 61.3% develop the ischemic pattern 
after the Master two-step test. 


The Greenbrier Clinic does routine double Master 
hvo-step tests on all male patients. The method 
used is the standard 9-in. step as described by 




94/1196 


MASTER TWO-STEP EXERCISE TEST-BRODY 


Master/ and tire number of trips is timed and 
gauged according to Iris charts for age, weight, and 
sex. The only difference from Master’s technique 
is that an electrocardiogram with standard leads 
1 and 2 and unipolar chest leads Vn, V 4 , and V 5 is 
taken immediately after exercise. There are no re¬ 
peat electrocardiograms after time intervals. The 
results of the e.xercise tests have been divided and 
analyzed according to the following responses: 

1. In the ischemic type of response, tire S-T seg¬ 
ment is depressed 0.5 mm. or more below the P-R 
or P-Q junction in such a fashion that it subtends 
an angle of 90 degrees or more widr the vertical 
(see figure, left). Therefore, the S-T segment is 
depressed in a horizontal or sagging course as de¬ 
scribed by Myers and Talmers." This differs from 
tire progressive concave ascent of the S-T segment 
in junctional depression (see figure, right). 

2. In junctional changes the S-T segment ascends 
progressively in a concave fashion. An attempt 
was made to separate the true junctional changes 



Left, types of ischemic depression. All are at least 90 de¬ 
grees from vertical and 0.5 mm. below P-R junction. Right, 
types of junctional depression. All arc less than 90 degrees 
from vertical. First tss’o are true junctional depressions. Last 
is false depression due to tachycardia. 

from the false depression of tachycardia where the 
auricular T waA^e is e.xaggerated and continues after 
termination of the QRS interval (see figure, right). 
In the first group of junctional changes the S-T 
segment was depressed at least 1.5 mm. below the 
P-R junction. 

3. In tlie second group of junctional changes, the 
S-T segment depression was at least 0.5 mm. but 
under 1.5 mm. 

4. T-wave changes included flat, diphasic, in¬ 
verted T waves, or upright T waves in one or more 
leads, after exercise, that were preriously flat. 

5. The arrhythmias included frequent premature 
amicular and premature ventricular contractions. 


J.A.M.A., Oct. 31, 1959 

bundle-branch block, and one case of paroxysmal 
tachycardia after exercise. 

6 . In the patients witli abnormal resting electro¬ 
cardiograms tliat showed changes after e.xercise, 
most of die resting electrocardiograms showed fiat, 
diphasic, or shallow inversion of T waves in several 
leads. Some showed bundle-branch blocks. The 
changes after exercise included the five changes 
mentioned above. Many of these showed T waves 
diat became upright after exercise but which were 
isoelectric in the resting electrocardiogram. 

Analysis of Results 

The total number of patients who were given 
double Master exercise tests from July, 1948, to 
March, 1955, and were followed diree years or more 
after the first e.xamination was 756. Of this number, 
a total of 280 had positive responses, using Master’s 
original criteria “ of any S-T depression of 0.5 mm. 
or over, upright, flat, or inverted T-wave changes, 
arrhythmias, and conduction defects or heart block- 
after exercise. Although diis is a high number, it 
will be seen in the subsequent analyses that this 
total number meahs very little. For the total 280 
patients widi positive test results, the age range 
was from 32 to 69 years, with a mean age of 53. Of 
these, 32, or 11.4%, developed classic angina pec¬ 
toris, coronary insufficiency, or definite myocardial 
infarction within the 3-to-lO-year follow-up. Again, 
in view of die subsequent analyses, diis percentage 
has little meaning in itself. 

There were a total of 476 patients who had nega¬ 
tive exercise test results and were followed for the 
3-to-lO-year period. They had an age range of 23 
to 74 years, widi a mean age of 49. Of tliis group, 
20, or 4.2%, developed classic angina pectoris, cor¬ 
onary insufficiency, or definite myocardial infarction. 

Ischemic Responses.—In a total of 23 of the 280 
positive Master tests tlie patients had typical 
ischemic responses. The age range of these patients 
was 36 to 63 years, witb a mean age of 54. Six pa¬ 
tients subsequendy developed myocardial infarc¬ 
tion, and 10 developed classic angina pectoris, so 
a totakof 69.5% developed definite coronary disease. 

Seven patients remained asymptomatic, and of 
this group five subsequendy developed abnormal 
resting electrocardiograms, four of which showed 
abnormal nonspecific T-wave changes and one 
change compatible with left ventricular hyper¬ 
trophy. Two of diese seven patients continued to 
have normal resting electrocardiograms; one con¬ 
tinued to show ischemic depression on the double 
Master exercise test but showed normal results 
after a single test, and the other showed a change 
from ischemic depression after exercise to a 1.5-mm. 
junctional depression after exercise. The latter pa¬ 
tient was obese and in the interim lost approxi¬ 
mately 30 lb. (13.6 kg.). 








Vol. 171, No. 9 


MASTER TWO-STEP EXERCISE TEST-BRODY 


95/1197 


Junctional S-T Segment Depression of 1.5 Mm. or 
Oocr.—A total of 23 patients in the group showed 
junctional S-T segment depression of 1.5 mm. or 
over; their ages ranged from 35 to 52 years, with 
a mean age of 50. Three patients subsequently de- 
\'eloped myocardial infarctions; one died. Two pa¬ 
tients subsequently developed classic angina pec¬ 
toris. Therefore, a total of 21.7% developed 
definite coronaiy' disease in this group. 

Of the other 18 patients, 7 showed no change 
with a continuing junctional S-T segment depres¬ 
sion of 1.5 mm. or o\'er after e.vercise. Five subse¬ 
quently had a negatiA'e Master e.xercise test result. 
Three subsequently had abnormal resting electro¬ 
cardiograms, consisting of abnormal T waves of 
nonspecific patterns. For two patients the e.xercise 
test results changed to show lesser degrees of junc¬ 
tional depression (under 1.5 mm.), and in one the 
results remained unchanged after a double Master 
e.xercise test, but a single test showed negative re¬ 
sults. 

Junctional S-T Depression Between 0.5 and 1.5 
A total of 161 patients, with an age range of 
30 to 67 years and a mean age of 50, showed junc¬ 
tional S-T depression between 0.5 and 1.5 mm. Of 
this group, four subsequently developed classic 
angina pectoris and there were no subsequent in¬ 
farctions in the follow-up period, giving a total of 
2.5% who developed coronaiy' disease. 

Of the remaining patients, 79 had negative Mas¬ 
ter e.\ercise test results subsequently, 62 remained 
unchanged, 7 developed abnormal resting elec¬ 
trocardiograms (nonspecific abnormal T-waves 
changes), 5 dex'eloped junctional depression over 
1.5 mm. in depth, and 4 subsequently developed 
ischemic depression after exercise. 

Arrhythmias.—A total of 24 patients, with an age 
range of 32 to 66 years and a mean age of 51, de¬ 
veloped arrhythmias. Tliree patients subsequently 
developed classic angina pectoris, of these, one had 
bigeminal premature ventricular contractions, one 
had transient right bundle-branch block, and one 
had transient left bundle-branch block after exer¬ 
cise; none developed subsequent myocardial infarc¬ 
tions, giving a total of 12.5% who developed cor¬ 
onary disease. 

Among the other patients, there were 11 who 
developed premature ventricular contractions after 
e.xercise; for 7 of these the results subsequently be¬ 
came negative and in 4 remained unchanged. Nine 
patients developed premature auricular contractions 
after exercise; six of these subsequently showed 
negative results of exercise tests. In two patients, 
the results of die test remained unchanged, and one 
developed junctional depression of less than 1.5 ram. 
One patient developed transient auricular paroxys¬ 
mal tachycardia in one lead after exercise, and in 
the following years the results of the tests became 
negative. 


T-Wave Changes Only.—There were a total of 
27 patients who showed T-wave changes only; their 
age range was 38 to 67 years, with a mean age of 
54. Most of the T-wave changes included significant 
reduction of amplitude in one or more leads after 
e.xercise. Generally, the T waves became flat- 
diphasic or flat or developed shallow inversion in 
two or more leads. In only one case was there in¬ 
version of over 4 mm. in leads to Vc,; this was in 
the only patient who developed classic angina 
pectoris, so only 3.6% of this group dev'eloped defi¬ 
nite coronaiy' disease. 

Of the other patients, 12 subsequently showed 
negative exercise test results; 6 showed permanent 
abnormal resting electrocardiograms, five of which 
showed nonspecific T-wave changes and one a left 
bundle-branch block. In five patients, the e.\ercise 
test result remained unchanged in the follow-up 
period. Two patients subsequently developedj'unc- 
tional depression under 1.5 mm., and one patient 
developed junctional depression of 1.5 mm. or more. 

Abnormal Resting Electrocardiograms for Patients 
Showing Positive Responses After Exercise.—A total 
of 22 patients had abnormal resting electrocardio¬ 
grams and positive results after exercise. Their ages 
ranged from 41 to 66 years, with a mean age of 55. 
Two patients subsequently developed myocardial 
infarction; both died. In botli of these, the resting 
tracing showed nonspecific abnormal T-wave 
changes. After exercise one showed ischemic depres¬ 
sion; the other showed upright T wa\’es after e.xer¬ 
cise when they had been previously flat. Another 
patient subsequent!)' developed angina pectoris. In 
this patient the resting tracing showed shallow in¬ 
version of T waves that became more inverted after 
e.xercise. This makes a total of 13.6% who devel¬ 
oped coronary disease. 

Of the other patients, 12 had abnormally flat T 
waves and developed upright T waves in one or 
more leads after exercise. Nine remained un¬ 
changed in the follow-up period of three or more 
years, and in tliree cases the results of e.xercise 
tests subsequently returned to normal. Three pa¬ 
tients with nonspecific T-wave changes developed 
junctional depression of at least 1.5 mm. after exer¬ 
cise, and this remained unchanged in the follow-up 
period. Two patients had resting electrocardio¬ 
grams compatible with left x'entricular hypertrophy 
and strain and ischemic changes developed after 
exercise; these remained unchanged in the follow¬ 
up period. Two patients had right bundle-branch 
block. One of these developed ischemic changes 
after exercise, and one developed inverted T waves 
in the left chest lead after exercise. Both of these 
remained unchanged in the follow-up period. 

Comment 

It is evident from this analysis that the ischemic 
type of response had definite significance. In this 
group, 69.5% of the patients subsequently devel- 
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oped definite coronan' disease in tlie 3-to-10-\'ear 
follow-up period. It is worthwhile to compare this 
figure with tliat of clinicallj^ selected patients with 
known coronary disease. One of tire largest groups 
is that of Russek,'* who analyzed 186 patients with 
knowTi coronar>' disease; 61.3% der'eloped an is¬ 
chemic t>T3e of response after a double Master 
e.xercise test. On die other hand, when Russek 
e.xercised 108 knoum healthy patients, 19.4% had 
positive Master test results according to Master’s 
total criteria, but none of tliese had ischemic S-T 
segment depression. Robb and associates gave 
double Master exercise tests to 69 patients with 
knoMTi coronary disease; 50.7% had ischemic 
changes. Although these figures are on clinically 
selected patients u'idi knowm coronary disease, they 
are similar to those for the clinically unselected pa¬ 
tients who were followed for 3 to 10 years for this 
report. 

In analyzing the junctional clranges over 1.5 mm., 
it cannot be dogmatically stated that these changes 
are significant, but it is probably more than chance 
that 21.7% did develop coronar\' disease. This is not 
in disagreement with Myers and Talmers,' who 
stated that if junctional depression is deep enough 
and not due to tachycardia it can be due to sub¬ 
endocardial ischemia. 

In this study, it is evident that junctional changes 
under 1.5 mm. had no significance. Only 2.5%' of the 
patients subsequently developed coronarj' disease, 
as compared to the control group, w'ho showed neg¬ 
ative results of the tests and of v’hom 4.2'% der'el- 
oped coronary disease. Obviously, this group had 
no more coronary disease than the group with nega- 
ti\'e exercise tests. Four of these patients did subse¬ 
quently develop ischemic depression after exercise, 
which according to this study has a poor prognosis, 
but even if this group is added to the number who 
developed coronar}' disease, it makes a total of only 
570, which is still not significantly different from the 
control group. These results are ver\' different from 
Master’s statements that any depression 0.5 mm. or 
over has definite significance.' There is only partial 
agr-eement with tlie work of Robb and associates."' 
They showed that the patients with ischemic re¬ 
sponse had an incidence of coronaiy occlusion of 
79 per 1,000, while those with junctional response 
had a considerably lower incidence (35 per 1,000) 
but yet a significantly higher incidence than the 
group of those widi negative test responses, who 
had an incidence of coronary occlusion of 9 per 
1,000. However, they did not separate the junctional 
responses by degree but tabulated all junctional 
depression of 0.5 mm. or over in one group. 

In the group with arrhytlimias, the patients who 
developed coronarj' disease had transient bundle- 
bnmeh blocks or bigeminal premature \'entricular 


contractions after exercise. Since tliere were onlv 
three such cases, little can be said from this. Ho\\^ 
ever, it is ewdent that premature ventricular con¬ 
tractions and prematoe auricular contractions of 
no definite pattern had no significance. 

The only patient who developed coronar)' disease 
in the T-wave change group had T-wave inversion 
of 4 mm. in leads Vj to ¥«. There was no correlation 
between development of subsequent coronar)’ dis¬ 
ease and minor T-wave changes. 

Since an abnormal resting electrocardiogram may 
affect the patient’s prognosis, it is difficult to say 
liow significant the changes were that occurred in 
this group. It is interesting to note that two patients 
who had ischemic changes after exercise and who 
did not subsequently des'elop coronary disease had 
patterns of left ventricular hypertrophy and strain, 
which classically show an ischemic type of depres¬ 
sion in the resting electrocardiogram. 

Summary and Conclusions 

Double Master two-step exercise tests were given 
to a group of 756 clinically unselected male patients 
u’ho u'ere followed for periods of' 3 to 10 )'ears. 
Ischemic changes after e.xercise, wherein the S-T 
segment is depressed horizontally or downward at 
least 90 degi-ees from the vertical and 0.5 mm. or 
more below the P-R or- P-Q junction, had definite 
significance in diagnosis of potential clinical coro¬ 
nary disease. True junctional S-T segment depres¬ 
sion over 1.5 mm. in depth, not due to tachycardia, 
was suggestis'e of potential coronaiy disease. On the 
other hand, there was no correlation beriveen de- 
veloymrent of coronary' disease and junctional S-T 
segment depression under 1.5 mm. in depth, minor 
T-wave changes, or minor transient arrhythmias 
such as premature auricular or yrremature ventricu¬ 
lar contractions without a definite pattern. 

Miss Dreaiua Morgan assisted in gathering data for tin's 
report, and Mr. Howard Southern drew tlie electrocardio¬ 
grams. 
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PROPHYLACTIC ANTIBIOTIC THERAPY IN INFANTS BORN 
AFTER PREMATURE RUPTURE OF MEMBRANES 

Sidney P. Kent, M.D. 
and 

Gilder L. Widcinan, M.D., Birmingham, Ala. 


The neonatal deatli rate is usually slightly higher 
at University Hospital than at other hospitals in 
Jefferson County, probably because of a higher 
pereentage of indigent patients, but during the last 
six months of 1957 and the first si.x months of 195S 
this death rate rose significantly (fig. 1). The neo¬ 
natal death rate of all the other hospitals in Jeffer¬ 
son Counh’ was relati\'cly constant during this 
period. As there was no ob\’ious cause, such as a 
rnirser)’ epidemic, for this rise in neonatal mortaliri’, 
it was decided to evaluate the effectiveness of pro- 
pln’lactic administration of antibiotics in newborn 
infants during the period. Prophylactic antibiotic 
therapy had been used in the University' Hospital 
to a limited extent for sex'eral j'ears. During the last 
half of 1957 and the first part of 1958 three cate¬ 
gories of indigent patients recei\’ed prophx'lactic 
therapy: certain premature infants, infants born 
after unsterile deliveiw, and infants born after pre¬ 
mature rupture of the maternal membranes. The 
last-named two groups routinely receix'ed some 
type of propln'lactic antibiotic therapy. The largest 
group consisted of those born after premature 
rupture of the membranes, and for this reason it 
rvas selected for study. 

Materials and Method 

The charts of all patients who delix'ered at the 
University' Hospital during the first four months of 
1954, a period when prophy'lactic antibiotic therapy 
in newborn infants was infrequently used, and for 
the first four months of 1958, a period when prophy'¬ 
lactic antibiotic therapy' was quite frequently used, 
were reviewed. The chart of each mother giving 
birtli to a living child after premature rupture of the 
membranes was set aside and matched with her in¬ 
fant’s chart. The following data were recorded from 
each mother’s chart: age, race, diseases, obstetric 
complications, ty'pe of deliveiy, antibiotics received 
before delivery, length of rupture of the mem¬ 
branes, whether the membranes ruptured spontane¬ 
ously or artificially, and number of prenatal clinic 
visits made. The birth weight, sex, race, type of pro¬ 
phy'lactic therapy, if any', symptoms, obstetric in¬ 
juries, age at death, and autopsy findings, if avail¬ 
able, were recorded for each infant. Antibiotic 
therapy was considered prophylactic if started 
within six hours after birth and before the onset of 
any clinical signs of infection. Six hours was the 

From the departments' of pathologj' and obstetrics and g>’necoIogy, 
University of Alabama Medical Center. 


The death rate among infants born after 
premature rupture of the feta! membranes in 
a hospital rose sharply from 29 per J,000 
in 1954 to 144 per 1,000 in 1958. Various 
factors known to affect neonatal mortality 
in other situations were eliminated by analy¬ 
sis of the data until it appeared that the rise 
in death rate had followed the institution of 
a program of prophylaxis with antibiotics. 
Among 160 newborn infants who received 
such prophylaxis from January to hAay, 1958, 

7 deaths occurred among 97 who received 
chloramphenicol with erythromycin, 5 among 

8 who received chloramphenicol, erythromy¬ 
cin, and penicillin, and 5 among 5 infants 
who received chloramphenicol, erythromycin, 
penicillin, and streptomycin. Among the in¬ 
fants who died the characteristic syndrome 
included anorexia, lethargy, respiratory dis¬ 
tress, a shock-like state, and a dusky gray 
appearance. The data were not sufficient to 
identify a single antibiotic as the sole cause, 
but no further cases of "gray sickness" oc¬ 
curred after the use of chloramphenicol was 
discontinued. 


criterion used on the pediatric serx'ice during the 
period under study for .premature rupture of the 
membranes, so the same criterion was used in this 
study'. 

The neonatal deaths in both groups of patients, 
those from 1954 and those from 1958, were further 
checked through the x'ital statistics bureau of the 
Jefferson County' Public Health Department, be¬ 
cause the infants’ stay in the hospital varied con¬ 
siderably (1 to 30 days), particularly for 1954, and 
was usually only a fraction of the 28-day neonatal 
period. Several neonatal deaths in both 1954 and 
1958 were found in this way. 

Results 

Data for both private and indigent patients were 
studied, but the results to be presented include 
only those from indigent patients (table 1). A com¬ 
parison of indigent patients who did not receive 
prophylactic therapy widi those who did is more 
valid than a similar comparison with private pa- 
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tients, because tlie private patients during 1958 did 
not routinely receive prophylactic therapy with 
antibiotics. 

The death rate in the 148 infants bom after pre¬ 
mature rupture of tlie maternal membranes in 1954 
who did not receive prophylactic therapy was 29 



Fig. 1.—Neonatal death rates for University Hospital 
(closed dots) and all other hospitals in Jefferson County 
(open dots) for 1956,1957, and 1958. 


per 1,000 (table 2). ^^^■)en compared to the over-all 
neonatal death rate among indigent patients for the 
same period, 26 per 1,000, little difference is noted. 
This suggests that premature rupture of the mem¬ 
branes, at least in this group, did not appreciably 
affect mortality'. 

The neonatal death rate in the group recei\'ing 
prophylactic therapy in 1958 was 144 per 1,000. 
This is almost five times the death rate of the group 
in 1954 that did not receive propln’iactic dierairy. 
The over-all neonatal death rate in indigent pa¬ 
tients dvu'ing the first four months of 1958 was 69 
per 1,000 or slightly less than half the rate in the 
group receiwng prophylactic therapy. 

The difference in the death rates of the prophy- 
lactically treated and nontreated groups are statis¬ 
tically significant (p< 0,002). The obvious difference 


natal mortality (table 4). The relative incidences of 
prolonged rupture of tire membranes (24 hours or 
more) was not significantly different. The racial 
composition of the two groups was also similar 
(table 3). Tire latter is of importance, as neonatal 
mortality is higher among Negroes in this area. No 
other obvious difference between the prophylac- 


Table 2.—Neonatal Death on Indigent Service 


Total live hirths... 

Total deaths .... 

Premature nipture with no 

projihylaetic therapy . 

Premature rupture with 

prophylactic therapy . 

Deaths with no prophylactic 

therapy .. 

Deaths with prophylactic 
therapy . 


Jnn.-May, lau .Tan.-May* 

-/v--S_ 


No. Perl.ooo' 

No, 

Per I.W 

‘)8B 

1.070 


24 20 

74 

m 

148 

100 


4 2!t 

23 

144 


tically treated and the nonti-eated groups, such as 
age, parity, prenatal clinic visits, or maternal dis¬ 
ease, was noted. 

In addition to die 23 patients in the group given 
prophylactic ti'eatment with antibiotics who died 
were 8 other infants who showed a characteristic 
clinical syndrome but did not die. Of the 23 infants 
who died 14 showed a similar clinical picture. These 
infants appeared normal until the second to fifth 
day after birth (table 4). They tiien typically 
stopped eating ancl became liypoactive and lethab 
gic. Respiratory distress with rapid, shallow, irregu¬ 
lar respirations was quite common. The dusky gray 
appearance of these infants was so characteristic 
that the pediatric residents working in the nursery 
at the time referred to the syndrome as the “gray 
sickness.” The appearance of these infants sug¬ 
gested to several observers that the infants u'ere in 
shock. Most of them presented a clinical picture of 
gram-negative septicemia. Blood cultures during 
life and culture of the lungs in those who came to 
autopsy were done routinely but no positive cul- 


Table 3.—Prophijl(ictically Treated Group (1958) Versus 
Nontreated Group (1954) 


Table 1.—Premature Rupture of Membranes in 


Indigent Patients 

Jan.-May, 
1054 

Total hirths . 0S8 

Jan.-May, 

10.5S 

1,070 

Uirths alter pruinuture 
nji>tnre of the memlirone.':. 

14s 

170 

Patients receiving prophylactic 
antibiotic therapy. 

31 

3C0 

Patients with premature rupture 
hut no prophylactic antibiotic 
therapy ... 

3.37 

30 


in the two groups was the use of antibiotics. Other 
factors knouTi to affect neonatal mortality have 
been studied (table 3). The incidence of prematu¬ 
rity' in tlie two groups was the same. The fact that 
almost half of tiiose who died after isrophylactic 
therapy were full-term infants further indicates 
that prematurity does not e.xplain the rise in neo¬ 


IH.VI* Xey:iiie'< . 

iD.'iSl Xftfroes . 

19.^1 luiituruil for 24 hr. or more 

l!ns M‘'Mjhrane« nijttHrctl foj hr. or inoic 

llW Premature hirths .. 

VXjS Premature hlrthP ... 

•Total imtlerjt‘5=l37. 
f Total luiticntsrrlfih. 

tures U'ere found in the 14 infants u'ith the abo^'e 
symptoms. Virus studies of blood and lungs ob¬ 
tained at autopsy also failed to reveal pathogens. 

Comment . 

Prophylactic antibiotic therapy has been hied in 
a number of situations in medicine and has been 
proved valuable in very' few. Prophy'Iactic treat¬ 
ment with penicillin has been shown to decrease 
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the rate of recurrence in patients who have had 
rheumatic fever.’ The patients were being pro¬ 
tected against a single organism whose sensitivity 
was known. The use of prophylactic antibiotics to 
protect surgical patients, children widi measles or 
upper respiratoiy infections, and unconscious pa¬ 
tients from secondaiy bacterial infection has not 
been successful." In these situations the patients 
must be protected from a variety of organisms with 
unkmown scnsiti\’ities. ProiDhylactic use of anti¬ 


strains of bacteria in the nursery. Finally, one or 
more of the antibiotics used may be to.xic to the 
newborn infant. Newborn infants may not be pre¬ 
pared as well metabolically as are adults to tolerate 
one or more of the antibiotics used. If either of the 
first hvo factors were operating one would have 
expected to see evidence of infection in infants 
coming to autopsy. The demonstration of infection 
in the infant autopsies during this period was in¬ 
frequent. Evaluation of toxicity of the antibiotics 


1 . 

2 . 

3. 

4. 

5 . 

6 . 


8 . 


10 . 

11 . 

12 . 

13. 

14. 

15. 

16 . 

17, 

18. 

39 . 


‘I-2 


23. 
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Taule 4.—Analysis of Tweniy-three Deaths in Prophylactically Treated Grott}7 



Birth 

Length of 
Rupture of 

Age at 
Onset of 


Age 


Puce, 

Weight, 

Mcmlirancs. 

Symptoms, 

Antibiotics 

at Death, 

Findings 

Sex 

Gni. 

Hr. 

Days 

Administered* 

Days 

at Autopsy 

N. M 

2,5(10 

24 

2 

Chloramphenicol, 

erythromycin 

2 

Lobular pneumonia, 
slight! 

X, M 

2,020 

.*•0 

0 

Chloramphenicol 

2 

None 

X. M 

2,460 

8 

5 

Chloramphenicol, 

erythromycin 

5 

None 

X. M 

3,012 

20 

4 

Chloramphenicol, penlcinin 

4 

Xone 

X, M 

(t -.i.j 

« 

5 

Chloramphenicol 

5 

None 

X. M 

1.417 

7 day.*! 

4 

Chloramphenicol. 

erythromycin 

4 

None 

X. M 

3,0X1 

0 

6 

Chloramphenicol, 

erythromycin 

5 

Atelectasis, mini* 
mnlf; fatty 
change in liver 

X, M 

2,728 

43 

3 

Chloramphenicol, 
erj'thromyein, pcnicinin 

4 

Xone 

X, M 

2.802 

12 

5 

Chloruinphenicol, 

erythromycin-neomycin, 

penicillin 

S 

Test 

X,M 

2,420 

12 

6 

Chloramphenicol 

s 

Bronchial pneu¬ 
monia, bilateral 

X. M 

3.(Vu 

OH 

3 

Chloramphenicol penicillin, 
neomycin, streptomycin 

20 

Xone 

X. F 

2,750 

oo 

0 

Chloramphenicol, penicillin, 
streptomycin, novobiocin, 
neomycin 

36 

yesf 

C, .M 

1,817 

6 

6 

Chloramphenicol, 
erythromycin, penicillin 

6 

Test 

C. M 


60 

4 

Chloramphenicol, 
erythromycin, penicillin 

6 

Test 

C, F 

1,440 

7 days 

0 

OhloroiDphenicoI, 
penlcllJ/n, streptomycin 

m 

hr. 

None 

C.F 

1,000 

7 days 

3 

Chloramphenicol, 
erythromycin, penicillin 

6 

None 

C, M 

3,809 ■ 

19 


Chloramphenicol, penicillin 

2 

Atelectiisl«, slight,! 
petechial hemor¬ 
rhages in lungs 

X, M 

1,910 

43 

5 

Chloramphenicol, 
erythromycin, pcnlcillm 

6 

None 

C.F 

3,002 

17 

2 

Chlorompbenicol, 
erj'thromycin, penleillln 

S 

None 

X, M 

2,540 

17 

3 

Chloramphenicol. 

erythromycin 

4 

Tnmeus arteriosus 

X.F 

2,200 

4H days 

.3 

Chloramphenicol, penleillln, 
streptomycin, neomycin, 
novobiocin 

4 

None 

X, F 

1,871 

39 

4 

(’hloramphenicol, penicillin, 
streptomycin 

5 

Xone 

X, F 

2,700 

0 


Chloramphenicol 

6 

Petechial hemor* 
rhage.s In lung.s 
and stomach! 


* Prophylactic antibiotics were administered within six hours of birth anti were continued for five to seven days. The dosages used varied: 
chloramphenicol (Cbloromycotin), 50 to 100 mg. every 8 or 12 hr.; erythromycin (Ilotycm), 50 mg. every 8 hr.; penicillin, 50,000 to 150,000 iinlt.s 
every 12 hr.; streptomycin, Ho to 12.1 mg. every 12 hr.; neomycin, 10 to 15 mg. every 8 or 12 hr.; and novobiocin, 50 mg. every 8 to 12 hr. 
t No anatomic lesion noted or no adequate explanation for symptoms and death. 


biotics after premature rupture of the membranes 
was more in common with the latter use, since the 
vaginal flora are quite varied. 

In considering ways tliat prophylactic antibiotic 
therapy in the newborn infant may confribute to an 
increase in mortality, tliree possibilities come to 
mind. First, some of the antibiotics were given by 
injection, which provides an additional portal of 
entrj' for bacteria. Second, e.xtensive use of anti¬ 
biotics may result in the development of resistant 


used is complicated because combinations of anti¬ 
biotics were usually employed (table 5). Four anti¬ 
biotics in eight different combinations were used in 
the prophylactic program. Also, additional anti¬ 
biotics were added to tlie treatment schedules of 
some infants during the course of their illness. 
However, chloramphenicol was the drug most ex¬ 
tensively used; 145 of tlie 160 infants, who had 
prophylactic therapy received chloramphenicol. 
Furthermore, all of the infants who died, as well 


























100/1202 


ANTIBIOTIC THERAPY-KENT AND WIDEMAN 


J.A.M.A., Oct. 31, 1939 


as tlie eight with the “gray sickness” who lived, 
received chloramphenicol in doses ranging from 
100 to 300 mg. every 24 hours. Erythromycin was 
the next most commonly used drug. It was given 

Table S.—Antibiotic Combinations Administered in 160 
Newborn Infants }anuarij-Maij, 1958 


No. oJ 

Antibiotic? Received Patients Deaths 

Ohlonitnphenicol . 5 1 

Chlorainphenieol and erythroniycm. 07 1 

Chloramphenicol, erythromycin, and penicillin... 8 5 

Chlornnipheriicoi, crj'throinycin, penIc/Htn, 

and neomycin* . 1 1 

Chlorainphenicol, erythromycin, and neomycin* 2 1 

Chloramphenicol, erythromycin, neomycin, 

and novobiocin*. 2 1 

Chloramphenicol and penicillin . 4 2 

Chloramphenicol, penicillin, and streptomycin .,11 2 

(’hloramphenicol, penicillin, streptomycin 

and neomycin* . 1 1 

Chloramphenicol, penicillin, streptomycin, 

neomycin, and novobiocin*. 1 1 

Chloramphenicol, penicillin, strejitomycin, 

neomycin and novobiocin . 8 1 

Chloramphenicol, erytbrnmj'cin. penicillin, 

and streptomycin . .5 5 

Penicillin and streptomycin. 12 

Penicillin .. 1 

Penicillin, streptomycin, and novobiocin*. 1 

Xcomycin . 1 


* Except in one case neomycin and novot»iocin were added late In the 
course of Illness: that is, they were not u.«ed prophylactlcolly. 


only with chloramphenicol. There were several 
infants who died and others who had tlie “gray 
sickness” wlio did not receive erythromycin. Fur- 



1958, with percentage of group in University Hospital nursery 
receiving prophylactic therapy with chloramphenicol {crosses) 
added. 

ther correlation betw’een the increase in the use of 
chloramphenicol in the nurserj' and the neonatal 
death rate is striking (fig. 2). The relative frequency 
of the use of chloramphenicol in the program of 
prophylactic tlierapy was determined by reviewing 


20 or 25 charts, selected at random by the record 
room, of infants receiwng prophylactic therapy for 
each month during 1957 and 1958. 

The rise in the neonatal death rate followed the 
increase in the use of chloramphenicol in the pro¬ 
phylactic program. When the use of chlorampheni¬ 
col in the nursery was discontinued on June 13, 
1958, the neonatal death rate dropped back to and 
remained at about the level present before the use 
of chloramphenicol. Several changes were made in 
tire operation of the nursery during the spring of 
1958, in an attempt to lower the neonatal death 
rate, which makes tliis portion of the two curves 
shown in figure 2 more difficult to evaluate. How¬ 
ever, tliere was no notable change in the operation 
of tire nursery' in July', 1957, when the rate began 
to rise, other than the increased use of prophy'lactic 
therapy with antibiotics and the change from peni¬ 
cillin and sti'eptomycin to chloramphenicol and 
erythromycin as the recommended drugs. Further¬ 
more, the “gray sickness” has disappeared from the 
nursery since use of chloramphenicol was discon¬ 
tinued on June 13, 1958. 

Table 6.—Antibiotic Therapy in Infants Born to Indigent 
Patients in March, 1958 


Deuths 



Patients, r 
Xo. 

Xo. 

../w.-- 

per 3,000 

Total <h‘livt'rl(*!t... 

.. 297 

'2't 

84 

Xo antibiotic thcraj^j'. 

SfCi 

4 

2f> 

Total rccoivln*: antibiotic therniiy . 

02 

21 

226 

Chlorflinphenlcol therapy . 

81 

1 !) 

'226 

Prophylactic antibiotic therapy . 

. 70 

18 

202 


The role that propliylactic antibiotic therapy may 
have played in the over-all increase in neonatal 
mortality is of interest. When the over-all neonatal 
death rate of the first four months of 1954, 26 per 
1,000, and 1958, 69 per 1,000, are compared, it 
should be kept in mind that the latter includes the 
group of those bom after premature rupture of the 
maternal membranes and given prophylactic ther¬ 
apy, with its high mortality. If this group is simply 
removed from the total, toe over-all rate drops to 
56 per 1,000. It also includes two other groups of 
infants given prophylactic therapy; infants having 
nonsterile deliveries and certain premature infants. 
To gain some insight into the over-all frequency of 
prophy'lactic therapy' during the first four montos of 
1958, the charts of all the infants bom in March, 
1958, were reviewed (table 6). It is evident that al¬ 
most one-third of the infants bom in this period 
received antibiotic therapy'. In most instances this 
was prophy'lactic therapy' which usually included 
cliloramphenicol. Furthermore, 19 of the 25 infants 
dy'ing during tliis month received chloramphenicol. 
These data suggest tliat if chloramphenicol therapy 
is not svell tolerated by newborn infants, its use was 
extensiv'e enough during this period for it to have 
been a major factor in the over-all rise in neonatal 
death rate at the University Hospital. 
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Summiiry 

The neonatal death rate in a group of 148 infants 
horn after premature rupture of tiie maternal mem¬ 
branes who received no prophylactic antibiotic 
therapy was determined and compared to that of a 
.similar group of 160 infants who did receive such 
therapy. The death rate in the latter group was 
144 per 1,000, as compared to 29 per 1,000 in the 
former. There is a possibilih' that the increase in 
neonatal mortality was due to chloramphenicol 
toxicity, but the evidence presented docs not prove 
a relationship between the increased death rate in 
the infants receiving prophylactic therapy and 
chloramphenicol therapy; howes’er, it is sufficient 
to suggest the need for some evaluation of the 
toxicity of chloramphenicol in the newborn infant. 

1919 Seventh Ave. South (3) (Dr. Kent). 


The bacterial culture and virus studies were performed 
by Drs. Charles Winkler and Robert Francis, Department of 
Microbiology, respectively. Dr. Sara Finley, Department of 
Pediatrics, .supplied important data. 
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CLINICAL NOTES 


ISOSENSmZATION TO THE U FACTOR 

Calvin C. Sampson, M.D., Constance Thomas, B.S., M.T. 

and 

Seabron Griffin, B.S., Washington, D. C. 


Reported instances of sensitization to the U fac¬ 
tor are e.\-tremely rare; in fact, we could find only 
three cases reported in the literature. In 1953 
Wiener and co-workers ‘ reported a fatal hemolytic 
transfusion reaction caused by sensitization to a 
previously unreported blood factor which they 
designated as U. Greenwalt and co-workers," in 
1954, and Wiener and Unger,“ in 1958, reported the 
second and third cases respectively. All of these 
cases occurred in Negroes. We believe that the case 
presented here represents the fourth reported in¬ 
stance of isosensitization to the U factor. 

Report of a Case 

A 58-year-old Negro man was admitted to Freed- 
men’s Hospital on March 19,1959, for treatment of 
a malignancy of tire prostate gland. On admission, 
a blood count showed 8.3 Gm. of hemoglobin per 
100 cc., 27% hematocrit, and 11,000 white blood 
cells per cubic millimeter, with 66% neutrophils, 
27% lymphocytes, and 5% eosinophils. The patient 
denied having received previous blood transfusions. 
Two pints of blood was requested to help correct 
the anemia. Initial blood bank studies showed that 
the patient’s blood was group O, type Rlio (cDe). 
Both donors were of similar type. Routine cross- 

From the blood bank of Freedmen’s Hospital and Department of 
Pathology, Howard University, College of Medicine. 


matches, performed in saline solution, albumin, 
and antihuman globulin, were compatible and on 
March 20, 1959, 1,000 cc. of blood was given, with 
no noticeable reaction. Nine days after tlie trans¬ 
fusions more blood was requested. At this time, 
however, there was agglutination on the major 
side of the albumin crossmatch with numierous 
specimens of blood belonging to the patient’s blood' 
group. The saline and antihuman globulin determi¬ 
nations were compatible. Results of the indirect 
Coombs test and tests for cold and warm aggluti¬ 
nins were negative. Several attempts to secure 
compatible blood during the next few weeks failed. 
Four weeks after transfusion the result of the in¬ 
direct Coombs test became positive with a titer of 
1:128, and the albumin titer was 1:16. Agglutina¬ 
tion was still negative in saline solution. Since 
these determinations showed presence of a blocking 
antibody, tests for the M, N, P, Duffy, Cellano, and 
Kell factors were performed. Since results of these, 
all being positive, were not revealing, a specimen 
of the patient’s blood was sent to the National 
Institutes of Health, Bethesda, Md., for further 
testing. Here it was shoxvn that the patient was 
U-negative and had antibodies to this factor. Sub¬ 
sequent testing showed that the donors were U-pos- 
itive. Attempts were then made to secure U-nega- 
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tive blood but all were unsuccessful. Two months 
after hospitalization and surgerj' the patient showed 
improvement, and plans were made for his dis- 

Comment 



The U factor is almost universally present in 
human erytlmocytes. Studies by 'iViener and co- 
workers"' showed tliat e%’eiy blood specimen from 
a series of 1,100 Caucasians contained the U fac¬ 
tor, whereas among those from 9S9 Negroes 12 did 
not have the U factor. Further studies showed that 
this factor is not related to the A-B-0, Rh-Hr, 
Duff}% Kidd, Lutheran, Lewis, or P blood-group 
systems. It was noted, however, that all 12 U-nega- 
tive persons had blood of h'pe N or MN, which 
suggested a possible relationship to this system. 
Sanger and co-workers" noted that all U-negative 
persons lacked the S and s factors which belong to 
the MNS sr’stem. This finding pro\'ed that the U 
factor is a part of the MNS sj’stem. Mfiener and 
co-v'orkers ' reported that the U factor is inherited 
as a simple mendelian dominant. 

This case is similar to those prer’iously reported 
in that the patient was Negro and had type MN 
blood. There was no apparent relationship to otlier 
blood-group systems. The antibody found was of 
the unir'alent or blocking L'pe, as was noted in 
the case of Greenwalt and co-workers ‘ and in the 
second case of IViener and Unger.'' 

It is of interest to note that 1.2% of Negroes 
tested are U-negative. Because of this fact, many 
problems are readily appai'ent. Hospitals treating 
Negro patients should be charged with the respon¬ 


sibility for proper selection of blood donors to 
prevent immunization to the U factor. Sensitization 
to this factor in U-negative Negro women with 
U-positive husbands may be a cause of erythroblas¬ 
tosis fetalis in their babies. Fatal hemolytic trans¬ 
fusion reactions may occur, as noted in the case 
reported by Wiener and co-u’orkers.' Since aggluti¬ 
nation was observed in our case on a routine albu¬ 
min crossmatch, the possibility of a fatal hemo¬ 
lytic reaction was averted. Once these persons are 
sensitized, they must receive U-negative blood only, 
and this presents a problem, due to the scarcity of 
U-negative donors. Since blood banks do not rou¬ 
tinely test for this factor, it behooves e\'ety clinician 
treating Negro patients to be discerning and judi¬ 
cious in ordering blood transfusions. 

Help in iclentifs'ing the antibody and confinn.ation of 
earlier findings were given by Dr. John S. Fordtran of the 
National Institutes of Healtli. 
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C ONTINENTAL BREAKFASTS FOR HOSPITAL PATIENTS.-Like most 
hospitals, St. Lukes [in Jacksonville, Fla.] was faced with the problem of 
awakening the patient early for baths and medications, and then keeping 
him happy until the breakfast service started at 8 a.m, W. E. Arnold, e-vecutive 
director of the 210-bed hospital, worried about the problem until a chance business 
meeting in New York gave him the solution. An early riser, Mr. Arnold was de¬ 
lighted to find an insulated container of hot coffee and a hard roll with butter and 
jelly deposited at daybreak in the service slot of his hotel room. A comparable 
solution could be effected, he felt, in the hospital by young girls serving pots of 
hot coffee and buns to all patients who wanted an early snack. In the spring of 
1954 final plans for a "continental breakfast cart" were put into operation. Two 
high school girls were employed ... to come in at 5:30 in the morning to jtreparc 
the carts, one for each of the two floors. By 6 o’clock the girls were dressed in 
white pinafores over blue dresses aud had the carts ready for serx’ice on the floors. 
Each cart is equipped with an insulated container of hot coffee, one of hot water 
for tea, a v'armer filled with hard rolls and sweet rolls, butter and jelly. ... A cup 
of steaming hot coffee and a roll are serx'ed to each patient who asks the night 
before to be put on the pre-breakfast list. Sers'ice is not made, of course, if chart 
orders conflict. . . . The average daily cost of this serv'ice is appro.\imately 12 cents 
per person. “We feel that this is a small price to pay for a contented patient,” 
Executh-e Director Arnold said. “The nurses and doctors find the patient more 
cooperative; tlie dietary department is well repaid for the extra effort by the 
enthusiastic reception the serv'ice receives.”—Continental Breakfast Builds Good 
Will at Low Cost, Hospitals, May 16, 1959. 
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SPECIAL ARTICLE 


PRIMER ON THE RHEUMATIC DISEASES 

PART I 

Prepared by a Committee of the American Rheumatism Association 


This is the fifth edition of tlie Primer on the 
Rheumatic Diseases, previous editions having been 
piibMsbed in 1934,1942,1949, and 1953. This publi¬ 
cation presents basic material concerning rheumatic 
diseases in as simple and concise a form as is con¬ 
sistent with adequate coverage, bearing in mind the 
particular needs of the general physician and the 
student. The voluminous and rapidly e.xqjanding 
literature is not cited because of the condensed 
nature of the primer. The 12th “Review of Ameri¬ 
can and English Literature,” the previous “Re¬ 
news,” and textbooks by outstanding authorities in 
the field are ax'ailable in medical libraries for more 
e.vtensive reading and background. The new journal 
Arthritis and Rheumaiism, now the official organ of 
the American Rheumatism Association, and the 
Annals of the Rheumatic Diseases, published in 
London, provide the clinician with an abundant 
source of current articles on these subjects. 

Tlie teiins “rheumatism” and “rheumatic dis¬ 
eases” are now accepted as synonymous and are 
used to indicate any painful disorder in which the 
principal symptoms are related to the joints or their 
anatomic supporting structures. Rheumatic fever; 
various t^qpes of degenerative, inflammatory, and 
metabolic arthritis; a large group of ill-defined con¬ 
ditions such as fibrositis, tendinitis, myositis, and 
neuritis; and the so-called collagen or connective 
tissue disorders are included in this category and 
are the chief concern of this primer. Certain other 
diseases which present secondary manifestations 
referred to articular structures are included more 
briefly for differential diagnostic purposes. 

Incidence of Rheumatic Disease 

A full-scale population sampling to discover the 
prevalence of various diseases and the influences of 
environmental factors has not been accomplished 
in the United States since 1937. This sorely needed 
study is contemplated for 1959. 

This is tlje first of three installments. The second will appear in the 
Nov. 7 issue. 

The Committee of tire American Rheumatism Association consists of 
Drs. Danell C. Crain, Washington, D. C., Chairman; Wallace Epstein, 
San Francisco; David Howell, Miami; Harr>' Margolis, Pittsburgh; 
Elbert Phelps, Washington, D. C,; William Rawls, New York; Edward 
Rosenberg, Chicago; J, Edwin Seegmiller, Bethesda, Md; Lawrence 
Shulman, Baltimore; Leon Sokoloff, Bethesda, Md; Hany Thompson, 
Tucson, Arir..; and Elam Toone, Richmond, Va. 

Reprints of the full text of this primer art* available from the Ameri¬ 
can Rheumatism Association, 10 Columbus Circle, New York 19, The 
price per coijy is 50 cents. 


Previous studies have revealed that articular and 
nonarticular rheumatic diseases, exclusive of rheu¬ 
matic heart disease, disable almost 10% of tbe 
population, 10 times as many as diabetes, 7 times 
as many as cancer, and twice as many as heart 
disease. Tbe results of all such surveys are, of 
course, open to criticism. Large population surveys, 
however well planned from the statistical and rep- 
resentati\’e standpoints, lack diagnostic accuracy. 
Clinic, hospital, and private office surveys, on the 
other hand, provide more accurate diagnoses but 
may lack representative sampling. Despite this, any 
investigation indicates that tbe rheumatic diseases 
are a formidable group of illnesses, from the stand¬ 
point of tbe number of persons affected and tbe 
total disability engendered. 

The Canadian sickmess survey of 1950-1951 re¬ 
vealed that 225,000 persons, of the total population 
of 15 million, had arthritis or rheumatism. Of these 
50,000 were severely or totally disabled solely or 
primarily because of rheumatic diseases. This inci¬ 
dence is considerably lower than estimates in this 
country', apparently because a large number of 
mild or nondisabling rheumatic disorders and rheu¬ 
matic fever were not included. 

Information gathered by lay interviewers in five 
U. S, Public Healtlr Service surveys in 18 states 
over a 25-year period up to 1955 is summarized in 
table 1. 

Other studies indicate that, of tbe 10 million 
persons in the United States thought to have some 
form of rheumatism, 4,500,000 have true arthritis, 
with 200,000 being totally disabled and 800,000 
partially disabled. Lost wages approximate 700 
million dollars annually. Rheumatic fever alone, 
while declining in mortality from 6 per 100,000 
population in 1905 to 0.3 per 100,000 in 1953, still 
affected 1 million persons in the United States. 

Figures from the Netherlands, with a population 
of 11 million, indicate that rheumatism affects 15% 
of males and 20% of females over 15 years of age. 
Of the 10,000 or more affected by rheumatoid 
arthritis, with or without spondylitis, at least 10% 
were incmnble invalids. Twenty per cent of all 
sickness benefits issued in 1953 were for rheumatic 
diseases. 
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Organization of the Attack on Rheumatic Diseases 

During tlie past quarter-centur}' medical societies 
devoted to the study of rheumatic diseases have 
been organized in most of tire principal countries 
of the world. Of these the American Rheumatism 
.Association continues to be numerically the largest, 
with over 1,200 members. In addition to national so¬ 
cieties, international boundaries are crossed in the 
Pan American League Against Rheumatism, the 
European League Against Rlieumatism, and the 
International League Against Rlieumatism. The 
American Rheumatism Society' holds two meetings 
each year. Most of the otlier national societies meet 
once a year, and the International League meets 
once ever\' four years. The interest in these meet¬ 
ings among rheumatologists as well as nonrbeuma- 
tologists emphasizes the rising tide of energies in 
professional fields to find causes and cures for the 
rheumatic diseases. 

Table 1.—Incidence of Various Rheumatic Diseases— 
Effect an Disability and Hospitali:ation° 

Other 

Lum- 

of Bone$, hago. 
Arthritis Joints. Myal- 

and and gin. 

Chronic Rbeu* Loco- and 

Rates per Ijxio Population, Rheu* inatio motor ilyo- Back- 


Xo. matisra Fever 6rgnn« sftis ache 

Total cases . 17.0 2.3 7.3 C,1 3.0 

DisaMed casest . 8.3 1.0 3.1 3.5 1.3 

Bed casest . 5.3 1.5 1.7 2.2 0.78 

Pays of disabiiltr 

per 1,000 population . 934 0 2.55.5 194.0 26.1 

Mean days of disability 

per case . 130.5 125.1 75.3 S.S 

Ho.*‘pUnl admissions 

per 1,000 population ....... 0.59 0.17 0.72 . 

Hospital days 

per population . -4 8 30.7 40.2 . 

Mean days per 

hospital admN«Ion . 12.1 168 7 oi.3 . 

Mean hospital day.« 

per case . 54.3 40.7 . 


• All data cidculnted on basis of annual incidence. 

+ Unable to perfonii usual duties for one day or more, 
t Confined to bed more than one day. 

The establishment in the United States in 1951 
of the National Institute of Arthritis and Metabolic 
Diseases as one of the National Institutes of Health 
allied the resources of our federal government with 
those of the voluntan,' organizations and other in¬ 
terested parties in a nationwide attack on this 
group of alBictions. Through the research con¬ 
ducted in its OUT! laboratories at Bethesda, Md.,' 
and by means of grants to nonfederal institutions, 
the Institute has become a major partner in this 
effort in a relatively brief period. The research 
grants program proMdes financial support to quali¬ 
fied scientists tliroughout the country' for a wide 
variefy of fundamental laborator}’’ research and 
applied investigations necessar>' to continued ad¬ 
vances in the pathogenesis, diagnosis, and treat¬ 
ment of these diseases as well as rehabilitation of 
persons afflicted wth artliritis. At tlie same time, 
tlie institutes training grants program has been a 
major factor contributing to effective dissemination 


of knowledge and modem concepts of rheumatic 
diseases among medical students and physicians. 
Grants supporting general training in rheumatolog)’ 
have been au'arded to almost half of the nation’s 
medical schools, and this number can be e.ypected 
to increase as additional highly trained physicians 
become available for academic positions. A tliird 
program, for the advanced training of outstanding 
persons, prosndes stipends for one or more years of 
specialized activity. 

Also assisting in the attack on rheumatic diseases 
is the Artliritis and Rheumatism Foundation, a vol¬ 
untary’ fund-raising health agency whose medical 
program (research, professional education, and 
medical care) is formulated and implemented by a 
medical and scientific committee consisting of phy¬ 
sicians and scientists nominated to office by the 
American Rlieumatism Association. The foundation 
has 53 chapters in 41 states. Among its professional 
activities the foundation conducts a research fel¬ 
lowship program which awards annually about 30 
predoctorate, postdoctorate, and five-year senior 
investigator fellowships. The foundation publishes 
the Bulletin on Rheumatic Disease, a monthly 
scientific publication, which it distributes to about 
45,000 physicians in every’ continent of the globe. 
The “Primer on Rheumatic Diseases” is distributed 
by tlie foundation annually to senior medical stu¬ 
dents and the “Rheumatism Reviews” to interns, 
residents, and fellows. In addition, tlie several pro¬ 
fessional educational activities of the American 
Rheumatism Association are supported almost en¬ 
tirely by the Arthritis and Rheumatism Foundation. 

Classification of Rheumatic Diseases 

The classification of rheumatic diseases used 
herein is that which has been officially adopted by 
botli the American Rheumatism Association and 
the Standard Nomenclature of Diseases and Oper¬ 
ations. 

There are, of course, inherent difficulties in clas- 
sify’ing diseases whose etiology is unknov'n. For 
this reason, differences of opinion are held on 
several items in this table. For example, there is 
good evidence, both clinical and laboratory’, that 
rheumatoid spondylitis differs in important respects 
from rheumatoid arthritis, while arthritis associated 
with psoriasis differs from the classic variety'. Many 
clinicians feel that these differences should be 
more adequately’ expressed in the classification. In 
addition, some continue to prefer the simpler “osteo¬ 
arthritis” to the more descriptive “degenerative 
joint disease.” The term “mi.xed arthritis” is drop¬ 
ping out of usage and is not included here, even 
though some patients may manifest both rheuma¬ 
toid and degenerative joint disease. The preferable 
custom of diagnosing the major cause of disability’, 
with secondary' diagnosis of less important condi¬ 
tion, is customarily used. It is open to question 
whether “intermittent hydrarthrosis” deserves a 
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separate heading, or wliethcr ''fibrosilis” and “myo¬ 
sitis” can he listed as individual entities; the painful 
shoulder syndromes warrant more precise designa¬ 
tion. As clearer understanding of the various dis¬ 
eases is obtained changes will, of course, be made. 
Howes'er, the benefits of a standard classification 
and terminology outweigh minor differences of 
opinion regarding form. 

Bheumatic Fever 

Rheumatic fever is an inflammatory process of 
unknown etiology, characterized by acute poly¬ 
arthritis, with accompanying carditis, which may 
become chronic. All ages are susceptible but the 
greatest incidence of the disease occurs in children 
between 6 and 9 ycaivs of age. In the United States 
a definite geographical pattern is discernible, with 
Colorado, Utah, Hew York, Pennsylvania, and Mas¬ 
sachusetts reporting the highest proportion of cases. 
The e.\act incidence of the disease is difficult to 
determine, since the occurrence of late chronic 
manifestations without recognized antecedent acute 
episodes indicates the c.vistence of .symptomless or 
atypical forms not presently understood. In coun¬ 
tries where rheumatic fever is reportable rates vary 
from 11 to 30 per 10,000 persons per s’ear. Rheu¬ 
matic heart disease has been found in 1 to 4% of 
school children, while 7% of serial autopsies at a 
general hospital shou'cd evidence of such cardiac 
abnormalities. Acute attacks lias'e shoum a declin¬ 
ing rate in recent years. Although this is in part due 
to the widespread use of antibiotics in the treat¬ 
ment of patients with upper respiratory disorders, 
other factors such as improved nutrition and hous¬ 
ing are of apparent significance, since the decrease 
bad been noted prior to the advent of specific 
antisti'eptococcic therapy. 

Efioiogi/.—The etiology of rheumatic fever re¬ 
mains an enigma. Although acute episodes chaiac- 
teristically develop 10 to 20 days after upper respi¬ 
ratory infections due to group A beta hemolytic 
streptococci, organisms cannot be recovered from 
invoh'ed tissues or body fluids other than the 
pban’nx, and even these are frequently not ob¬ 
tained after the onset of symptoms. Specific anti¬ 
bacterial therapy is of prophylactic value but 
useless as a therapeutic measure. Hypersensitiviy 
suggested by these data lacks significant sup¬ 
portive evidence, as do other hypotheses of etiol¬ 
ogy. It is therefore apparent that, although infec¬ 
tion by the beta bemolytic streptococcus initiates 
the disease process, the e.vact mechanism b}' which 
this is accomplished is unknowm. 

Pathology.—The lesions of rheumatic fever may 
be found in many organs, but the heart is the site 
of the most characteristic and consequential in- 
\'olvement. All portions of the heart may be af¬ 
fected. The characteristic microscopic lesion, known 
as the Aschoff body, is a submiliary granuloma, 
usually located adjacent to small myocardial ves¬ 


sels; however, it may occur in other cardiac and 
extracardiac locations. Swelling and fragmentation 
of collagen fibers are found in these foci as well as 
aggregations of characteristic large cells; these 
lesions heal with scar formation. The Aschoff bodies 
are generally regarded as j)athognomonic of rheu¬ 
matic activity, and it is of considerable importance 
that they are found in appro.\imately 40% of auric¬ 
ular appendages amputated during mitral commis¬ 
surotomy in clinically quiescent cases of rheumatic 
heart disease. Verrucous valvulitis is followed by 
healing with fibrous thickening and adhesion of 
valve commissures and chordae tendineae. This 
leads to variable degrees of incompetence or ste- 


Table 2.-~Classificathn of Rhcumotic Diseases 

Arthrltit^ «i«e to infection, snecifj' joint and infection, when known, 
Arthritis of the spine dwe to tuberculosis 
Arthritis of the knee due to gonococcic infection 
Arthritis of the wrist due to pneuiuococclc Infection 
Arthritis of the knee due to syphilis 
Arthritis due to rheumatic fever. Kecord rheinnatlc fever as primary 
dingnosis invariably 

Arthritis, rheumatoid, of ... Specify, as: 

Arthritis, rheumatoid, multii’- .’‘r'' *?'■ R‘rophtc 

arthritis, chronic Infectious . •, 

Arthritis, rheumatoid, of spb ■ .• • unVy* 

losing spondylitis, von V. ’’ . ; 'idylitw 

nnkyiopoieticD, spondylitfs : «’ • p ’ , 

Arthritis due to direct trauma of ... .Siweify joint and tnniiua, {?«: 
Arthritis of knee due to contusion 
Arthritis of elbow due to habitual riislocation 
Neurogenic arthropathy (Charcot joint). Specify joint and cause, a?: 
Tabetic arthropathy of knee 

Arthritis due to gout. Specifs* joint. Record gout as primary dingnosl- 
invurliddy 

Deirenerativo joint ili.^easo, nmltiplc, duo to unkno^m cause fostcoar- 
thriti.s, hypertroplue arthritis., degenerative arthrUM. chronic ’sene— 
cent arthritis) 

New growtlw of joints. Spccliy joint anil neoplasm, as: 

}>ynoviomn of knee 

Hydrurthrovl^, Intcnnittent of ... Specify joint 
FlbroUis. Specify joint or area 

MyosItU, hursitis. nenritis, and neiualgla. Specify mu«cle, huHu, or 
nen*e Involved 

ni«ea«es In which arthiltis, arthropathy, or arthralgia Is frequently 
iissoclatcd Oiingnosc ciisoiise, H«t joint manifestation ns symptom): 
Acromegaly 

Acute dissemiuntod lupus erythematosus 
Cyst of menlscu.s of knee 
I^nnatomyo«ltis 

Dnig intoxication. Specify drug when known 

Krythcmn muUifonne exmlntivum 

Erythema no<lo<uin 

Hemophilia 

Hysteria 

t)chronosis 

Osteochondritis dissecan« 
osteochondromatosis 
Polyarteritis nodosa 
Psoriasis 

Purpura, variou.s types 
Raynaud’ft dl.sease 
{(clcrodGnna 
8 cr«ui sickness 


* Names in parenthesoc are ^ynunyiti'?. 


nosis of tile valves and resultant hypertropby and 
dilatation of the heart. Subcutaneous nodules, seen 
during active phases of the disease, are composed 
of edematous, cellular granulomatous tissue. The 
cells involved closely resemble those of the Aschoff 
body, and localized areas of “fibrinoid” swelling of 
subcutaneous collagen bundles may occur. Unlike 
the subcutaneous nodules of rheumatoid arthritis 
little necrosis or fibrosis is seen. Synovitis is usually 
mild and nonspecific; however, foci comparable to 
subcutaneous nodules may be seen widiin the wall 
of the joint. Disseminated arteritis occurs, particu¬ 
larly within the lungs. The status 15c rheumatic 
pneumonia remains controversial at present. 
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Clinical Featitres.~The classic attack of rheu¬ 
matic fever appears as an acute migrator}' poly¬ 
arthritis involving primarily the larger joints and 
accompanied by signs and sxTnptoms of an acute 
febrile illness. In appro.ximately one-half of the 
cases it is possible to elicit a history of a preceding 
upper respirator}- infection, witli an intervening 
latent as}Tnptomatic period of one to three weeks’ 
duration. 

Evidence of cardiac involvement may be noted 
concurrent with the first arthritic symptoms or may 
appear shortly thereafter. These may include signs 
of myocarditis, pericarditis, or vahmlar disease 
(usually tire mitral, less commonly tlie aortic valve, 
or invoh'ing botli the mitral and the aortic), a pro¬ 
longed P-R interval in the electrocardiogram, and 
congestive heart failure. Various skin rashes, par¬ 
ticular!}' er}'thema marginatum, are not uncommon; 
subcutaneous nodules are a less frequent finding. 
Pleuritic, precordial, or abdominal pain may occur, 
with mild or absent joint symptoms, making the 
diagnosis diflScult. EWdences of constitutional in¬ 
volvement include headache, lassitude, fatigue, 
fever, anore.xia, and nausea; prostration may be 
present in severe cases. Patients with rheumatic 
heart disease may develop subacute bacterial endo¬ 
carditis. Chorea minor (Sydenham’s chorea) is fre¬ 
quently associated with jin-enile rheumatic fever 
and may be causally related to it. 

The course of tlie disease is subject to e.xtreme 
Viuiations. Patients with mild cases may have only 
a transient polyarthritis of a few days’ duration; 
those w-itli severe cases may run tire gamut of all 
signs and s}'mptoms noted above, progressing to 
severe to.xemia, cardiac decompensation, and death 
within several weeks. Witlr treatment, however, 
the majorit}' will make a complete recover}’ within 
tlrree to four months. But recurrences, in the ab¬ 
sence of streptococcic prophyla.\is, are not rare, and 
v'ith each attack the possibilit}’ of permanent heart 
damage is increased. It has been well stated that 
rheumatic fever “licks the joints but bites the 
heart.” 

Laboratory Findings.—Although no specific test 
vdl! establish the diagnosis, certain laborator}' find¬ 
ings are extremely helpful. Chief among these are 
changes in the electrocardiogram (primarily pro¬ 
longation of tire P-R interval above 0.18 in children 
and 0.21 seconds in adults) and elevation of the 
serum antistreptolysin-0 titer (above 200 in most 
laboratories, although standards vai-}'). Anemia, 
leukocr'tosis, elevated sedimentation rate, and posi¬ 
tive C-reactive protein test result are also noted 
during the acute phase of the disease. Group A 
her- tic streptococci may at times be recovered 
^ '"ohaiy-nx in the early stages. As the disease 

^jarx-ngeal cultures and those from other 
\ids are negative. 


Differential Diagnosis.—Esily cases of rheumatic 
fever may at times be confused with rheumatoid 
arthritis and differentiated only by adequate obser¬ 
vation of the course of the disease over several 
weeks or months. Historical or serologic evidence 
of a preceding streptococcic throat infection sug¬ 
gests rheumatic fever, as does a change in the 
electrocardiogram. In general, the patient with 
acute rheumatic fever appears sicker, has a higher 
temperature, a greater leukocytosis, and a more 
dramatic response to treatment with salicylates 
than does the patient with rheumatoid arthritis 
presenting comparable joint involvement. As time 
goes on the arthritis subsides, leaving no residual 
articular damage, whereas the heart may show- 
permanent injur}'. In rheumatoid arthritis, how¬ 
ever, the opposite is the rule and the joint involve¬ 
ment becomes more persistent. Laboratory' aids 
may be helpful in differentiation: In rheumatic 
fever the antistreptolysin titer is elevated and the 
agglutination titer for sensitized sheep cells and 
latex or bentonite particles is normal. Congenital 
heart disease or tuberculous pericarditis occasion¬ 
ally presents facets clinically compatible witlr rheu¬ 
matic fe\'er, but consideration of the total picture, 
including duration, severity, and the presence or 
absence of other lesions, usually aids in establish¬ 
ing the correct diagnosis. Fever of undetermined 
origin may be rlreumatic. If a patient is k-nowi to 
have had prior rheumatic valvular disease, repeated 
blood cultures may be indicated, since subacute 
bacterial endocarditis is a possible cause of fever 
in a person knou’n to be rheumatic. A picture simi¬ 
lar to that of rheumatic fever may be presented by 
a group of systemic inflammatory diseases affecting 
similar structures in the body; these include poly¬ 
arteritis nodosa, systemic lupus eiy'thematosus, and 
dermatomyositis. These are rare enough to warrant 
preliminary' consideration of rheumatic fever in the 
doubtful case. Such diseases may be recognized by 
careful study of the clinical picture, by laboratory 
data, or, if necessary', by biopsy of material from 
muscle or skin lesions. Particularly confusing is the 
drug sensitivity with fever and polyarthritis which 
may occur after penicillin administiation for a pre- 
x-ious phary'ngitis. The presence of cardiac abnor¬ 
malities is indicative of rheumatic fever, while 
pruritic rash or urticaria tends to incriminate peni¬ 
cillin sensitivity'. The subcutaneous nodule of rheu¬ 
matic fever, although found in only 10% of cases, 
may be considered as a specific rheumatic lesion 
and should be looked for periodically in doubtful 
cases. The abdominal pain of patients with minimal 
articular sy'mptoms may be difficult to differentiate 
from tliat of a surgical abdomen. Absence of mus¬ 
cular rigidity' and localizing signs usually are suffi¬ 
cient to forestall operation until other evidences of 
rheumatic fever become manifest. 
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In order to lielp clarify the diagnosis of rheu¬ 
matic fe\'er the American Heart Association has 
accepted and modified criteria usually referred to 
as “Jones criteria.” These may be divided into 
“major,” “minor,” and “other manifestations.” The 
finding of two major criteria or one major and two 
minor criteria indicates, as a rule, a high probability 
that rheumatic fewr is present. The "other manifes¬ 
tations” may be used as supportive data. Tlie cri¬ 
teria are not to be used as a substitute for good 
medical judgment but are recommended as a guide 
for careful stud}' of questionable cases. The criteria 
are presented in table 3. 

rreofniciif.—Treatment is directed chiefly to the 
prevention or suppression of carditis and its se¬ 
quelae. Control of fever, cardiac pain, and poly¬ 
arthritis arc important not only for the comfort of 
the patient but also because their persistence indi¬ 
cates continuing activity which may heighten the 
possibility of cardiac damage. Joint inN’oh’ement, 
however, does not lead to permanent arthritic dam¬ 
age. Bed rest is essential during the active phase, as 
is adequate nutrition. 

A therapeutic course of penicillin should be 
promptly and routinely given in sufficient dosage 
to eliminate the possibility of any persistent hemo¬ 
lytic sfa-eptococcic infection. This should not be 
withheld e\'en in a patient with negative throat 
cultures, as streptococci may be in inaccessible 
areas. Adequate blood levels of penicillin over a 
10-day period are desirable. This may be achie\'ed 
most readily b}' a single intramuscular injection of 
1,200,000 units of benzathine penicillin. Other pen¬ 
icillin preparations may be used but they require 
multiple injections. 

Both the adrenal glucocorticoids and the sali¬ 
cylates have potent antipyretic and anti-inflamma¬ 
tory action. Their relative merits and the s'alue of 
eitlier in preventing or minimizing permanent val¬ 
vular scarring is still contro\'ersiaI, but there is evi¬ 
dence that both are valuable when given early and 
in adequate dosage. There is, however, usually no 
need to restrict therapy to a single agent and, when 
indicated by the presence of carditis, both corti- 
coids and salicylates may be used to adv'antage. 
Eitlier ma\' produce undesirable collateral effects, 
but, as these are more frequent and potentially 
more serious v'ith the adrenal steroids, their use 
makes closer observation of the patient necessarve 

The risks of steroid therapy are discussed in more 
detail in tlie section on rheumatoid arthritis. Al¬ 
though the side-reactions outlined there may also be 
noted in patients with rheumatic fever, the rela¬ 
tively shorter period of administration makes their 
appearance less likely. A history of either peptic 
ulcer or psychotic tendencies iveighs heavih' against 
their use e.vcept as a lifesaving measure, but M-ith 
these e.meptions the drugs may be used if the usual 
precautions ai'e observed. 


It is, of course, impossible to specify e.\act dosage 
of medicaments in a disease as variable as rheumatic 
fever. Howei'er, the following general rules are 
useful: 1. The primarr' purpose of drug therapy is 
the prevention or minimizing of heart damage. 
2. Combined salicylate and steroid therapy should 
be employed in the early stages, or later if there is 
evidence of acute cardiac involvement. 3. If the 
patient is seen more than two weeks after the onset 
of the disease, and neither pericarditis nor signifi¬ 
cant murmurs have developed, therapy with sali¬ 
cylates alone may be employed. However, since 
carditis may not be readily detectable in infants 
and young children, combined therapy is usually 
indicated. 

Prednisone (or the equivalent of one of the other 
steroids har'ing low sodium-retaining properties) 
dosage should approximate 10 to 15 mg. ever)' si.x 
hours for two to three weeks, decreasing after that 
time as objective signs indicate subsidence of the 
inflammatory stage. The drug should not be de¬ 
creased more rapidly than by 5 mg. every fourth to 


Table 3.—'Jones’' Criteria for Differential Diagnosis 
of Rheumatic Fever 


Mnjor 


Poly»rtliritK 

<’horea 

Su!icu{flncou« 

Krythemn 

miinMnHtum 


Minor 


Fever 
Aithraliriii 
ProlonKPtl P R 
Internil on 
olcctrocaTdlot:rnin 
Inercnscd erythrocyte 
seUIinentntlon, 
presence of 
(.'•renctive protein, 
or leukocytosis 
Evidence of precoOIn^r 
hetfi hemolytic 
streptococcic 
infection 

Previous history of 
rheumntlc fever or 
presence of inactive 
rheuiTHitic heart 
illscnse 


other 

Manifestation’s 
Wclirht loss 
Kasy fatigability 
Malaise 
Sweating 
Pallor or anemia 
Tachycardia when 
i>lcep!nfr 

Erythema norlosum 
Precordinl pain 
Ahtiomloal pain 
Headache ami 
vomltlnir 


sixth day. The total period of steroid therapy will 
vary from 3 to 12 weeks, with a median of 6, de¬ 
pending on the severit)' of the presenting picture, 
the response to therapy, and the general reaction 
of the patient. 

Salicylates are administered as acetylsalicylic 
acid or sodium salicylate (enteric-coated), 5 to 15 
grains (0.3 to 1.0 Gm.) every four hours for a total 
daily dose approximating 2/3 grain per pound 
(40 mg. per 0.45 kg.) of body weight. Tinnitus may 
be unpleasant but is not considered dangerous; 
h)'perventilation is an indication to decrease-the 
dosage. The continuance of salicylate therapy for 
from one to four months after subsidence of clinical 
activit)' appears to decrease the possibility of .“re¬ 
bounds.” 

During the period of active disease bed rest is 
essential. Mobilization is begun cautiously u’hen 
signs and symptoms of rheumatic activity have 
been absent for two to four weeks, and while sali¬ 
cylate medication is being continued. A return of 
rheumatic activity necessitates return to bedfast 
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status. Cardiac failure at any period is treated in 
tlie customary’ manner with rest, salt restriction, and 
administration of digitalis, diuretics, and o.xygen. 

The enthrocyte sedimentation rate appears to be 
the laborator}' test of greatest value in determining 
rheumatic activit\c Other tests for inflammation 
may in some instances be helpful but are rarely 
necessanc Serial electrocaidiograms are necessar\' 
in following the cardiac status. 

Prcuention.—Perhaps the greatest contribuHon to 
the control of rheumatic fever has been the appre¬ 
ciation of the role of stieptococcic infection as a 
causative agent of the disease. Recurrent attacks of 
rlieumatic fever may be prevented b\’ avoiding 
streptococcic infections, and this can be accom¬ 
plished by gi\’ing 1,200,000 units of benzathine 
penicillin intramuscularly once each month. Pro¬ 
phylaxis can also be accomplished b\' giving 250,000 
units of penicillin orally Pvice daily. The intramus- 
cular injection is usually preferred, since it insures 
that tlie proper dose is administered. All patients 
under the age of 18 years should recei\'e a continu¬ 
ous jrrophylactic regimen. In those over IS \’cars of 
age the program should he continued at least five 
years after each attack and longer if there is fre¬ 
quent e.vposure to children or other probable 
sources of sbeptococcic infection. 

The early and adequate treatment of upper re¬ 
spiratory tract infection of streptococcic origin 
appears to eliminate the possibilits' of a rheumatic 
attack. A single injection of 1,200,000 units of 
benzathine penicillin intramuscularly would appear 
to be adequate in accomplishing this result. An 
alternate plan is the injection of 600,000 units of 
procaine penicillin in aluminum monostearate every 
third day for three doses. In children the latter dose 
may be reduced to 300,000 units. 

Patients u’ith rheumatic valvular disease contem¬ 
plating dental e.xtrach'on or siugical procedures 
should be given a prophylactic dose of 1,200,000 
units of benzathine penicillin intramuscularly, even 
if they are on the prophylactic regimen previously 
outlined. 

Prognosis.—The prognosis of rheumatic fever is 
extremely variable and depends primarily on the 
degree of cardiac embarrassment, which in turn is 
related to the number and severih’ of attacks. Un¬ 
less accompanied by other signs of cardiac decom¬ 
pensation, the presence of a rheumatic heart mur¬ 
mur does not warrant severe restriction of physical 
actiwU', school work, or childbearing but is a sign 
for adequate supervision of such actmties. In this 
regard the attitude of the patient is important, and 
pss'chological crippling due to tire knowledge of the 
existence of heart murmurs must be as’oided. Car¬ 
diac enlargement, congestive heart failure, or auric¬ 
ular fibrillation, on the other hand, earn' a poor 
prognosis and are signals for definite restriction of 
actmties. However, prophylaxis, early therapy of 
streptococcic infections, and adequate treatment 


of recurrent attacks may appreciably alter the out¬ 
look of the severely affected rheumatic patient. 
Cardiac surgerj', while beyond the scope of tlih 
primer, may be the means of adding many years to 
the life of the patient with formerly hopeless rheu- 
matif' fever. 

Rheumatoid Arthritis 

R'’eumatoid arthritis is a chronic inflammators’ 
disease of connective tissue manifested by artliritic 
and consitntional svniptoms of varying degree, not 
infrequenth'' leadins: to nermanent joint deformities 
and chronic invah’dism. It is a universal disease, 
which, ahhoimti most frequent in temperate cli¬ 
mates, is found throughout the world. It may start 
at any age, from infancy to advanced years, but the 
age at onset u'ill be between 25 and 50 years, in 
80% of cases. \^'om"n are affected three times as 
frequently as men. Because of the common occur¬ 
rence of tlie disease (2 7% of persons over 14 in a 
recent epidemiolom’c ‘^urvev in Pittsburgh) the 
economic aspects are of e.xtreme importance. Affect- 
inc. as it is prone to do, young adults, it may seri¬ 
ously impair the earning power of the household 
provider, or so radically interfere with the activities 
of a young motlier as to make cliildbearing and 
child-rearing a grave problem. As older persons 
become invalided from the disease tlieir physical 
and financial care may wreak great hardships on 
other members of the family, as well as presenting 
pss'chologica! nroblems of major importance. 

Etiology.—Rlieumatoid arthritis is a disease of 
unknown cause. Many livpotheses of its nature 
have been entertained—infection, endocrine imbal¬ 
ance, bypersensitis'ity, and faulty adaptation to 
either physical or psychic sriess, among others—but 
proof for any one of these is lacking at the present 
time. It has a slight tendency to be familial. Clinical 
and pathological changes, comparable to those of 
rheumatoid arthritis, occur in appreciable numbers 
of patients u'itli other so-called collagen diseases, 
particularly systemic lupus ersAhematosus and poly¬ 
arteritis nodosa. M’hether these disorders are fun¬ 
damentally related to each other or are coexisting 
separate entities has not been established. 

Paf/io/ogi/.~Eheumatoid arthritis is in\mi‘iably 
described as a systemic disorder. Constitutional 
manifestations of fever and asthenia, with labora¬ 
tory evidences of inflammation, are usually present 
during acute stages of tlie diseases. Nevertheless it 
is the joint changes which characterize the disease, 
and e.xtra-articular lesions cannot be demonstrated 
consistently. When present, tlie individual changes 
are for the most part lacking in diagnostic specificih'. 

Articular Lesions; The articular lesions var\’ 
greatly with the stage and severiW of the disease. 
The earliest changes are recognized in the synovia! 
tissue lining the articular cavities. They are of a 
nonspecific infiammatorxf type, including conges¬ 
tion, edema, e.xudation of fibrin and leukocytes. 
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fomiation of graiuilation tissue, and infiltration with 
chronic inflammatory cells. As a result, the synovial 
tissue may become greatly thicbened with \alloiis 
hypertrophy. As the disease progresses, the ireriph- 
eral portions of the articular cartilage are involved 
in the inflammatoiy reaction and undergo lysis, 
vdth replacement by granulation tissue. Compara¬ 
ble inflammatory changes frequently are present in 
the subchondral marrow spaces. The adhesive 
granulation tissue e.\’tending from the synovial lin¬ 
ing across the cartilage is referred to as a panmis. 
As it progresses, the articular surface of the bone 
may be dcstror’ed and rarefaction of tlie ju.vta- 
articular bone may develop. The majority of the 
infilti'ating inflammaton' cells are lymphocytes and 
plasma cells. They arc distributed both diffusely 
and in focal nodular aggregates. Although these 
synovial clianges are characteristic of rheumatoid 
arthritis, they may be seen in other chronic joint 
diseases. In addition to these nonspecific changes, 
focal lesions that resemble the more specific granu¬ 
loma-like nodules present in the subcutaneous tissue 
and elsewliere may at times be found. 

As the disease progresses adhesions may form 
between the apposing surfaces of granulation tis¬ 
sue. Cicatrization and metaplasia of die granulation 
tissue may result variously in fibrous, cartilaginous, 
and bony ankylosis. Severe deformiy of the joints 
may arise both from inflammator)' destniction of 
the joint surface and from invoh’ement of the 
adjacent tendons. 

Subcutaneous Nodules: Although seen in only 
15 to 20% of cases, the subcutaneous nodules of 
rheumatoid arthritis demonstrate the most charac¬ 
teristic histological lesion of the disease. The no¬ 
dules have granuloma-like features. M'ithin the 
nodules three elements are recognized: a central 
zone of “fibrinoid” necrosis of collagenous tissue; a 
surrounding palisade of radially arranged, elon¬ 
gated connective tissue cells; and a periphery of 
chronicalh' inflamed granulation and fibrous tissue. 
There is some evidence that inflammation of blood 
vessels p]a)'s a primar}' role in the development of 
these nodules. In general, they are similar to the 
subcutaneous nodules of rheumatic fever but show 
more necrosis and fibrosis. The differences have 
been explained on the basis of the greater duration 
and size of the rheumatoid lesion. On rare occa¬ 
sions, nodules are seen in persons not knowm to 
have rheumatoid arthritis. 

Heart: Although not often apparent clinically, 
evidences of heart disease have been found with 
some frequency at autopsy in patients with rheu¬ 
matoid arthritis. Pericarditis has been seen in 25 to 
40% of cases. There are conflicting reports of the 
occurrence of vabmlar lesions resembling those of 
rheumatic fever, the figures varying from 12 to 65% 
of patients with rheumatoid arthritis coming to 
autopsy. Within recent years there has emerged a 
concept of specific rheumatoid heart disease char¬ 


acterized not only by pericarditis, myocarditis, and 
coronary arteritis but also by granulomatous in¬ 
flammation of the heart vab'es, comparable to tliat 
of the subcutaneous nodules. These lesions are 
only infrequently of sufficient magnitude to be 
apparent clinically. 

Arteries: Inflammation of isolated small arteries 
has been demonstrated in appreciable numbers of 
patients with peripheral rheumatoid arthritis. The 
arteritis has a variable character, often being mild 
and of limited e.xtent. At times, however, the lesions 
may be associated with peripheral neuropathy or 
.sj’stemic polyarteritis nodosa. It has been sug¬ 
gested that severe vascular changes are more fre¬ 
quent in patients treated with large doses of steroid 
compounds than in untreated patients. 

Miscellaneous Lesions: Focal infiltrations of lym¬ 
phocytes occur in the skeletal muscles in the ma¬ 
jority' of patients with rheumatoid arthritis but 
cannot be regarded as pathologically specific. 
Atrophy of muscle fibers is common but degener¬ 
ation is infrequent. Hy'perplasia of Ivmph nodes 
may occur in the regions of affected joints but is 
occasionally generalized. The changes are non¬ 
specific and are not to be confused with giant 
follicular h’mphadenopatln’. Chronic scleritis, at 
times with uveal herniation (scleromalacia per- 
forans), is an infrequejit lesion and resembles the 
subcutaneous granuloma. Nonspecific iridocj'clitis 
occurs commonly in jiu'enile rheumatoid arthritis 
and ankylosing spondylitis and less frequently in 
peripheral rheumatoid aithritis. Granulomatous 
nodules are found infrequently in the lungs and 
pleura, as in other viscera. Secondary amydoidosis 
has been reported in approximately 20% of au¬ 
topsies on patients hospitalized for rheumatoid 
arthritis. 

Clinical Fenfures.—Although the crippled patient 
with far-advanced rheumatoid arthritis presents a 
characteristic picture, the onset and course of the 
disease are subject to wade variations. Constitu¬ 
tional symptoms of generalized weakness, fatigue, 
and morning stiflFness may precede the articular 
manifestations but are usually mentioned by the 
patient only in retrospect. Mfith few e.xceptions, the 
joint sy'mptoms form the initial complaint. 

In 75 to S0% of the cases the onset is insidious. 
The patient may awaken one morning v’ith one or 
more joints sore and stiff. As the day progresses 
these become moderately inflamed, with modest 
swelling, redness, and soreness. These syanptoms 
may' persist for several day's or even se\'eral weeks. 
Indeed, stiffness and pain may' be present before 
demonstrable swelling is noted, and, altliough 
swelling appears, other signs of inflammatory' re¬ 
action such as redness and warmth may be lacking. 
Within a period vary'ing from several days to sev¬ 
eral months otlier joints may' become similarly' 
involved. In the majority of cases, rheumatoid 
arthritis is a progressive disease and once begun 
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does not entirely subside. Symptoms and signs in 
articulations involved may resolve completely, sub¬ 
side partialh', remain undiminished, or develop 
acute (and often severe) exacerbations. Despite this 
tendenc)' to clu-onicit}', periods of spontaneous re¬ 
mission may occur dining which the patient is 
relatively asiTOptomatic. Usually, however, these 
remissions are not complete. Further exacerbations 
occur and, as time progresses, various deformities 
may ensue. 

In contrast to this mode of onset, approximately 
20 to 25% of the cases are ushered in by a fulminat¬ 
ing phase in which one or more joints abruptly 
become markedly swollen, painful, and tender with 
localized heat and inflammation. A migratory tj^pe 
of polyarthritis simulating rheumatic fever may 
then persist for sei'eral days or weeks. Some of 
these fulminant cases progress to severe deformities 
within a matter of weeks, often in spite of active 
therapy. Usually, however, this phase will subside 
after several weeks, the case then progressing to 
the more usual chronic course of exacerbations and 
remissions. 

Any diarthrodial joint in the body, including the 
temporomandibular and sternoclavicular, may be 
immlved. In the hands the proximal interphalangeal 
joints are particularly prone to be affected, and, as 
they enlarge, the fingers dei'elop a characteristic 
fusiform appearance. The metacarpophalangeal 
articulations of the index and middle fingers are 
also peculiarly susceptible. In Army hospitals a 
high percentage of cases are found to start in the 
feet. As the disease progresses, deformities of vary¬ 
ing degi'ee may be encountered. Probably the most 
frequent are those of the hand, involvement at the 
metacarpophalangeal level resulting in flexion and 
ulnar deviation of the fingers. Volar subluxation of 
the carpus, imperfect extension of the elbows, and 
partially flexed knees are further examples of this 
situation. In cases of advanced disease contrac¬ 
tures,'bony anki'Ioses, subiuxations, or dislocations 
of joints may occur. Muscular weakness and atrophy 
may be prominent. 

The skin of the extremities may become smooth, 
glossy, and ati-ophic (sclerodactylia). There may be 
redness of the thenar and hypothenar eminences, 
while the hands are often cold and clammy. 

Wflien present, subcutaneous nodules are found 
most frequently over the extensor surface of tlie 
pro.ximal third of the ulna, distal to the olecranon 
process, but they may be widespread in the region 
of bony prominences and in superficial tendons. 
They var\' from scarcely palpable seed-like par¬ 
ticles to lesions 3 to 5 cm. in diameter. Usually not 
painful, they may occasionally ulcerate and become 
secondarily infected if subjected to undue pressure. 
Haring once appeared, they usually persist through¬ 
out the disease, although they may decrease in size 
and some even disappear during a lengthy remis¬ 
sion. 


Constitutional symptoms of weakness and fatigue 
in varying degrees are common throughout tlie 
course of the disease. In addition, during periods 
of acute fulminating joint involvement there is 
likely to be malaise, fever, and anorexia. It is, how¬ 
ever, a matter of interest that profound joint changes 
may occin in healthy, robust persons. 

Splenic enlargement occurs in approximately 5 to 
10% of patients and may be associated with leuko¬ 
penia (sometimes called Felrif’s syndrome). Gen¬ 
eralized lymphadenopathy of moderate degree is 
commonly observed. Joint changes resembling 
rheumatoid arthritis occur in 4 to 5% of patients 
with ulcerative colitis. 

One of the still unresolved riddles in this com¬ 
plex condition pertains to the exact delineation of 
the role played by emotional and psychological 
reactions in tlie etioJogv and course of the disease. 
A high percentage of patients will exhibit a passive, 
dependent personality, with frequent periods of 
hostile aggression toward family, physician, and 
associates. Yet this is by no means universal, and 
rheumatoid arthritis u’ili be found in patients rrith 
all personalit)' patterns. Still, the frequency with 
which e.xacerbations of the disease are related to 
periods of major emotional stress cannot be ignored. 
Further contiibuting to this problem is the fear 
reaction engendered by the victim’s realization of 
the consequences of a chronic, potentially incapaci¬ 
tating disease. Thus, whether they be cause or 
effect or a combination of both, psychological reac¬ 
tions early assume a place of importance in the 
disease state. 

Diflgnosis.—Altliough far-advanced cases of rheu¬ 
matoid arthritis are easily recognized, the protean 
nature of the early disease may make definite 
diagnosis difficult. Rheumatic fever, gout, dissemi¬ 
nated lupus erythematosus, and osteoarthritis will 
cause the greatest confusion. 

Rheumatic fever may simulate rheumatoid arth¬ 
ritis during the early acute inflammatory stages 
when both may present a migrator}' polyarthritis. 
The differential diagnosis is discussed above. 

Although gout may cause some confusion, the 
acute severe monarticular self-limiting episodes 
usually distinguish it from the less acute poh'- 
articular involvement of rheumatoid arthritis. The 
favorable therapeutic response to colchicine, so 
characteristic of early acute gout, does not occur 
in rheumatoid arthritis. Hypeniricemia aids in con¬ 
firmation of the diagnosis of gout. Biopsy of s}'no- 
vi’al tissues or suspected tophi may at times be of 
assistance. 

Systemic lupus erythematosus may be indis¬ 
tinguishable from rheumatoid arthritis and, indeed, 
it is still uncertain whether the two at times coe.xist 
or are part of-the same general disease process. 
However, patients with lupus er)'thematosus usually 
show only minimal articular symptoms but severe 
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constitutional nianifo.stations with visceral involve¬ 
ment and the characteristic L. E. cell phenomenon. 

Joint symptoms occurring in middle-aged patients 
may cause some difliculri’ in differentiation between 
rheumatoid arthritis and osteoarthritis. The pres¬ 
ence of inflammators’ signs usually indicates rheu¬ 
matoid arthritis, although this is not always the 
case. Osteoarthritis is more prone to be localized 
to one or two joints, whereas rheumatoid arthritis 
in\’olves multiple joints. In the hands, involvement 
of the pro.ximal interphalangeal joints suggests 
rheumatoid arthritis and that of the distal inter¬ 
phalangeal joints, osteoarthritis. An accelerated 
erythrocyte sedimentation rate and serologic reac¬ 
tions may be of aid in diagnosis. In order to assist 
in the differential diagnosis, the American Rheuma¬ 
tism Association has adopted the following criteria 
for diagnosis of this disease. 

Classic RlicumatoW Arthritis 

Tlie diagnosis of classic rheumatoid ardiritis re¬ 
quires the satisfaction of seven of the following 
criteria. In criteria 1 through 5 the joint signs or 
symptoms must be continuous for at least si.x weeks 
(any one of the features listed under "Exclusions'’ 
will e.\clude the patient from this category). 

1. Morning stiffness. 

2. Pain on motion or tenderness in at least one 
joint (observed by a physician). 

3. Swelling (soft tissue thickening or fluid, not 
bony overgrowth alone) in at least one joint (ob¬ 
served by a physician). 

4. Swelling (observed by physician) of at least 
one other joint (inter\'als free of joint symptoms be¬ 
tween the two joint invob'cments of not more than 
three months). 

5. Symmetrical joint swelling (observed by a 
physician) with simultaneous involvement of the 
same joint on both sides of the body (bilateral in¬ 
volvement of the midpbalangeal, matacarpophal- 
angeal, or metatarsophalangeal joints is acceptable, 
without absolute symmetrs'). Terminal phalangeal 
joint involvement will not satisfy this criterion. 

'6. Subcutaneous nodules (observed by a physi¬ 
cian) over bony prominences, on extensor surfaces, 
•or in juxta-articular regions. 

7. Roentgenographically visible changes tj'pical 
of rheumatoid arthritis (which must include at least 
bony decalcification localized to or greatest around 
the involved joints and not just degenerative 
changes). Degenerative changes do not e.vclude the 
diagnosis of rheumatoid arthritis. 

8. Positive result of agglutination test—demon¬ 
stration of the “rheumatoid factor” by any method 
which, in two laboratories, has been positive in not 
over 5% of normal controls—or positive result of 
streptococcic agglutination test. 

9. Poor mucin precipitate from sjmovial fluid 
(with shreds and cloudy solution). 


10. Characteristic histological changes in syno¬ 
vial membrane, with three or more of the following 
findings: marked villous hj^pertrophy; proliferation 
of superficial synovial cells, often with palisading; 
marked infiltration of chronic inflammatory cells 
(lymphocytes or plasma cells 

tendency to form “lymphoid . ' ■ . ^ ' 

of compact fibrin, either on surface or interstitially; 
or foci of cell necrosis. 

11. Characteristic histological changes in nodules 
showing granulomatous foci with central zones of 
cell necrosis, surrounded by proliferated fi.xed cells, 
and peripheral fibrosis and chronic inflammatory’ 
cell infiltration, predominantly perivascular. 

Definite Rlieumatoid Arthritis 

The diagnosis of definite rheumatoid arthritis re¬ 
quires the satisfaction of five of the above criteria. 
In criteria 1 tlirough 5 the joint signs or symiptoms 
must be continuous for at least six weeks (any one 
of the features listed under “E.xclusions” will e.x- 
clude a patient from this category'). 

Probable Rbeumatoid Arthritis 

The diagnosis of probable rheumatoid ardiritis 
requires the satisfaction of three of the above 
criteria. In at least one of criteria 1 through 5 the 
joint signs or sy'mptoms must be continuous for at 
least six weeks (any one of the features listed under 
"Exclusions” will exclude a patient from this 
category'). 

Possible Rheumatoid Arthritis 

The diagnosis of possible rheumatoid arthritis 
requires the satisfaction of two of the following 
criteria and total duration of joint sy’mptoms must 
be at least three weeks (any one of die features 
listed under “Exclusions” will e.xclude a patient from 
this category'). 

1. Morning stiffness. 

2. Tenderness or pain on motion (observed by a 
physician) with history of recurrence or persistence 
for three weeks. 

3. History' or observation of joint swelling. 

4. Subcutaneous nodules (observed by' a physi¬ 
cian ). 

5. Elevated sedimentation rate or C-reactive pro¬ 
tein level. 

6. Iritis. 

Exclusions 

Any one of the following clinical features con¬ 
stitutes an exclusion from each of the diagnoses 
listed above. 

1. The ty'pical rash of disseminated lupus erythe¬ 
matosus (with butterfly distribution, follicle plug¬ 
ging, and areas of atrophy). 

2. A high concentration of lupus ery’thematosus 
cells (four or more in tsvo smears prepared from 
heparinized blood incubated not over two hours). 
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3. Histological evidence of polyarteritis nodosa, 
with segmental necrosis of arteries, associated with 
nodular leukocj'tic infiltration extending perivas- 
cularly and tending to include many eosinophils. 

4. H^eakness of neck, trunk, and pharjmgeal 
muscles or persistent muscle swelling or derma- 
tomyositis. 

5. Definite scleroderma (not limited to the 
fingers). 

6. A clinical picture characteristic of rheumatic 
fever with migratory joint involvement and evi¬ 
dence of endocarditis, especially if accompanied 
by subcutaneous nodules, erj'thema marginatum, 
or chorea (an elevated antistreptolysin titer will 
not rule out the diagnosis of rheumatoid arthritis). 

7. A clinical jricture characteristic of goutj' arth¬ 
ritis, with acute attacks of swelling, redness, and 
pain in one or more joints, especially if relieved by 
colchicine. 

8. Tophi. 

9. A clinical picture characteristic of acute in¬ 
fectious arthritis of bacterial or viral origin, with 
an acute focus of infection or in close association 
with a disease of kmown infectious origin; chills; 
fever; or an acute joint in\'olvement, usually migra¬ 
tory' (especially if there are organisms in the joint 
fluid or the patient responds to antibiotic therapy). 

10. Tubercle bacilli in the joints or histological 
evidence of joint tuberculosis. 

11. A clinical picture characteristic of Reiter’s 
syndrome, with urethritis and conjuncti\'itis asso¬ 
ciated with acute joint involvement, usually migra¬ 
tory' initially. 

12. A clinical picture characteristic of the 
shoulder-hand sy'ndrome, with unilateral involve¬ 
ment of shoulder and hand and diffuse swelling of 
the hand followed by atroirhy and contractures. 

13. A clinical picture characteristic of hyper¬ 
trophic pulmonary' osteoarthropathy', with clubbing 
of fingers or hypertrophic periostitis along the 
shafts of long bones, or both, especially' if an intra- 
pulmonary lesion is present. 

14. A clinical picture characteristic of neuroarth¬ 
ropathy', with condensation and destruction of bones 
of involved joints and associated neurological find- 
ings. 

15. Homogentisic acid in the urine detectable 
grossly with alkalinization. 

16. Histological evidence of sarcoid or a positive 
result of the Nickerson-Kveim test. 

17. Multiple my'eloma as evidenced by marked 
increase in yrlasma cells in the marrow or Bence 
Jones protein in the urine. 

18. The characteristic skin lesions of erythema 
nodosum. 

19. Leukemia or lymphoma, srith characteristic 
cells in peripheral blood, marrow, or ti.ssues. 

20. Agammaglobulinemia. 


Laboratory Findings.—During active stages of 
the disease results of the several nonspecific tests 
for inflammation are usually positis'e; elevated 
ery'throcyte sedimentation rate, C-reactive protein, 
imd, occasionally, mild leukocytosis. The senim in 
most cases of peripheral rheumatoid artliritis has 
the ability to agglutinate or flocculate a variety of 
suspended particles, hemolytic streptococci, sheep 
red blood cells sensitized with amboceptor (anti- 
.sheep ery'throcyte rabbit serum), and latex and 
bentonite suspensions, among others. These phe¬ 
nomena apparently depend on the presence of 
abnormal macroglobulins in the serum. Several 
serologic tests based on this reaction have a high de¬ 
gree of diagnostic specificity (appro.ximately 85%). 
They usually' give negative results in patients with 
anky'losing spondy’litis, juvenile rheumatoid arth¬ 
ritis, and psoriatic arthropathy. Generally accepted 
positive titers are sheep cell agglutination, 1:32; 
bentonite flocculation, 1:32; and latex particle fi.xa- 
tion, 1:20. These agglutination reactions may not 
be positix'e, however, during the first several weeks 
or months of the disease, when the differential diag¬ 
nosis is most difficult. 

The senim globulin concentration is elevated, at 
least relative to the value of serum albumin. Norino- 
cytic, hy'pochromic anemia, refractoiy to iron, is 
commonly present during the active phases of 
rheumatoid arthritis. The serum uric acid concen¬ 
tration is usually within normal limits, as is the 
antistreptolysin-0 titer. The sy'novial fluid tends to 
be turbid and may clot spontaneously in x'itro. Its 
viscosity is reduced. The fluid contains an excess 
of leukocy'tes, their number vary'ing in proportion 
to the severity and acuteness of the process. During 
acute episodes polymorphonuclear leukocytes pre¬ 
dominate; during more quiescent periods lympho¬ 
cytes are more numerous. When acetic acid is added 
to the sy'novial fluid the normal ropy mucin clot 
fails to appear. 

Prognosis.—Because of the dramatic appearance 
of the severely crippled jiatient with rheumatoid 
arthritis the gravity of the prognosis in rheumatoid 
arthritis is commonly exaggerated. Actually, pa¬ 
tients with mild cases may recover spontaneously 
and lengthy remissions in which the disease is 
apparently arrested may occur even in those of 
many years’ duration. Furthermore, with proper 
therapy, the more severe consequences of the dis¬ 
ease may be lightened or entirely prevented in the 
majority' of cases. 

Trcflfnicnf.—Despite the lack of specific thera¬ 
peutic agents, it is usually possible to control 
the disease or ameliorate its manifestations. How¬ 
ever, the natural history of the disease, with sponta¬ 
neous remissions and exacerbations, and the promi¬ 
nent psychological factors notable throughout the 
disease, make evaluation of individual therapeutic 
modalities difficult. 
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It would seem most coiu'cnient to classify the 
A’arious treatment methods in six general categories: 
(1) general measures, (2) drug therapy, (3) physi¬ 
cal therapy, (4) steroid therapy, (5) orthopedic 
measures, and (6) psychotherapy. 

General Measures: Since arthritis is a systemic 
disease for which no specific cure has been found, 
it follows that all those general measures which u'ill 
impro\'e the patient’s health, so that his natural pro- 
tecti\’e resources may function optimally, must he 
employed to their utmost. The first of these is rest, 
systemic and local. Because the disease affects the 
muscles the patient will fatigue easily and will 
therefore need more general rest than the unaffected 
person. During acute fulminating periods complete 
bed rest may be indicated. Local rest, particularly 
in severe e.xacerbations, may be accomplished by 
splinting. During such periods at rest precautions 
must be taken to prevent further muscle wasting 
and ankylosis of joints. Toward this end active 
physical therapeutic measures are indicated, as will 
be noted below. The occasional use of sedati\'es at 
night is justified. Closely allied with rest is the 
matter of e.xercisc. Patients should be taught the 
value of simple setting-up e.xercises and deep 
breathing exercises to help strengthen the general 
muscular tone, as n’ell as specific exercises for in¬ 
volved limbs. 

A well-balanced diet is indicated, no individual 
food or vitamin has'ing been found beneficial or 
detrimental. Patients should be cautioned to wear 
warm clothing and to protect their joints, especially 
in cold or rainy seasons, and to avoid undue chilling 
and drafts. Temporars' improvement in symptoms 
during spa therapy would appear to be related to 
favorable changes in environment, coupled with 
judicious administration of physical therapy. Foci 
of infection should be removed if they impair gen¬ 
eral health. 

Drug Therapy: Salicylates remain the most useful 
drugs in the treatment of rheumatoid arthritis. All 
are approximately therapeutically equal, usually 
cheap, readily available, and well tolerated. Aspirin 
—plain, coated, or buffered—is the preferred drug. 
One to three 5-grain (323-mg.) tablets or their 
equivalent may be administered two to six times 
per day, depending on the severity of the condition. 
Maximum doses to the point of mild salicylism may 
be required for the relief of pain. Some physicians 
prefer to go\’em the dose by estimations of the 
serum level of salicylate, 25 mg.% being the level 
usually desired. 

Recently developed non-narcotic analgesics have 
also proved helpful as pain-relieving adjuncts to 
therapy. Barbiturates and other sedatives may be 
prescribed as indicated. Treatment with codeine 
and other narcotics should be assiduously avoided. 

Phenylbutazone has proved to be of limited bene¬ 
fit as an antirheumatic agent in rheumatoid arthritis. 


It is administered orally, 200 to 600 mg. per day. 
Potentially toxic properties include depression of 
marrow, with resultant decrease in formed blood 
elements; gastrointestinal irritation, with peptic 
ulcer and gasti'ointestinal bleeding; and allergic 
skin reactions. Although comparatively rare, when 
compared to the total number of cases treated there¬ 
by, nevertheless these serious side-reactions from 
phenylbutazone must be borne in mind. Blood 
counts and urinalyses should be done after the first 
week of therapy and then at four-week intervals. A 
patient who has not shown a prompt response 
(within 10 to 14 days) to an adequate dose of the 
drug will not respond to prolonged administration, 
and the medicament should then be discontinued. 

Antimalarial compounds, such as chloroquine 
phosphate and hydro.xychloroquine sulfate appear 
to suppress rheumatic activity in some patients with 
rheumatoid arthritis; the former in doses of 250 to 
500 mg. per day and the latter in doses of 200 to 
400 mg. The beneficial effects of these drugs are 
slow to de\'elop, usually being noted only after 
three to six weeks of therapy. Howes'er, once im¬ 
provement de\'elops it is usualh' sustained. To.xic 
reactions, such as blurring of vision, nausea, 
anore.xia, leukopenia, or dermatitis, develop in some 
patients, occasionally necessitating discontinuance 
of the drug. 

Soluble gold compounds has'e been found useful 
in the treatment of many patients with rheumatoid 
arthritis. Their beneficial effect appears to be 
attendant on suppression and even arrest of the ac¬ 
tive rheumatoid process, whereb)' lengthy remis¬ 
sions may be induced. There is, however, no reversal 
of established deformities. Therefore, gold com¬ 
pounds are most effective in the early and active 
stages of the disease, but remissions have been 
induced even in long-standing cases. The palin¬ 
dromic variant of rheumatoid arthritis appears 
particularly susceptible to the beneficial effect of 
chrysotherapy. 

The preparations of gold which ha%’e been found 
most dependable are gold sodium thiosulfate, gold 
sodium thiomalate, and gold thioglucose. All are 
given by intramuscular injection, usually at weekly 
interx'als, in doses of 23 to 50 mg. The first injection 
is usually of 10 mg., as a test for to.xicity. Subse¬ 
quent doses are increased to the maintenance level. 
This is then continued until one of three responses 
is noted: (1) toxic reactions which may require 
discontinuance or interruption of the drug; (2) 
therapeutic nonreactivity, which is felt to occur if 
the patient notes no improvement after approxi¬ 
mately 10 to 12 injections; or (3) adequate thera¬ 
peutic response. This will usually occur between 
the Sth and 15th injection, at which time the in¬ 
flammatory manifestations have decreased and the 
sedimentation rate has shown a significant drop. 
The injection of gold is then given every second 
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week, and, as improvement continues, everj' third 
and finally every fourth week. It is continued at this 
inten^al until maximum remission, with nonnal 
sedimentation rate, has been noted for at least four 
months. To maintain such remissions monthly or 
bimonthly injections may be continued indefinitely, 
for as long as three to five years. During this period, 
if there is an exacerbation of S 3 Tnptoms, weekly 
injections are reinstituted according to the former 
program. The drug therapy is discontinued when 
the joints have been asymptomatic and the sedi¬ 
mentation rate normal for six months. 

Unfortunatelv. serious reactions to gold may 
occur at an\' time during its administration; the ap¬ 
pearance of these is a signal to limit or discontinue 
the h'eatment. Tliese include dermatitis (the most 
common), blood dy'scrasias, stomatitis, hepatitis, 
colitis, and hematuria. Prior to the institution of 
therapy each patient should be cautioned that such 
reactions may occur and should be told to advise 
the phvsician of the appearance of any skin rash. 
A small percentage of patients will note a flare-up 
of the arthritic process 24 to 48 hours after the ad¬ 
ministration of gold. This may usually be overcome 
by decreasing the size of the dose and concurrently 
administering antihistaminic drugs. M^eekly estima¬ 
tions of tlie hemoglobin or hematocrit level, a 
white blood cell count, and a check of the urine for 
albumin should be done during the early stages 
of gold administration and at least once a month as 
it is continued. The appearance of any rash or 
significant blood or urine alteration during the ad¬ 
ministration is a signal to lower the dose or dis¬ 
continue dierapjc British anti-lewisite (BAL) has 
been helpful in instances of severe reaction, but 
undesirable effects may' accompany the use of this 
compound, too. Corticosteroids or corticob'opin are 
reliable and effective in controlling many of the 
undesirable reactions. 

The acute inflammatory phase of rheumatoid 
arthriris may at times be controlled by the intra¬ 
venous administration of either nitrogen mustard 
or ty'phoid \'accine. Remissions induced thereby are 
temporary', necessitating additional “follow-up” 
therapy with use of other modalities. 

Phy'sical Therapy: Phvsical therapy' is of value in 
all stages of rheumatoid arthritis. During acute 
episodes local applications of v'arm moist compres¬ 
ses wll assist in relieving inflammation and alleviat¬ 
ing pain. These are also useful preceding periods of 
passi\'e e.xercise. 

In treating patients witli more chronic cases a 
comprehensive program should be outlined by the 
physician (preferably a physiatrist). This may fre¬ 
quently be carried on by die patient at his home, 
\nth progress noted at specified inters’als in the 
physician’s office. The program will include one or 
b\'o daily periods of acdve exercise, usually pre¬ 
ceded by applications of heat in die form of infrared 
radiation. Exercises prescribed should include gen¬ 


eral ones designed to maintain proper posture and 
weight-bearing alignment as well as local ones to 
strengthen muscles and prevent or correct deformi¬ 
ties. It is usually advisable from time to time to 
supplement this home program with professional 
phy'sical therapy. On these occasions more active 
measures such as muscle massage, resistive exer¬ 
cises, and gentle muscle stretching may be indi¬ 
cated. Care must be observed to avoid forcing joints 
beyond their limit and thereby' reactivating a latent 
process. 

Steroid Therapy: Although corticosteroids do not 
basically alter the fundamental pathological process 
in rheumatoid arthritis, their judicious therapeutic 
use may be of material assistance in the manage¬ 
ment of patients resistant to other modes of therapy. 
The administration of adequate amounts of these 
hormones to patients with active rheumatoid arth¬ 
ritis results in dramatic alleviation of symptoms and 
signs, with prompt relief of pain and stiffness, reduc¬ 
tion of fever, and rex'ersal of certain abnormal 
laboratory findings (lowering of ery'throcyte sedi¬ 
mentation rate, increase in serum albumin and 
decrease in serum globulin levels, improvement in 
anemia, and correction of synovial fluid abnormali¬ 
ties). The remarkable psy'chological improvement 
wliich many patients e-xperience when first receix'ing 
these agents is noteworthy. This is often of consid¬ 
erable importance in easing the problem of nursing 
care and assisting in more effective acceptance of 
physical therapy and other general measures in 
management. Since the action of tliese drugs is one 
of suppression of inflammatory reactions rather 
than eradication of the basic causative mechanism, 
these benefits persist only as long as an adequate 
dose of the hormone is maintained and there is no 
increased tendency to natural remission of the dis¬ 
ease process itself. It is therefore apparent that, if 
these are used in treatment of rheumatoid arthritis, 
administr ation over protracted periods of time will 
be necessary. 

The chief difficulty' attendant on the continued 
use of high doses of steroids pertains to those 
metabolic activities which ex'entually lead to a 
series of untoward side-effects resemhling adreno¬ 
cortical hy'perfunction (Cushing’s sy'ndrome). 
These x'aiy from the minor annoy'ances of moon- 
face, acne, hirsutism, euphoria, fat deposition, 
weight gain, dy'spepsia, and sleeplessness to the 
major complications of peptic ulcer, osteoporosis 
and patliological fractures, edema due to sodium 
and water retention, frank psy'chosis, hy'popotasse- 
mia and muscle xx'eakness, hy'pertension, gly'cosuria 
and hy'perglycemia, ecchy'mosis, and the reactix'a- 
tion of. such latent infections as tuberculosis. Al¬ 
though tliese are apparently rare, the use of steroid 
therapy in patients v'ith rheumatoid arthritis may 
be associated with an increased incidence of necro¬ 
tizing angiitis and peripheral neuropathy. Further¬ 
more, continued use of steroids leads to temporary' 
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atroj^ln’ of tlie patient’s own adrenal corte.v, and 
apparent!)’ to certain portions of the pitiiitar)' gland 
also. It is therefore imperath’c to increase the 
steroid dosage when the patient is subjected to 
additional sttvss, as when undergoing surgery. 
Since 10 to 12 months may be required for complete 
restoration of adrenal function after the cessation of 
steroid therapy, such administration of supple¬ 
mental hormones during episodes of stress ma)’ be 
required in this period. 

In action and side-effects all the ss'nthetic hor¬ 
mones arc remarkabl)’ similar to their natural 
precursors, but when used in comparable thera¬ 
peutic doses tliey ha\’e less tendency to promote 
retention of sodium and water. According!)' their 
use is Ic.ss frequently marred by the development of 
peripheral edema and hypertension. However, 
abdominal bloating, peptic ulcer, and increased 
capillary fragilit)’, with ecch)'motic areas of the 
extremities, are more common with these than with 
cortisone. All the adverse reactions noted are re¬ 
lated to the size of the dose administered and the 
length of time it is continued. There is, how’ex'er, a 
marked variation from patient to patient, and many 
can tolerate considerabh’ higher doses o\’er longer 
periods of time than their less fortunate co-sufferers. 
Much attention continues to be gi\’en to further 
modification of chemical structure, in an attempt 
to produce an “ideal steroid," and it seems reason¬ 
able to assume that one may be de\'eloped which 
will have antiphlogistic powers, without other 
metabolic effects. 

Steroid therapy should therefore be reserved for 
those patients in w’hom the rheumatoid process is 
showing continuing activih’ despite an adequate 
trial on the simpler programs of management previ¬ 
ously outlined in this primer. The coexistence of 
certain other conditions, such as active tuberculosis 
or other systemic infections, severe diabetes melli- 
tus, peptic ulcer, and advanced hypertensive vas¬ 
cular disease, must serve as relative contraindica¬ 
tions to their use, although in some instances 
appropriate therapy for these complications will 
permit steroid therapy to proceed without untoward 
incident. 

Tile formidable risk of adverse reactions has 
served to limit attempts to achiex'e a complete sup¬ 
pressive effect through the administration of large 
doses; rather, it seems wise to regulate the daily 
dose to that level which will permit the patient 
some relief of pain and a corresponding increase in 
physical activities and to maintain this level over 
as long a period of time as possible. This can 
usually be obtained by the administration of ap¬ 
proximately 37.5 to 50 mg. of cortisone per day or 
its equivalent in one of the simthetic hormones (10 
to 12 mg. of prednisone or prednisolone, 6 to 10 mg. 
of triamcinolone or methylprednisolone, or 0.75 to 
1.5 mg of de.xamethasone). Alterations in the daily 
dose are accomplished extremely slowly (an in¬ 


crease or decrease of 2.5 to 5 mg, of cortisone or its 
equivalent ever)' third to fifth day), because more 
rapid withdrawals may precipitate severe exacer¬ 
bations of the disease. The concurrent administra¬ 
tion of adequate doses of salicylates will usually 
assist in maintaining clinical conh'ol. 

The local (intra-articular) injection of hydro¬ 
cortisone or other steroids continues to prove useful 
in those iratients with rheumatoid arthritis in whom 
active disease is confined to one or two joints or in 
whom invob'ement of a single joint is so dispropor¬ 
tionately severe as to limit the effectiveness of the 
entire treatment program. Virtualh' any of the 
peripheral articulations may be injected, provided 
the physician is properly acquainted with the 
anatomic landmarks involved. Injections may be 
given txvo or three times a week during severe in¬ 
flammatory periods and decreased as joint improve¬ 
ment occurs. Mh’th repeated injections the risk of 
joint infection is increased. 

Orthopedic Measures: Application of splints and 
surgical procedures are of value in managing speci¬ 
fic aspects of this disease. The immobilization pro¬ 
vided by a light splint will aid in relieving the 
severe pain of an acuteh' inflamed joint as well as 
promote subsidence of the inflammator)’ reaction. 
However, to avoid the formation of adhesions within 
the joint, the splint should be remo\'ed daily, with 
the joint then passively carried through range-of- 
motion e.xercises. Splints are also useful for the 
prevention and correction of joint deformities. 
Those made of light aluminum are especially val¬ 
uable for the hands, but for otlier joints deep 
"gutter” splints of plaster are preferable. These are 
generally worn all night but during onh' part of 
each day, in order to prevent the complications of 
disuse. Mdien flexion contractures have occurred, 
plaster casts made in increasing e.xtension combined 
with physical tlierapy ma)' help to coirect the con¬ 
tracture. Although the above measures will usually 
maintain joint function, if the)' fail and ankylosis 
appears inevitable the affected joint should be main¬ 
tained in a position for optimal use. The knee 
should be kept extended to 180 degrees; the hip in 
slightly flexed position; the wTist in middorsal 
flexion, halfway between pronation and supination; 
and the elbow flexed at 90 degrees. Although pre- 
A'enrion of deformities through the above measures 
is of the utmost importance, when deformities due 
to ankylosis or conpactures have occurred selected 
patients may benefit from surgical correction.of the 
deformity after the activit)’ of the disease has 
subsided. 

Psychotherapy: In x'iew of the psychological fac¬ 
tors previously mentioned it is apparent that a 
successful program of therapy must include con¬ 
sideration of the patient’s personalit)' pattern. This 
can usually be accomplished through sympathetic 
but firm management on the part of the attending 
physician; only rarely wall formal psychiatric 
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assistance be indicated. Even then it may not be 
possible, for the patient ma}' reject the suggestion 
of a psj'chic component in his illness, laying the 
blame for obvious emotional outbursts on the dis¬ 
ease rather than on his own inadequacies. 

The physician must therefore impart to the patient 
a sense of ultimate securit}'-, acting as the crutch to 
be leaned on in time of need or the alter ego to 
be railed at in times of despair. S^mipathetic atten¬ 
tion to the patient’s complaints during the initial 
and subsequent interviews may not only uncover 
underlying hostilities amenable to correction but 
may foster a feeling of confidence in the physician’s 
interest as v'cll as his abilities. The need for, and 
rationale of, prescribed modalities must be care¬ 
fully outlined so as to insure continuity of the 
program. Eventually, the patient’s appreciation of 
his own part in the entire regimen may become the 
greatest single factor in his impro^'ement. 

Summanj of Therapy.—Because of the marked 
variability of the disease pattern and the lack of 
specific therapeutic agents, a dogmatic attitude 
cannot be assumed toward therapy. However, the 
gratifying results to be achieved by a comprehensive 
regimen justify an optimistic approach to the care 
of the patient with rheumatoid arthritis. 

A conservative regimen, including adequate doses 
of salicylates, physical therapy, and the "general 
measures” previously outlined, will be sufiicient to 
control cases of mild and moderate severity. 

Continuing rheumatic activity in spite of such a 
program is an indication for additional measures. 
If this activity is not great, ti'eatment with phenyl¬ 
butazone or chloroquine may bring about control. 
Patients with more severe cases will probably re¬ 
quire treatment with gold. During periods of acute 
fulminating activity intravenous administration of 
typhoid vaccine or nitrogen mustard may be help¬ 
ful. Patients whose conditions show progressive de¬ 
terioration in spite of these measures should be 
judiciously treated with steroids. 

It is thus evident that the therapeutic regimen 
may be altered as the disease state changes. It 
seems wise to acquaint the patient with this even¬ 
tuality during early interviews so as to forestall later 
doubts about the adequacy of the program. Regard¬ 
less of the apparent status of the condition at any 
particular time, regular e.vaminations are indicated, 
with frequent counseling. 

The concept of rehabilitation in rheumatoid 
arthritis must embrace all phases of the patient’s 
therapeutic program, including discussion with the 
family of adjustment of the daily work load. In 
mild cases this may mean only the giving up of 
certain minor activities so as to find time for the 
rest and e.xercise period. In others, it may mean 
locating work for a previously inactive patient so 
as to impart new interest and sense of worth. In sb'Il 
others, it may mean installation in home or ofiBce 


of devices to assist the artliritic cripple in caring for 
liimself as much as possible. Constantly to be borne 
in mind is the fact tiiat the ultimate objective of 
therapy is not only to control the disease process 
but also to make the sufferer a self-respecting and 
useful member of society. 

Rheumatoid Arthritis of the Spine 

Synonyms for rheumatoid arthritis of the spine 
include ankylosing spondylitis, rheumatoid spondy¬ 
litis, . Marie-Striimpell disease, pelvospondylitis 
ossificans, spondylitis ankylopoietica, and spondy¬ 
litis rhizomelique. Ankylosing spondylitis is a 
chronic inflammatory disease of the joints of the 
axial skeleton, manifested clinically by progressive 
stiffening of the spine and pain of varying degree. 
Because the earliest pathological change is syno¬ 
vitis of the axial diarthroses, comparable to that 
seen in the appendicular joints in rheumatoid arth¬ 
ritis, the American Rheumatism Association has 
classified this condition as rheumatoid arthritis of 
the spine. There are, however, significant differences 
from peripheral rheumatoid arthritis and because of 
these many rheumatologists regard it as a separate 
entity. This accounts for the many names by which 
the disease has been known. 

Etiology.—The cause of the disease is unknosvn. 
Although it is frequently suspected, infection has 
not been proved. It is influenced bj' age and se-x 
factors, occurring 10 times as commonly in men as 
in women and having its onset almost invariably 
before the age of 50 years. 

Pathology.—Two apparently separate pathological 
processes distinguish this form of artliritis. The first 
of these is a synovitis of the spinal diarthroses 
similar to that described in the section on peripheral 
rheumatoid arthritis. In the majority of cases this 
occurs first in the sacroiliac joints and progresses 
to the apophysial joints (articulating facets) of the 
lumbar spine and thence to the thoracic and finally 
to the cervical spine. As the thoracic spine is 
attacked the costovertebral and costotransverse 
articulations are also affected. The degree of in¬ 
volvement of the various joints shows a wide range 
of variations; in the sacroiliac joints complete 
obliteration is common, and some apophysial joints 
may' be spared entirely. 

The second pathological change involves the 
intervertebral fibrocartilages, in which the annulus 
fibrosis becomes gradually ossified, fusing the verte¬ 
bral bodies into a rigid unit. The subcutaneous 
nodules of rheumatoid arthritis are not seen in 
ankylosing spondylitis unless peripheral rheumatoid 
artlm’tis is also present. Insufficiency of the aortic 
valve has recently been recognized as an infrequent 
but specific lesion of ankylosing spondylitis. It is 
characterized by destruction of tlie media of the 
root of tile aorta and consequent separation of the 
commissures of the valve. 
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Clinical Course.—Al least three-fourths of the 
cases start in tlie sacroiliae joints, with pain first 
identified in the lower part of the spine. As the 
disease progresses cephalad, the discomfort is noted 
at increasingly higher le\'els. Approximately 75% 
of the cases start gradually, with pain and stiffness 
coming on so insidiously that the patient may have 
difficulty later recounting the e.vact time of onset. 
Recurring sciatica is the initial complaint in ap¬ 
proximately 10%, while the remaining 15% appear 
as an acute disease with an abrupt onset. This is 
characterized by generalized symptoms of weak¬ 
ness, fever, malaise, and weight loss and local 
symptoms of severe pain, tenderness, and stiffness 
usually involving the entire thoracic and lumbar 
spine. Such cases may pursue a rather rapid dowm- 
hill course, with increasing general incapacity. In 
others the acute exacerbation may be aborted, and 
the case may then progress to a chronic course 
similar to those of insidious onset. Remissions and 
e.xacerbations are common. Arrest of the disease, 
either spontaneously or coincidentally with therapy, 
may occur at any time, or the disease may progress 
until it has im’olved the entire spine witli ankjdosis 
and deformity. Radicular symptoms may ocemr. 
Wien the disease affects the lower part of the spine, 
sciatica may be a manifestation of such a condition, 
whereas involvement of the spine at higher levels 
may give rise to sjTnptoms simulating involvement 
of abdominal and thoracic viscera. 

Tlie most common physical finding in rheumatoid 
spondylitis is the rigidity of the spine. In the early 
cases this is noted only in the lumbar region; as 
die disease progresses it may involve the entire 
spine. Limitation of chest expansion, due to involve¬ 
ment of the costotransverse and costovertebral 
articulations, may occur early in the disease. In 
tile lumbar spine the loss of the normal lumbar 
curve is frequently noted, while in tlie tlioracic 
spine increase in upper thoracic kj'phosis is com¬ 
mon. Wien the cervical spine is involved tlie 
normal head motions are limited and the patient 
finds it necessary to rotate liis entire body from 
the hips and to look out of tlie comer of his eyes in 
order to see from side to side. In the acute stages 
there is pain on pressure over the affected areas and 
muscle spasm on standing. Despite marked involve¬ 
ment of the spine, however, many patients retain 
general robust health. In others, usually those who 
have suffered frequent acute exacerbations, there 
is generalized weight loss and muscular wasting. 
Acute inflammatory reaction in the peripheral joints 
occurs in 50 to 60% of cases of rheumatoid spondy¬ 
litis at some time during the disease. In at least 
one-half of these the peripheral symptoms are 
transitory and self-limiting, leaving approximately 
25 to 30% of patients with rheumatoid spondyhtis 
showing permanent peripheral involvement, most 
commonly of the hips and shoulders. Ocular in¬ 


volvement including iritis, uveitis, and iridocyclitis 
may occur, usually in recurring attacks; blindness 
may ensue from these. 

Laboratory Tests.—-The only laboratory' procedure 
which is of value in the diagnosis of rheumatoid 
spondylitis is roentgenologic examination. Even this 
may be entirely noncontributory until after the pa¬ 
tient has had symptoms of the disease for from 
several months to one or bvo years. The earliest 
changes are those of sclerosis in the margins of the 
sacroiliac articulations, followed by a haziness in 
which the joint loses definition when viewed in the 
anteroposterior projection. Complete obliteration of 
the sacroiliac joints may occur late in the disease. 
As the disease progresses, sclerosis, nan-owing, and 
obliteration of the apophysial joints occurs, and 
osteoporosis of the entire spine of varying degrees is 
noted. Ossification of the marginal portions of the 
annulus fibrosus, giving the appearance known as 
“bamboo spine,” is a late but characteristic change. 


Table 4.—Significant Differences Between Rheumatoid 
Arthritis and Ankylosing Spondylitis 


Sex ratio, males to teraales .. 

Rheumatoid 

Arthritis 

1:4 

Ankylosioj: 

Spondylitis 

10:1 

Onset alter nge ot SO years .. 

Frcciuent 

Rare 

Results of serolo^flc tests for 
rbeumntold arthritis. 

-t- 


Ocular manIfestatiODS . 

Rare 

Common 

Subcutoneous nodules.... 

16% 

Not present 

Cardiac involreincnt, 

If present. 

Jiltrn! valve. 

Aortic valve 

Therapeutic response 
to gold . 

rare 

+ 


Response to 

roentgenologic therapy .... 


+ 

Osslflcntion of 
annulus fibrosus . 

No comparnblo 

+ 

change 

Tlie sedimentation rate and C-reactive protein level 


may be elevated during acute exacerbations, but 
do not consistently parallel the activity of tlie dis¬ 
ease as measured by progression of spinal stiffening. 
The serologic tests give negative results. 

Diagnosis.—In its early stages ankylosing spondy¬ 
litis of insidious onset may be confused wth lum¬ 
bago or low back strain. Spinal rigidity noted on 
attempted forward bending usually suggests a true 
ardiritis, but a presumptive diagnosis only may be 
possible prior to positive roentgenologic findings. 
In cases of more fulminating onset vdtli sciatic pain 
the differential diagnosis from a ruptured inter¬ 
vertebral disk may be a problem. Careful examina¬ 
tion while the patient is in the prone position will 
usually reveal tenderness over the sacroiliac joints 
in arthritis and over the disk when this is ruptured. 
If spondylitis starts in tlie thoracic or cervical spine, 
the initial complaint may be referred to a viscus 
and may cause confusion with coronary artery dis¬ 
ease or cholecystitis. Tlie absence of other signs of 
visceral disease and tlie localization of tenderness 
in the spine usually clarify the problem. 
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Although involvement of the apophysial articula¬ 
tions of tile cemcal spine may be seen as a late 
manifestation of peripheral rheumatoid artliritis, 
the characteristic “bamboo spine” and sacroiliac 
involvement of anlcvdosing spond^ditis are not seen. 
Neoplasms and tuberculosis of tlie spine may cause 
difBcult}' in the early stages. The sharp localization 
of these conditions and the severe pain accompany¬ 
ing malignancies usually suggest the differentiation 
—which is proved by roentgenologic e.vamination. 

Treatment.—No specific therapeutic modaiit)' 
e.vists. Therefore, the most important single fact 
the patient must learn is that this disease cannot be 
cured and that his future mobility depends on dili¬ 
gent attention to general rules of health and strict 
observance of daily periods of properly graded 
e.vercises. These are designed to maintain motions 
in the spine, preserve thoracic e.vpansion, and 
promote proper weight-bearing alignment. Exer¬ 
cises should be preceded by a period of local 
application of heat to enhance circulation. 

In general, mechanical supports are to be 
avoided. However, they may be of use in some 
patients with spondylitis who must continue work 
requiring long periods of continuous standing or 
sitting. During acute e.xacerbations and in cases of 
fulminating onset, bed rest is desirable. There, 
proper posture must be maintained, M'ith the mat¬ 
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tress firm and pillows avoided. Moist compresses or 
steam packs may be helpful in alleviating pain. .\s 
in other rheumatic diseases, salicylates are of value 
in relieving pain and may be employed to full 
therapeutic doses. 

Roentgenologic therapy is often of value in con¬ 
trolling the acute symptoms of pain and stiffness 
during exacerbations. There is, however, accumu¬ 
lating evidence to indicate that patients so treated 
may be susceptible to leukemia in later life. In 
young girls menstrual abnormalities, including 
sterilitj% may be produced. Roentgenologic therapy 
should therefore be used with caution. Although its 
use in severe cases may be justified, the lowest pos¬ 
sible dose should be employed. 

Phenylbutazone therapy has proved its useful¬ 
ness in this disease in both the acute and the 
chronic stage; however, because of the possibility' 
of complications it, too, must be carefully con¬ 
trolled. Steroid therapy would seem to have less 
usefulness than it does in peripheral rheumatoid 
arthritis but may in some instances be of value in 
relieving acute exacerbations. 

Summary.—As noted earlier in this section anky¬ 
losing spondylitis, although currently classified 
under rheumatoid artliritis, demonstrates significant 
differences from that disease. These are summar¬ 
ized in table 4. 


S IMPLE OR RADICAL MASTECTOMY?-Since even in the most skillful 
hands the conventional radical mastectomy may cause disfigurement, dysfunc¬ 
tion and considerable psychic morbidity, it is extremely important to de¬ 
termine whether it is necessary to employ it routinely or to employ it at all. To 
date there is no proof that the results of radiCtil mastectomy are better than those 
of simple mastectomy. Pathologists may theorize on the rationale of eradicating 
cancer by extended surgery', but in the final analysis it is the survival of patients 
that counts. . . . Today', many surgeons , . . know th.it radical mastectomy is not 
the operation of choice for cancer of the breast. . . . The lymphatic drainage of 
the breast is so rich and replete with plexuses that the direction of spread of ma¬ 
lignant cells through these channels is understandably unpredictable and fortuitous. 
Drainage is generally toward the skin surface where a subcutaneous plexus of 
lymphatic vessels permits the cells to be carried in almost any direction. The cells 
may migrate medially to the internal mammary nodes, laterally to the axillary 
nodes, or even to the inguinal nodes. These migrations may require months or years. 
Periods of quiescence are followed by fresh migrations. . . . Paths of dissemination 
are never predictable. The lesion can spread to the supraclavicular nodes without 
involving die axilla; it may spread directly into the internal mammary group and 
mediastinum wiUiout involving the a.xilla; it can extend direcdy into the chest, over 
to die other breast and axilla, into the abdomen, and even doivn into the inguinal 
nodes. . . . Unless all these possible areas for disseminadon of the disease are 
eradicated, any procedure may be doomed to failure. . . . Proliferation along lymph 
channels is not the only method of dissemination. What is even more treacherous, 
is the spread of the disease by venous channels. . , . Surgery is the best modality 
of therapy for operable cancer of the breast, and simple mastectomy with post¬ 
operative radiation is to be preferred to radical mastectomy.—T. C. Case, M.D., 
Simple Surgical Therapy for Operable Carcinoma of the Mammar>' Gland, Journal 
of the American Geriatrics Society, May, 1959. 
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Introduction 

The Council on Foods and Nutrition has invited one of the leading authorities in the field 
of radiation biology to present a brief report on radioactive residues in foods. As more 
data are becoming available all the time, folloio-up reports on the various aspects of the 
problem will he published in this column to keep physicians informed of current develop¬ 
ments. The Council has authorized publication of the following report. 

Philip L. White, Sc.D., Secretary. 

RADIOACTIVITY IN FOODS 

Cyril L. Comar, Pli.D., Ithaca, N. Y, 


There is little doubt that atomic energy will as¬ 
sume an important role in our civilization, and it is 
appropriate that future possible hazards should be 
evaluated. At the present time, it can be con¬ 
cluded that there is no reason for any change in 
our nutritional habits or food technology as a re¬ 
sult of fall-out contamination. Research must con¬ 
tinue, however, so that recommendations can be 
made to minimize tlie intake of radioactive con¬ 
tamination should this ever become necessary. 

Although environmental contamination now e.v 
isting is due almost entirely to fall-out from nu¬ 
clear weapons, peacetime operations may become 
increasingly important as sources of radioactive 
contamination. In addition to fall-out, small quan¬ 
tities of radioactive materials may be released into 
the environment as a result of such operations as 
mining of uranium and thorium ore and fuel proc¬ 
essing; reactor installations in power plants, sub¬ 
marines, ships, and aircraft (normal operations and 
accidents); and radioisotope applications in medi¬ 
cine, industiy', and agriculture. 

Determining Factors in Hazard of Radioisotopes 

The relative hazard of radioactive materials will 
be governed by the amount released into the envi¬ 
ronment, physical half life, efficiency of transfer 
through the food chain to die human diet, degree 
of absorption by the body, and length of time re¬ 
tained in the body. By these criteria, the radioiso¬ 
topes from fall-out of the greatest concern are 
iodine, barium, strontium, and cesium, Extensive 
data are available on the passage of these radio¬ 
active materials through food chains and subse¬ 
quent implications.* Table 1 summarizes their 
characteristics from the standpoint of environmen¬ 
tal contamination. 

The radioisotopes of iodine collect in the diyroid 
gland and those of barium concentrate in bone. 
Since isotopes of both of these elements have short 

Director of the Lahorator>' of Radiation BioIog>', Department of 
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physical half lives, they ean be dangerous only 
during certain periods, depending on the frequency 
and the nature of production of contamination. 
E.xperience has indicated that iodine-131 transmit¬ 
ted in milk may be imirortant at short times after 
releases such as in reactor accidents. Strontium-89, 
which is produced in higher activities than stronti- 
um-90, may be more hazardous shortly after pro¬ 
duction, while strontium-90, with a much longer 
half life, becomes more dominant with time. The 
strontium radioisotopes, of course, are cumulative 



Diagram of main terrestrial food chains by means of which 
environmental radioactive contaminants reach the human 
population. 


in bone. Cesium-137, which follows potassium in 
metabolism, is considered less of a hazard than 
strontium-90 because it is turned over relatively 
rapidly in the body, it is not selectively concen¬ 
trated in any one part of the body, and it does not 
pass appreciably from soil to plant in the food 
chain. 

Radioactive contaminants are transferred to man 
by means of specific pathways through the main 
terrestrial food chains. These food chains are illus¬ 
trated diagrammatically in the figure and the pri¬ 
mary pathways of barium, iodine, strontium, and 
cesium are shown in table 1. As an example, stron¬ 
tium-90 is deposited from the atmosphere on tlie 
foliage of plants and on the soil. Transfer between 
soil and plant proceeds in botli directions by normal 
root uptake and by washing from leaves or death 
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of leaves. Strontium-QO reaches the human body by 
direct consumption of vegetation and of milk from 
animals that have fed on the vegetation. 

The relative importance of the various pathways 
depends on many factors, for example, tlie com¬ 
position of the soil (calcium level) and the nature 
of plant cover. A heavj' root mat will tend to trap 
fall-out strontium and delay its reaching the soil 
for dilution with soil calcium, while at the same 
time permitting absorption into the plant from 
the base of the stem. The agricultural management 
of crops and livestock, which includes the plowing 
depth, fertilizer practice, and type of feeding (barn 
or pasture) employed, is another factor to be con¬ 
sidered. Also of great importance are dietary habits 
of tlie population and food technology. As an illus- 


cium. In all steps of the food chain from vegeta¬ 
tion to human bone, calcium is preferentially 
utilized relative to strontium. Thus, it has been cal¬ 
culated that at equilibrium the strontium-calcium 
ratio in bones of young infants would be from 3 to 
12% of that in vegetation, with values of 8 to 16% 
in the bones of persons over 6 months of age. 
Although milk is our primary source of calcium, 
the discrimination against strontium relative to 
calcium in passage from the feed of tlie cow to 
its milk tends to reduce the importance of milk 
as a source of strontium-90. While dairy products 
furnish some 80% of our dietary calcium, they 
may supply somewhat less than 40% of tlie total 
strontium-90 intake when steady-state conditions 
are established. Attention should also he given 


Table l.~Comparison of Radioisotopes in Eiwironmenial Contamination 


iodlnc-131 

Physical half life. 8 days 

Metabolic behavior. collects in thyroid 

Removal rate from body. fast 

Main pathways in food chain*. a 


I Ha 



Samples for monitoring radioisotope 


levels.. vegetation, milk, 

and thyroid 

Maximum permissible radioisotope 

concentrations, per Ilterf. 3,000 

Radioisotopes in milk. ;tjuc per Ilterf.. 121 
Comparative radiation dose to 

humans, rad. <0.04 to thyroid In 

1955 and 1950 


Barium-l-IO 
13 days 

like calcium, collects 
in bone 
slow 
A 


Strontium-so 
51 days 

like calcium, collects 

in bone 

slow 


Strontium-90 
28 years 

like calcium, collects 
in bone 
slow 



Cesiuin-137 
so years 
like potassium, 
collects in muscle 


relatively fast 
A 

1 



vegetation nod milk 


soil, vegetation, 
milk dairy prod¬ 
ucts, bone, and 
aquatic food 


soli, vegetation, 
milk dairy prod¬ 
ucts, bone, and 
aquatic food 


vegetation, milk, 
dairy products, 
meat, and whole 
body 


200,000 7,000 80 150,000 

42 52 C.4 57 


<10% of strontium- 
89 dose 


approximately from 
1 to 20% of stroD- 
tium-90 dose 


approximately 0.2 to 
0.4 to skeleton 
over 70-yr. period 
from present 
tests? 


approximately 0.001 
per year from 
present levels 


* A = atmosphere V = vegetation M = milk S = soil G = cattle MP = meat products. 

■ ^ *“ —m permissible concentrations for specific radioisotopes in drinking water ns derived from recommendations of National 

C rotection and Measurements. These concentrations and milk values are quoted by Public Health Sendee. 

■ * States from July, 1957, to July, 1953. 

es recent analytical data and concepts of nonunlforra stratospheric inventories developed at May, 1959, congressional 

subcommittee hearings. 


tration, in tlie processing of frozen vegetables, wash¬ 
ing them prior to freezing will remove some of the 
surface contamination. If nuclear tests are stopped, 
the soil reservoir will become increasingly impor¬ 
tant; therefore, the time pattern of contamination 
has to be taken into account. Altliough food-chain 
considerations are extremely comple.x, certain gen¬ 
eralizations can be made. It is obvious that the 
pathways that require considerable time in pas¬ 
sage to man (for example, via the soil) are of no 
significance for the short-lived radioisotopes," io¬ 
dine-131 and barium-140. It also appears that the 
present contamination of diets originates mainly 
from surface contamination ratlier than from the 
soil reser\'oir. 

The movement of strontium radioisotopes from 
soil to man is interrelated and, to some extent, 
governed by the simultaneous movement of cal- 


to contaminated water supplies as a possible source 
of strontium-90. In making estimations, die entire 
strontium-90 and calcium intake of the population 
must be considered. 

The soil reservoir probably will not be an im¬ 
portant factor for cesium-137 because of tlie fixa¬ 
tion of this element in the soil and its consequent 
unavailability to the plant. At the present time, 
about 60% of the cesium-137 content of the aver¬ 
age diet is derived from dairy products, 25% from 
meat products, and the remainder from vegetables, 
cereals, and fruits. 

Radioisotope Levels 

Tlie present levels of these radioisotopes in the 
biosphere (soil-plants-animal products-man) can 
be determined rvith reasonable accuracy by radio¬ 
chemical analysis. For purposes of illustration, table 
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1 presents some of the iu'erage radioisotope values 
for milk in the United States for the years 1957 and 
1958. In the early part of 1959, values for stronti- 
nin-90 in milk from \'arious locations in the United 
States all averaged well under 30 micromicrocuries 
(nnc) per liter. These values are below the recom¬ 
mended maximum permissible limits for lifetime 
exposure to specific radioisotopes in water. Discus¬ 
sion of maximum permissible levels is beyond the 
scope of this paper. It is urged, hov’e\'er, that sci¬ 
entists and laymen should dex’clop a clear under¬ 
standing of what is implied by figures given as 
maximum permissible levels and how these figures 
are derived.' 

Dietary levels of strontium-90, which are ex¬ 
pressed as micromicrocuries of strontium-90 per 
gram of calcium, have been estimated at approxi¬ 
mately 0.4, 2, 4, 5, and 7 for each year horn 1953 
to 1957 respectix’cly. It is estimated that the ma.xi- 
mum levels from tests to date will occur from 1962 
to 1965 and that the average maximum level in the 
diet of persons living in the United States at that 
time may reach about 24 /i/ic of strontium-90 per 
gram of calcium. Recent considerations indicate 
that much of the present strontium-90 in milk maj' 
not have come through the soil but found its way 
into the plant by foliar absorption or other proc¬ 
esses, This has important implications; («) if there 
is no further testing, the le\’els may fall fairly 
rapidly, (b) the contamination of food when only 
the soil route is operative should be much lower 
than at present, and (c) this w'ould explain why 
levels in non-milk foods are not greatly lower 
than in milk foods as is e.xpected because of the 
dairj' cow’s preferential use of calcium. 

Milk from numerous areas has been analyzed to 
determine the local variation in dietan' levels of 
strontium-90. The highest \'alues observed were 
about five times the mean value, while milk from 
cows fed on vegetation grown in low-calcium soils 
were approximately twice the mean value. There 
appears to be less variation in the levels found in 
the human population, presumably because the 
individual consumes food that originates from many 
areas. It is not yet possible, however, to express 
variability in precise statistical terms. 

The most direct and important evidence comes 
from analysis of tissue samples from the human 
population. Typical values, calculated and expressed 
in terms of radiation dosage rather than concentra¬ 
tion of radioisotopes, are given in table 1. A scale 
of values to indicate expected response of man to 
radiation is presented in table 2. It can be noted 
that present and anticipated levels of radioactmtx’ 
in man, based on the effects of nuclear tests to date, 
are below those known to produce any observable 
effects. However', indiscriminate testing of nuclear 
weapons, either by many nations or at higlier rates, 
could lead to levels of strontium-90 in the food 
chain that would be of definite concern. The most 


difficult issue, particularly because of its moral 
overtones, is whether present levels (also of carbon- 
14) " u’iJl produce absolutely no incidence or will 
pi'oduce only finite incidences of genetic or somatic 
harm in the world population. This is a complex 
and controversial matter relating to linearity of 
response and patterns of threshold versus non¬ 
threshold beha\’ior at low levels. 

Low-level monitoring, which detects e.xcess radi¬ 
ation before health hazard levels are reached, will 
become important as a public health function to 
give advance warning of any peacetime operational 
difficulties. Public reassurance will be provided 
by monitoring at natural radiation levels before 
and after nuclear installations are placed in opera¬ 
tion. „ 

summary 


Although at the present time there is no indica¬ 
tion for a change in our dietarj' habits, broad-scale 
research on the problem of radioactivity in foods 


Table 2.-~Effects of Radiation on Man 
RiifthttioQ Dose, 


rail Source and Conditions Oi'servation^ 

3,<K)o-ri,ooo.,...3.0 fic ratlhim or x^radi* Bone sarcoma 

fttlon to skeleton 

300 .0.4 fic radium >[io[innI nondeleterlous 

hone changes 

OO.0.1 fic radium Xo ohservahle effects 

"ptwio .(sut'irested as levels that 

would double leukemia 
incidence) 

7 dr» .Natural hnckfe'ronnd No oh^crvahle efb- !■» 

10 .frccommcndcd upper limit 

of radiation from any 
man'inadc source) 

0.2-0.4 .(estimated dosope from 

.■strontiuin-fK) from test* 
to time of vrritlas) 

o.o.'» .fe.<tlmnted do.*nire from 

ccsluind37 from tests to 
time of writinir) 


and its implications must continue for future pub¬ 
lic welfare. Even if testing of nuclear weapons is 
halted, peacetime applications of atomic energy 
will release some radioactive materials into the 
environment. Therefore, close supervision of the 
dietan’ levels of radioisotopes and understanding 
of possible effects on man are necessary for evalua¬ 
tion of atomic energy benefits versus biological 
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HARRIS’S MIGRAINE OR CLUSTER 
HEADACHES 

IGRAINE is a fascinating disorder, ka¬ 
leidoscopic in its manifestations and in¬ 
structive in the leads it affords about 
function of the brain and about behavior. 

Despite a statistical relation between migraine 
and epilepsy, the sufferer of migraine has witliin 
him something that powerfully resists the spread 
of the abnormal electrical discharge. Otherwise 
why does he not have convulsions, when he is sub¬ 
ject to all sorts of other Jacksonian phenomena. 
Perhaps the abnormal electrical activity during the 
prodromata of migraine is essentially cortical and 
does not spread far from its original focus. Attacks 
tliat produce involuntary movement of a skeletal 
muscle are rare; weakness or inefEciency occur to 
be sure—and numbness, dysphasia, and of course 
the marvelous spectrum of scintillating scotomata. 

A variant of the galaxy that is migraine was 
recently reported by Bickerstaff ’ under the head¬ 
ing “The periodic migrainous neuralgia of Wilfred 


1. Bickersta^F, E. R.: Periodic Migrainous Neuralgia of Wilfred 
Harris, Lancet 1:1069-1071 (May 23) 1959. 

2. Harris, W.: Neuritis and Neuralgia, London, O.rford University 
Press, 1926, pp. 418. 

3. Horton, B. T.: Histaminic Cephalgia: Differential Diagnosis and 
Treatment, Proc. Staff >feet. Mayo Clin. 21 .*325-333 (May 30) 1956. 

4. Kunkle. E. C.; Pfeiffer, J. B., Jr.; Wilhoit, W. M.; and Hamrick, 
L. W., Jr.: Recurrent Brief Headache in “Cluster” Pattern, Tr. Am. 
Neurol. A. 77:240-243, 1952. 

5. Friedman, A. P., and Mikropoulos, H. E.: Cluster Headaches, 
Keurolog>’ 8:653-663 (Sept.) 1958. 

6. S>Tnonds, C. P.: Particular Variety of Headache, Brain 79:217- 
232 (June) 1956. 

7. Blau, A.: Master Hand: Study of Origin and Meaning of Right 
and Left Sidedness and Its Relation to Personalitj’ and Language, 
Research Monograph, New York, American Orthopsj’chiatric Associa¬ 
tion, Inc., 1946, pp. 197. 


Harris.” This condition ‘ was first systematically 
described by Harris in 1926. A decade later when 
he termed it ciliary neuralgia, Harris weakened his 
original title and sent many practitioners on a trek- 
through the sinuses and nerve plexuses with probe 
and scalpel. This type of headache has been Imown 
also by Horton’s “ term, histaminic cephalalgia. The 
groups at Duke “ and at the Montefiore Hospital in 
New York ° have called it “cluster headache,” be¬ 
cause of the curious tendency of attacks to occur 
in clusters behveen periods of freedom. 

Despite the fact that the syndrome is rarely 
recognized when first seen, it is characteristic. The 
patient is more often a man than a woman (between 
two and four to one) and between the ages of 30 
and 50 years. Bickerstaff reported a case in a 
patient 11 years old at onset, the youngest on 
record. Another writer has observed a patient aged 
64 ivho had his first attack at the age of 59. 

The attacks of pain are intolerable. Fortunately 
their duration is relatively short, minutes to an 
hour; altliough an attack may continue for several 
hours. The constant boring or throbbing pain is 
located lateral to an eye a few centimeters behind 
and above the outer canthus. It may spread to 
involve the remainder of the cheek, the forehead, 
the temporal scalp, and rarely the neck. The pain 
usually affects the same side repeatedly, in fact the 
same spot. In contrast to the more usual migraine 
where the patient prefers to recline and pull the 
covers over his bead, with Harris’s migraine he 
cannot recline and usually must pace. There seems 
to be a relationship between the pain and the 
muscular activity that it occasions. There is con¬ 
gestion of the conjunctiva on the same side as the 
pain and sometimes stuffiness of the ipsilateral 
nostril. Flushing of the ipsilateral forehead and 
cheek have been seen occasionally. Vomiting prac¬ 
tically never occurs. Some patients believe they 
may precipitate attacks in the same manner as do 
persons with trigeminal neuralgia, by chewing, 
washing their face, or brushing their teeth. Be¬ 
tween attacks these people are well. 

The attacks tend to occur at the same time of 
day or night. Characteristic is the pain that arouses 
a majority of these patients betsveen 2 and 3 a. m. 
A bout usually lasts for weeks, during which the 
patient has at least one attack daily. He may have 
them every two hours or so, or the attack may 
become a “status migrainous,” when he is rarely 
free of pain. 

The bouts recur irregularly and then may cease 
after occurring for years. Ten of BickerstafiPs 30 
patients had had attacks for over 10 years, two had 
them for 30 years. 

Most of these patients have previously had a 
more classic form of migraine, which is replaced by 
the Harris form. In BickerstafiPs 11-year-old child 
the attacks of pain ceased spontaneously after two 
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years and were replaced by ordinary migraine at 
tlic age of 16. Many patients gir’e a liistory of 
migraine in near relatives. 

Sir Charles Symonds" has devised a successful 
sj'inptomatic treatment for Harris’s migraine with 
regular prophylactic injections of ergotamine tar¬ 
trate. The patient is taught to give himself intra¬ 
muscular injections of ergotamine tartrate, 0.25 mg. 
three times a day, for five days in each week. The 
two free days allow the patient to determine 
whether the bout of pain has ceased. .\n oeca.sional 
patient will require 0.5 mg. \\’ith each injection to 
obtain relief. MOiilc some patients vomit after early 
injections, this will cease after a few days without 
alteration of dosage. With this drug some patients 
are relieved of the Harris type of migraine but 
attacks of ordinal’)' migraine then return. Ergota¬ 
mine tartrate injections should he discontinued 
graduall)' rather than abruptly. Occasional!)' sud¬ 
den withdrau'al of the drug is accompanied by 
generalized headache. The usual precautions per¬ 
tain about using these amounts of a potent vaso¬ 
constrictor substance. 


There has been general agreement among neurol¬ 
ogists tliat this t)'pe of head pain is a variant of 
migraine. The involvement is primarih' if not e.v- 
clusively of branches of the e.vternal carotid arten' 
which dilate in a precipitate fashion. These patients 
cannot tolerate alcoholic drinks during periods 
when headaches are recurring, presumably because 
of their vasodilator)' effect. Both Harold ^^^olff and 
Kunkle and their co-workers has'e been searching 
for the substancefs) released at the site of the pain 
in some forms of migraine. Some patients belier'e 
that, whatever it is, it may be “draum off’ or 
“drained away’’ by muscular acti\'it)'. 

Patients having Harris’s migraine seem to have 
personalit)' patterns comparable to those in pa¬ 
tients with other types of migraine. Since there 
seems to be a great preponderance of patients hav¬ 
ing right-sided attacks, the problem might in some 
way be associated with handedness and eyedness. 
Right and left sidedness and its relation to person¬ 
alit)' is a fascinating stud)', as shou'n in Blau’s ’ 
excellent monograph, "Tlie Master Hand.” 


ORGANIZATION SECTION 
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ANNUAL CONFERENCE OF 
MENTAL HEALTH REPRESENTATIVES 

On Nov. 20-21, 1959, the Council on Mental 
Health will hold its Sixth Annual Conference of 
Mental Health Representatives of State Medical 
Associations at the Drake Hotel in Chicago, The 
general theme of the conference, “Organized Medi¬ 
cine in Its Relationship to the Hospitalized Psychi¬ 
atric Patient,” will be divided into six group dis¬ 
cussion areas: (1) in the state hospitals and other 
public mental hospitals area, (2) in the private 
mental hospitals area, (3) in the general hospitals 
area (psychiatric seri’ices in general hospitals), 
(4) in the outpatient psychiatric clinics area, (5) 
general rehabilitation services area, and (6) area 
of medicolegal aspects of commitment, discharge, 
and other court procedures relating to the mentallv 
ill. 

For the first time the Council will invite the com¬ 
missioners of mental health of the 50 states to at¬ 
tend this year’s conference. Tlie Council feels the 
participation of the commissioners, along with the 
chairmen of the state association mental healtli 
committees, make conference discussions and 
decisions, with respect to improvements that can be 
made in the care and treatment of the mental pa¬ 
tient, much more effective. 


The Council also intends to encourage subse¬ 
quent meetings on this general theme at state 
levels to be organized and led by tlie state chair¬ 
men and commissioners jointly after the November 
conference. 

Dr. John D. Porterfield, deputy surgeon general, 
U. S. Public Health Serwee, will be the guest 
speaker at (lie dinner meeting, Frida\', Nov. 20. 

BEQUEST TO RESEARCH FOUNDATION 

The American Medical Research Foundation lias 
received $12,274.71 from the estate of Miss Kath¬ 
erine Zimmerman of Monroe, Mich. C. Joseph 
Stetler, head of the A. M. A.’s law division, said the 
foundation may receive about .$3,000 more if money 
held for ta.xes is not used by the estate. Miss Zim¬ 
merman, who died June 19, 1958, left 20% of the 
residue of her estate to the A. M, R. F. 

CHANGE OF ADDRESS 

If you change your address please notify The 
Journal at least six weeks before the change is 
made. Include the address label clipped from )'Our 
latest copy of The Joubnal, being sure to clearly 
state both your old and new address. If your city 
has Postal Zone Numbers, be sure to include this- 
Zone Number in ydiir new address. 
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THE PRESIDENT’S PAGE 

A MONTHLY MESSAGE 



Most American physicians probably never have 
attended a state or national medical meeting at 
which there were no scientific exhibits, no scientific 
program, and no commercial displays. Recently I 
attended such a session, the second congress of the 
Brazil Medical Association held in the bustling city 
of over 600,000. 

Despite the lack of scientific acti\'ities, approxi¬ 
mately 500 Brazilian physicians, or 5% of the 10,000 
membership, attended tlie meeting of the seven- 
year-old Brazilian Medical Association. For days— 
and nights—these physicians worked on socioeco¬ 
nomic problems in workshop conferences and in 
the House of Delegates. 

I was invited to speak to the Brazilian physicians 
on the subject of the private practice system of 
medicine, free enterprise, voluntary health insur¬ 
ance, and the scope of government medicine in the 
United States. I was given an entire morning on 
die program. After my hour-long address, in which 
I e.xplained, defended, and promoted our American 
system, I was asked scores of questions. 

On the previous day the deputj' minister of 
health of Great Britain was allotted the morning 
session to outline the British national health plan 
and to answer questions. 

The two of us v'ere the featured foreign speak¬ 
ers, and I assure you that we tangled verbally but 
amicably many times over the merits of .our respec¬ 
tive systems. 

I believe that die I’oung Brazil Medical Associa¬ 
tion and its member-physicians have great poten¬ 
tial. With the freedom to function as an association 
of private practitioners and vath the freedom to 
practice personal medicine as individual physicians, 
the association and doctors can bring the best 


medicine to the most people in Brazil. Of course, 
their challenges and opportunities are many, but 
having witnessed the physicians’ dedication to 
work, I see no reason why the quantity and qual¬ 
ity of medical progress there cannot be rapid and 
all-encompassing. 

Already man)' Brazil hospitals are e.xcellently 
equipped. The surgery I saw performed was as 
good as an)' I have seen in the United States. And 
Brazil has hundreds of well-trained physicians in 
all the specialties and in general practice. 

As I saw it, however. Brazils public health and 
sanitation facilities must be improved if many of 
die communicable diseases are to be prevented. 
For e.xample, it is necessary' to drink bottled water 
in all cities. Tropical diseases, too, are w'idespread 
and they are not being brought under control as 
rapidly as they probably could be. 

The nation also has a medical school problem. 
While there are fine institutions in the country, 
there are many, many diploma mills in operation. 
These have arisen because there is no licensure of 
physicians. 

Physicians of Brazil have e.xpressed to me their 
desire of closer association with American medi¬ 
cine, and I hope that we can cooperate with them 
in solving some of the same health and medical 
education problems that we have had to deal with. 
They also would like to send more of -their people 
here for training. This too I hope can be done in 
the interests of improved medicine and medical 
care in Brazil and in our Western Hemisphere. 
My experience in Brazil has warned me that if we 
do not offer our assistance, others certainly will. 

Louis M. Okb, M.D. 

Orlando, Fla. 
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COUNCIL ON NATIONAL DEFENSE 


REGIONAL CD CONFERENCE 

Tlie central tlieme of the fifth regional meeting 
of the A, M, A. Committee on Disaster Medical 
Care was tlie heightened interest evident in prepar¬ 
edness for disaster when natural or industrial dis¬ 
aster, rather tlian the enemy inflicted nuclear holo¬ 
caust, is emphasized. The Committee met in San 
Francisco on Sept. 26, 1959, with representatives 
of the medical societies of California, Nevada, and 
Utah of OCDM Region 7 and of Idaho, Oregon, 
and Washington which are in OCDM Region S. 

As at the four prior regional meetings of the 
Committee, the state reports on the status of medi¬ 
cal preparedness for disaster ranged w'idely from 
that of California where planning, programming, 
and funding have resulted in a high degree of 
capability to Oregon with its funding and other 
problems and Idaho where the general lack of in¬ 
terest was receirtly dispelled somewhat by the Yel¬ 
lowstone National Park earthquake. It was agreed 
that the local disaster is the best stimulant to inter¬ 
est in medical as well as general public prepared¬ 
ness for disaster. A fire in Nevada in 1957 and a 
recent e-vplosion in Oregon greatly stimulated dis¬ 
aster medical care activity as did the earthquake 
in Idaho. California has long emphasized prepara¬ 
tion for natural disaster. 

Prior regional meetings of the Committee on Dis¬ 
aster Medical Care of the Council on National De¬ 
fense were held in Atlanta, Dallas, Boston, and Col¬ 
orado Springs. The next meeting will be held in 
Chicago on Jan. 23, 1960. 

COUNTY MEDICAL SOCIETIES CIVIL 
DEFENSE CONFERENCE 

Medical and health personnel will be acquainted 
with some of the vital activities that local physi¬ 
cians and individual groups are doing in the field 
of medical preparedness for disaster at the confer¬ 
ence at the Morrison Hotel in Chicago on Nov. 7-8, 
1959. 

Two reports at the conference will evaluate the 
hospital and medical disaster programs in opera¬ 
tion during the school fire at Our Lady of the 
Angels’ school in Chicago on Dec. 1, 1958, and the 
tornado which hit St. Louis this year. Top medical 
authorities will also report on j)reparedness and 
participation in civil defense programs in the fed¬ 
eral government and at the state and local level. 
In addition, on Saturday afternoon, at workshop 
sessions, the conferees will discuss specific civil 
defense medical and health topics. 

Highlights of the program will be talks by Con¬ 
gressman Melvin Price on the environmental and 
biological effects of nuclear attack, and by Major 


General Marshall Stubbs, chief chemical officer of 
the Army, on what everyone should know about 
chemical and biological warfare. 

The registration fee of $10 includes two lunch¬ 
eons. Those planning to attend the conference are 
urged to register in advance b)' notifying tire Coun¬ 
cil on National Defense, which annually sponsors 
this conference. 

SAN ANTONIO’S MISSILE AGE 
HOSPITAL 

The Office of Civil and Defense Mobilization lias 
agreed to provide $300,000 for a nuclear surx'ival 
complex to be built under the proposed $20,000,000 
Southwest Texas Methodist Hospital at San An¬ 
tonio. As reported in the April 1959 issue of the 
Review, the hospital uull have in addition to its 
five stories above ground two, floors below ground 
which will be constructed of reinforced concrete 
and will be designed to withstand any disaster. 
The hospital also will have its own power plant, 
underground water wells, and food stocks. In an 
emergency, the upper floors could be vacated and 
the hospital could operate for 30 days unthout ac¬ 
cess to the outside world. Other advanced features 
include a helioport where emergency patients can 
be flown by helicopter service; a closed-circuit TV 
system which null keep the nurse in contact with 
each patient; tele-theimometers capable of taking 
the patient’s temperature from a distance; an elec¬ 
tron beam generator which will disinfect virtually 
everything touched by human hands; and radar 
ranges to cook a full course meal by microwav'es 
in 45 seconds. 

REGIONAL CD UNDERGROUND 
CENTER 

The First Session of the 86th Congress provided 
$2,400,000 to finance construction of a regional civil 
defense underground center at Denton, Texas. In 
the event of enemy attack, tlie center will insure 
decentralized federal guidance for Office of Civil 
and Defense Mobilization Region 5 which includes 
Te.xas, New Me.xico, Oklahoma, Arkansas, and 
Louisiana. The facilities wilt also serve as an alter¬ 
nate National Control Center for civil defense 
should the OCDM establishments at Washington, 
D. C., and Battle Creek, Mich., be destroyed. The 
center will have a high degree of protection against 
blast and will be completely self-contained and 
permit sustained operations under adverse condi¬ 
tions of radioactive fall-out as well as chemical or 
biological warfare agents. The structure is planned 
to serve as a prototype for other regional defense 
headquarters. 
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SOME OBSERVATIONS ON FINANCIAL ASSETS OF THE AGED 
AND FORAND-TYPE LEGISLATION 

Arthur Kemp, Ph.D., Leonard W. Martin, Ph.D. 
and 

Cynthia Harkness, B.A., Chicago 


The famous British economist. Alfred Marsliall, 
wrote many years ago: “Experience in controversies 
. . . brings out the impossibility of learning anything 
from facts till they are examined and interpreted by 
reason; and teaches that the most reckless and 
treacherous of all theorists is he who professes to 
let facts and figures speak for themselves. ...” * 
The wisdom of this observation is forcefully brought 
home by an examination of the literature surround¬ 
ing the report of the Department of Health, Edu¬ 
cation, and Welfare to the Committee on Ways and 
Means concerning hospitalization payments for 
beneficiaries of old age, survivors, and disability 
insurance (OASDI) and by the hearings conducted 
in July, 1959, by that committee on H. R. 4700 
introduced by Rep. Aime J. Forand (D.) of Rhode 
Island. A striking feature of both the report and 
the testimony favoring the bill is the bias resulting 
from an almost complete lack of consideration of 
the assets of persons aged 65 and over and the al¬ 
most exclusive emphasis on their cash income 
position. 

Income—One of Many Measures 

Even a cursory consideration of the problem 
should convince the reader that emphasis on money 
income tends to obscure the fact that many people 
aged 65 are at last reaching the time when they can 
retire on their savings. Why should it be diflScult 
to understand that persons over 65 years of age, 
who have retired, have a lower income than those 
under 65 years of age who are still working and 
have not retired? Indeed, in a fairly prosperous 
society' not devastated by inflation, one would e.\- 
pect a large proportion of those over 65 years of 
age and retired to be more comfortably off than 
those still at work. 

Repeated again and again is the statement that 
about three-fifths of all persons 65 years or older 
had less than $1,000 money income in 1958. This 
statistic is presented in an article on money income 
distribution of the aged prepared by Lenore A. 
Epstein of the division of program research. Office 
of the Commissioner, Social Security Administra¬ 
tion, which appeared in the June, 1959, issue of the 

Director (Dr. Kemp), Assistant Director {Dr. Martin), nnd Research 
Assistant (Miss Harkness), Economic Research Department, American 


Social Security Bulletin. Precisely the same state¬ 
ment was made by Wilbur J. Cohen before the 
Senate subcommittee on problems of the aged on 
June 16,1959, and by Katherine Ellickson, assistant 
director of the Social Security Department of the 
AFL-CIO, as author of a bulletin issued June 23, 
1959. On the same day Dr. Basil C. MacLean, 
president of the Blue Cross Association, stated in 
virtually the same words the same statistic at the 
Universit}' of Michigan’s, 12th Annual Conference 
on the Aging at Ann Arbor, Mich. \Vhether or not 
the source of these statements was the report of the 
Secretary' of Health, Education, and Welfare to the 
Committee on Ways and Means one cannot say, but 
the statement does appear in the report dated April 
3, 1959, on page 8; “Thus, both in 1956 and 1957 
tliree-fifths of all people 65 and over had less than 
$1,000 in money income. . . 

Let us accept this statistic as a fact. Indeed, those 
who repeat it appear to accept it without question 
and to consider that it speaks for itself. This statis¬ 
tic, combined with the assumption that income is 
a sufficient measure of financial status, implies that 
the aged as a group suffer from poverty and priva¬ 
tion because of their low incomes in a generally 
prosperous societj'. The implication can be ques¬ 
tioned'if one points out an equally accurate sta¬ 
tistic, namely, tliat in 1957 almost one-half of ali 
persons over 14 years of age also had incomes of 
$1,000 or less per year. Looking further one finds 
that 47% of all persons between die ages of 14 and 
65 had incomes of $1,000 or less per year in 1957.“ 
Yet, it also is true that the median family income 
in 1957 was approximately $5,000 per year. 

Misleading Arrangement of Data 

Can all diese things be true? Can there he a 
median family income of $5,000 per family while 
almost one-half of all persons earn $1,000 or less 
per year? The answer is yes. Both statements are 
true, and after a very little reflection it is not sur¬ 
prising that one can obtain such a high percentage 
of those aged 65 or over who have incomes of $1,000 
a year or..less,- or -even that one can obtain such a 
high percentage of all persons over the age of 14 
years with such incomes. Parenthetically, of course, 
one would not be surprised to find the incomes of 
those under 14 years of age exceptionally low in- 

fnr mimli fKo cnm^s r^ijcnn 
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The important fact to be remembered is that the 
money income figures cited by the Department of 
Health, Education, and Welfare and others refer to 
individual and not to family income. In other 
words, let us imagine that a club is composed of a 
number of persons and their respective Inrsbands 
or wives and that the conditions of membership in 
the club are (1) that only one member of each 
family be an income earner and (2) that the average 
income per family be in c.vcess of $20,000 per year. 
This is the club. By using the same statistical 
technique or formulation as that employed by the 
Department of Health, Education, and Welfare, 


Growth in Assets of the Aged 

An examination of the Federal Reserve Board’s 
annual sample Survey of Consumer Finances re¬ 
veals some interesting and supporting evidence con¬ 
cerning the aged’s liquid assets and the rate at which 
those assets have been accumulating between 1949 
and 1958. These are shown graphically in the figure. 
Between these two years, persons aged 65 and over 
accumulated liquid assets faster than any other age 
group. During this period the proportion of the 
aged group’s ownership of liquid assets rose from 
68 to 74%.'’ This means that in 1958 nearly three out 


I —: ~ Total lor nil holdmv's. 
r $500 and over 
tSa $2,000 and over 



18-24 "STARS 25-31 STARS 35-4<l YEARS 45-51 YEARS 55-64 YEARS 65 YEARS + OVER 


. Percentage distribution of liquid asset holdings of spending units, by age of head of spending unit, 1949 and 1958. (Source: 
Fed. Res. Bull. 3Ss911 [Aug.] 1949; 44:1055 [Sept.] 1958.) 


"No cases reported or less than % of 1%. 


one-half (50%) of the members of that club have 
incomes of less than $1,000 per year (zero incomes, 
in fact) and, so long as the same conditions exist, 
will continue to have zero incomes even though 
the average income per person for the club has to 
he, by the very conditions of membership, in excess 
of $10,000 a year. 

All of this leads to the conclusion that money in¬ 
come of the aged population, arranged on a per 
capita basis, is an insufiicient and misleading meas¬ 
ure of financial status. An appropriate measure of 
the aged’s financial status should'include also non- 
monetarj' income, assets, and other resources. 


of every four persons aged 65 or over oxraed liquid 
assets in some form. In contrast the percentage of 
persons 55 to 64 years of age who owned liquid 
assets dropped to 71% in 1958, while the average for 
all groups between the ages of 18 and 64 years rose 
from 71 to 73%. 

The proportion of those aged over 65 who had 
liquid assets of $2,000 or more increased from 30% 
in 1949 to 40% in 1958; for liquid assets of $500 or 
more, the respective increase was from 50 to 57%. 
It should be noted that, generally speaking, the 
proportion of those over 65 years of age who have 
liquid assets of $500 or more, $2,000 or more, and 
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$5,000 or more is higher than for any other age 
group. The Federal Reserve Board’s annual sample 
Survey of Consumer Finances also revealed that in 
195S the group aged 65 and over gained the highest 
median value in liquid asset holdings—$800 for all 
aged persons and $2,450 for the 74% holding liquid 
assets.'*" 

Table 1.—Distribution of Liquid Asset Holdings and 
Incomes in Age Groups" 


K:irly lUoS 


Aue of Head of SiwiHlInK Unit 

18 t<j 24. 

Spendinjr 

Units 

with Liquid 
,\KsetR of More 
Than s.Vki, % 
l.‘> 

Spcniiln^f 

Units 

witli Incomes 
of 

or More. % 
4(5 


33 

81 

to 44. 

4.*» 

N't 


M 

80 

-M to fit. 

.■>0 

.58 

»>’» or over. 

.V5 

27 


* Source: Tlie Pintmciul Position of (’onsiimers, rederni Reserve IRil* 
letin 44:10 .*j 2 (Sent.) tinrl correspondence with James X. Mortrun, 
Ph.i).. Prot'rnni Director, rnlver<lty of Michittnn Stirvey Recenreh 
Tenter, Ann Aihor, Mich, 

It should be emphasized that these are the gross 
data for liquid assets only. Liquid assets, as defined 
by tlie Consumer Finances Survey, include savings 
accounts in banks, postal savings accounts, shares in 
savings and loan associations and credit unions, 
checking accounts, and savings bonds. Excluded are 
homes and other real estate, stocks, and bonds other 
than savings bonds. If it were possible to take into 
accoimt oxvnership of equih' securities and less 
liquid assets, the discrepancy in asset holdings be¬ 
tween the aged and others probably would be even 
greater than the liquid asset data alone can illus¬ 
trate. This observation follows from the fact that 
generally the aged have more of such assets than is 
commonly realized. Moreover, their net asset posi¬ 
tion is clearly better than that of others since their 
indebtedness is low and their homes are character¬ 
istically owmed mortgage-free. 

The aged are above average in the percentage of 
persons having savings in liquid form, and this 
percentage has been shifting in favor of the aged 
group although tlie jmunger age groups would 
normally be thought to have a greater earning 
power. In September, 1958, the FcdcraJ Reserve 
Bulletin concluded that “There was a marked tend¬ 
ency ... for the frequency of large holdings— 
particularly of savings accounts or shares—to in¬ 
crease with age. One-half of the savings deposit 
holders who were 65 or older had $2,400 or more in 
this form, compared with a median of $720 for 
all holders.’’’ 

The Relation of Assets, Income, and Age 

One normally e.xpects to find a positive correlation 
between annual money income and the size of liquid 
asset holdings. But, here again, because the logical 
relationship is between liquid asset holdings and 
total money income earned over a lifetime rather 


than annually, the correlation cannot be e.\-pected 
to be as high for those in the age group over 65, a 
large proportion of whom have retired. Surely there 
is a relationship between savings and income; but 
more significant is the relationship of age to savings 
despite the relationship of age to income. 

Table 1 provides distributions of both liquid 
asset holdings and incomes with respect to age and 
reveals most clearly tliat savings tend to rise almost 
continuously with age. The percentage of spending 
units with liquid assets of more than $500 early in 
1958 rose with age except for the age group 55 to 61, 
which is reported to be an age group severely hit by 
the 1957-1958 recession. 

The relationship of income to age is considerably 
different from that of savings to age. Consequently, 
asset holdings did not move in the same direction as 
income for all age groups. The percentage of spend¬ 
ing emits with an income of $3,000 or more rose over 
the three youngest age groups, fell slightly for the 
fourth, and declined sharply for the groups aged 
55 and over. Yet the percentage with liquid assets of 
$500 or more continued to rise tlirough age 54 and 
slipped only slightly for the age group 55 to 64, 
despite the sharp decline in percentage of units witli 
incomes over $3,000 for that group. Moreover, the 
percentage of those with incomes of $3,000 fell 
sharply in the 65 and over age group, while savings 
(liquid asset holdings of $500 or more) reached 
the highest percentage in this age group. 

Mdien, as in table 2, the asset holding data are 
ananged within income groups, some further en- 
dence of the relationship of income to savings is 


Table 2.—Relation Between Age, Income, and Savings" 

% Who Are Si with Liquid Vo with Ltqulii 
.Vj:e t»f Hc’nd of Liquid Asset Assets of ^ 

SiH'udiiij; Unit Holders ^">00 or More $2,000 or More 


SpendinK Ciuts with Inctuncs of j^ 8,000 or Less, IOaS 


IS 

to 24... 

,11 

.'j 

2.'’> 

to 34. 

34 

1C 

3.-» 

to 44. 

45 

23 

4.5 

to 54. 

40 

2fi 

.Vi 

to «4. 

51 

20 


or over. 

.... 05 

45 


t 

3 

32 

1(1 

30 


SpeiitliniT Units with Incomes Between .$3,000 and $5,000, lO.'tS 


IS to 24. 72 17 

ilto.34.... (57 21 ^ 

iCt to 44. OS 27 

4--. to 54. 78 40 2* 

.‘»5 to (54. 72 40 

u:* or over. (K) 81 


• Source: Derived from tiilile LAT «. Study Bm. for the 
liehnvior ProKram, UniverMty of Michigan Survey Re«C5ircn tcnier, 
Ann Arbor, Mich.. 30.‘>8, unpublished data. 

4 Le«s than 0.5%. 


revealed. In eveiy respect the percentage of spend¬ 
ing units with any assets at all or of tlie specified 
sizes was greater when the income was greater- 
■$3,000 to $5,000 as compared witli those of $3,000 
or less. However, with rare e.xceph'ons the per¬ 
centages of spending units with assets increased 
with the age of the head of the spending unit. The 
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exceptions occurred only in the IS to 24 and 55 to 

64 age groups. Evidently savings are not determined 
by income alone. 

Indeed the size of the percentages for the 
group aged 65 and over is striking, ^^dule almost 
75% of the aged had incomes of $3,000 or le.ss 
(in 1957), nearly half of them in this income brack¬ 
et owmed liquid assets of $500 or more in 1958, and 
30% had liquid assets x’alued over $2,000. Similarly 
the aged had the highest percentages among those 
with incomes ranging between $3,000 and $5,000. 
Eight of every 10 spending units in the age group 

65 and over held assets of $500 or more and 5771 bad 
liquid holdings x’alued at $2,000 and above. 

This docs not mean, of course, that all persons 
over 65 years of age are rich and all those under 65 
poor. It does suggest, however, that the problem of 
the aged is not simply one of age, or ex'en one of 
money income and age. The problem is not a 
group problem; to the extent that it can be argued 
that some persons cannot afford medical care, the 
argument calls for either an extension of the de¬ 
ductible provision in income tax law's or. at most, 
for some subsidization of the poverty-stricken. 

Conclusions 

It should be apparent that the use of money in¬ 
come alone in assessing the financial status of those 
over 65 years of age may lead to erroneous con¬ 
clusions. The relatively substantial liquid assets of 
those over 65 years of age are of great importance. 
These observations raise some questions as to the 
desirability, and even the sincerity, of legislative 
proposals designed to compel those under 65 years 
of age to pay for the medical care costs of those 
over 65, regardless of financial status. Certainly, in 
many individual cases those over 65 are better able 
to afford medical care than those under that age. 

Physicians and others whose efforts are devoted 
to providing the best quality of medical care and to 
preserving and e.xtending human life should not 
overlook the implications of programs draw'n up by 
an alliance of “experts” with a vested interest in 
governmental activities and politicians seeking elec¬ 
tion or reelection. There are indeed chronic prob¬ 
lems of aging and the aged, but, above all else, they 
are individual problems of individual human beings. 
Moreover, if governments will refrain from engag¬ 
ing in acth'ities sure to destroy the purchasing 
power of people’s accumulated dollars, the problem, 
at most, is temporary. Instituting a permanent pro¬ 
gram and a new' bureaucracy to provide govern¬ 
mental health care for the aged, regardless of need, 
supplies a “cure" that may be worse than the 
“disease” in its ultimate effects on individual free¬ 
dom and a free society. 

Alfred Marshall, w'hose astute w'ords w'ere quoted 
above, raised the pertinent question more than a 
quarter century ago w'hen he asked: 


Wliy should it bo left for impetuous soeialists and ignorant 
orators to cry aloud that none ought to be shut out by the 
want of material means from the opportunity of leading a 
life that is worthy of man? Of those who throw their whole 
souls into the discussion of this problem, the greater part 
put forth hastily coneeived plans which would often increase 
the evils that they desire to remedy... 

References 

1. .\femorials of Alfred Marshall, edited by A. C. Pigou, 
New York, Kelley and Millman, Inc,, 1925 (reprinted 1956), 
p. 167. 

2. Ho.spitalization Insurance for OASDI Beneficiaries, Re¬ 
port Submitted to the Committee on Ways and Means by 
the Secretary of. Health, Education and Welfare in Com¬ 
pliance with House Report 2288, 85th Congress, .A.pril 3, 
1959, p. 8. 

3. Ciu-rent Population Reports, Series P-60, no. 30, United 
States Department of Commerce, Bureau of the Census, 
(Dec.) 1958, p. 33. 

4. (n) Financial Position of Consumers, Federal Reserve 
Bulletin -14:1055 (Sept.) 1958. (b) Financial Position of 
Consumers, ibid. Jl.lrOll (Aug.) 1949. 

5. Financial Position of Consumers, Federal Resen,-e Bul¬ 
letin 44:1033 (Sept.) 1958. 

6. Pigou,’ p. 173. 


GOVERNMENT SERVICES 


NAVY 

Naay Flight Surgeons.—If you have not been re¬ 
ceiving your copy of 'Contact! the annual new's 
magazine published by the Naval School of A\ia- 
tion Medicine, please send your name and address 
to the editor, (iapt. Philip B. Phillips, M. C., U. S. N., 
Naval Aviation Medical Center, Pensacola, Fla., so 
you may be put on the mailing list. The latest issue 
was distributed in October. 

PUBLIC HEALTH SERVICE 
Symposium on Venereal Diseases.—The Eleventh 
Annual Symposium on Recent Advances in the 
Study of Venereal Diseases w'ill be held April 7 and 
8, 1960, in the Palmer House, Chicago. The ses¬ 
sions W’ill be open to all physicians and w’orkers in 
allied fields w'ho are interested in the venereal dis¬ 
eases. This sj’mposium, sponsored jointly by the 
American Venereal Disease Association and the 
Public Health Service, wall follow a venereal dis¬ 
ease seminar for public health personnel w'hich 
begins April 4. Anyone w’ishing to present a scien¬ 
tific paper on a subject related to venereal diseases 
should mail preliminary abstracts before Nov. 25 to 
Dr. William J. Browm, program committee chair¬ 
man, in care of the Venereal Disease Branch, Com¬ 
municable Disease Center, 50 Seventh St., N. E., 
Atlanta 23, Ga. Preliminaiy' absfracts should give 
information sufficient to assist the program commit¬ 
tee in making a decision as to their acceptance or 
rejection. Authors of accepted papers w'ill be noti¬ 
fied before Jan. 15. Final abstracts not e.xceeding 
500 w'ords wall be required by A'larch 1. 
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ALASKA 

Increase in Poliomyelitis.—Between Jan. 1 and 
Sept. 1, a total of 12 cases of poliomyelitis in Alaska 
were reported to the Alaska Division of Health. 
Only two cases were reported for the entire year of 
1958. Seven of the 1959 cases were in Eskimos 
from the lower Kuskokwim River Area. Nine of the 
patients were infants 15 months to 3 years of age, 
two were children 7 and 9 years old, and one was 
a 47-year-old man. More than half of the cases 
were reported as paralytic, whereas the ts'pe of 
poliomyelitis was not stated for four and one was 
described as nonparalytic. In August a member of 
a grouiJ of 60 student tourists died of bulbar polio¬ 
myelitis at Whitehorse, Canada, en route from 
Fairbanks. After a temporary' shortage of vaccine, 
the Division of Health supply was replenished in 
August. 

CALIFORNIA 

Annual Scientific Symposium.—The San Diego 
Academy of General Practice will hold its annual 
scientific symposium at the Hotel Riviera, Las 
Vegas, Nev., Nov. 12-14. Speakers on the program 
are as follows: Dr. Charles W. Mayo, Rochester, 
Minn.; Dr. William P. Thompson. Los Angeles; 
Dr. James E. M. Thomson, Lincoln, Neb.; and Dr. 
Robert E. Ryan, St. Louis, Mo. The banquet is 
planned for Nov. 12, 8 p. m. The symposium is 
approN'ed for category I credit by the American 
Academy of General Practice. For information, 
write Dr. Harold P. Peterson, 5950 El Cajon Blvd., 
San Diego 15, Calif. 

COLORADO 

Open University Hospital Sen'ice,—The new War- 
denburg Student Health Center, offering the Uni- 
versit)' of Colorado Boulder campus its first hospital 
service in 33 years, opened Sept. 21. The million- 
dollar sandstone infirmar)' has a staff of 52 includ¬ 
ing physicians, nurses, and technicians. A gift from 
alumni Mr. and Mrs. F. A. Wardenburg, Wilming¬ 
ton, Del., it fills a gap in medical care that the 
university has felt since the medical school mor'ed 
to Denver in 1925. Students, w’ho previously ob¬ 
tained hospital care from dowTitown Boulder facili¬ 
ties, with costs partly paid through student health 
insurance, will have access to the new' campus hos¬ 
pital facilities witliout additional cost. Serious ill- 

Fhysicians are imitcd to send to fids dep.irtmenf items of ness-s of 
ccneral interest, for e.xample. those relating to societs- actisities, oesv 
hospitals, education, and public health. Programs should 1>e received 
at least three weeks before the date of meeting. 


ness and surgeiy will be treated at off-campus 
hospitals. The new' building offers almost full hos¬ 
pital and clinical care. 

CONNECTICUT 

Dr. Dublin Receives Health Medal.—Louis 1, Dub¬ 
lin, Ph.D., Westport, is the 1959 recipient of the 
American Public Health Association’s Sedguid 
Memorial Medal “for distinguished service in public 
health.” Dr. Dublin retired as second vice-president 
and statistician of the Metropolitan Life Insurance 
Company in 1952 after 43 years w'ith the company, 
and since then has served as consultant to the 
Institute of Life Insurance on community health 
and w'elfare activities. 

FLORIDA 

Dr. Anderson Honored.—Dr. William A. D. Ander¬ 
son, chairman, deprarfment of pathology, University 
of Miami School of Medicine, Coral Gables, re¬ 
ceived the annual aw'ard of the Scientific Products 
Foundation “for tlie moft outstanding contribution 
to the improvement of laboratory techniques." The 
aw'ard w'as presented by tire College of American 
Pathologists, of w'hich Dr. Anderson is a past- 
president. 

ILLINOIS 

General Practice Meeting in Chicago.—The 12fh 
annual scientific assembly of the Illinois Academy 
of General Practice w'ill he held Nov. 9-12 at the 
Morrison Hotel, Chicago. The Congress of Dele¬ 
gates W'ill meet Nov. 9 w'ith Dr. Mladen Mijano- 
vich, of Marengo, speaker, presiding. Dr. Robert E. 
Heerens, Rockford, president of the academy’, wii' 
open the first scientific session w'ith an address. 
Papers to be presented by oiit-of-state speakers 
include the follow’ing: 

Heart Disease the World Over, Dr. Paul Dudley WhitCi 
Boston. . 

.Management of the Listless Patient, Dr. Paul E. Cwig, 
Tulsa, Okia. 

The Treatment of Insomnia by the General Practitioner, 
Dr. Leo H. Bennan, Norwalk, Conn. 

Common Sense Approach to Diagnosis of Fluid Imbalance.':, 
Dr. William D. Sniveley Jr,, Evansville, Ind. 

Mucolytic Agents in the Therapy of Respiratory Diseases, 
Dr. Meo'l M- Fenton, Detroit. , „ 

Practical Considerations in the Prophylaxis of Rabies, uf- 
Franklin B. Peck Jr., Indianapolis. „ 

Carcinoma of tlie Thyroid; A Therapeutic Problem, Dt, 
John W. Cline, San Francisco. ■ ■ _ 

Hormone Therapy in Early or Que.stionable Pregnancy, Dr- 
Harold A. Schwartz, Chattanooga, Tenn. 

ACTH and Corticosteroids in Allergy, Dr. Stanley F. Hamp¬ 
ton, St. Louis. 
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Two panel discussion.s- arc planned: “Ilo.spitals—the 
Pri\’ileges and Re.sponsibilifies of the Medical Staff 
Which E.spccially Concern the G. P.” and “Steroids 
-\Vhen Arc They Useful? Arc They Harmful?” The 
annual dinner dance will be held Nov. 11, 7:30 
p. in. E.vhihi(s are planned. The program is accept¬ 
able for 10 hours category I credit. For information, 
write the Illinois Academy of General Practice, 
14 E. Jackson Blvd., Chicago 4. 

Chicago 

Hospital Anniversary Program.—The medical staff 
of Mount Sinai Hospital celebrated the 40th anni- 
versars' of the hospital founding v'ith a scientific 
program Oct. 30 in the Leopold Kling auditorium 
of the nurses’ residence. The speakers were Dr. Ben 
W. Lichtenstein, president of the medical staff and 
attending neuropsychiatrist; Homer W. Smith, 
Sc.D., professor of physiology, New York Univer- 
sity-Bellevue Medical Center. Dr. Lichtenstein pre¬ 
sented “Multiple Sclerosis” and Dr. Smith, “Sodium; 
Five Hundred Million Years of Struggle with Too 
Little or Too Much.” 

Symposium on Cerebral Vascular Disease.—The 
Chicago Heart Association will present a sympo¬ 
sium on cerebral vascular disease at the Knicker¬ 
bocker Hotel, Saturday, Nov. 7, 2-5 p. m. Dr. J. C. 
Paterson, professor of medical research, Universify 
of M^'estem Ontario, London, Canada, will serve as 
chairman of the program, which includes the fol¬ 
lowing papers and speakers: 

Cerebral Atherosclerosis—Histopatliology, Patliogenesis, and 
By-Products, Dr. Matthew T. Moore, Pliiladelpliia. 

The Clinical Pattern in Certain Types of Occlusis’c Cere¬ 
bral Vascular Disease, Dr. Clark H. Millikan, Rochester, 
Minn. 

Recent Trends in the Therapy of Cerebral Vascular Disease, 
Dr. Sigmund N. Groch, New York City. 

The following Chicago pl^sicians will serve as 
discussants on the program: Drs. Orville T. Bailey, 
Wendel J. S. Krieg, Irving C. Sherman, Richard B. 
Richter, and Raymond A. Clasen. For information, 
write the Chicago Heart Association, 22 W. Madi¬ 
son St., Chicago 2. 

Meeting to Discuss Internship.—A nationwide meet¬ 
ing on “The Future of the Internship” will be con¬ 
vened at Michael Reese Hospital and Medical Cen¬ 
ter, Saturday, Nov. 28. The special session, to which 
medical students, physicians, and educators have 
been invited, will take place in Rothschild Audi¬ 
torium, 2816 Ellis Ave., from 9:30 a. m. to 12:45 
p. m. Dr. Rachmiel Levine, director of medical 
education at Michael Reese, stated that "The pro¬ 
gram is an attempt to evaluate which type of 
postgraduate training is best suited to present-day 
medicine.” The internship of the present and Uvo 
views of its future will be discussed by Dr. E. Hugh 
Luckey, chairman, department of medicine, Cor¬ 


nell University Medical College, New York CiW, 
and Dr. Victor Johnson, Rochester, Minn., director 
of the Mayo Foundation for Medical Education and 
Research. “The Internship as It Appears to Today’s 
Interns” will be reviewed by Dr. Richard H. Saun¬ 
ders Jr., Rochester, N. Y., director of the inteniship 
study. Association of American Medical Colleges. 
A panel discussion will complete the half-day ses¬ 
sion. The meeting is open to interested medical and 
educational personnel. It is sponsored by the ad¬ 
ministration of Michael Reese. 

KANSAS 

Dr. Frederickson Appointed Section Head.—The 
University of Kansas School of Medicine in Kansas 
Cit\' announced the appointment of Dr. Evan L. 
Frederickson to the staff as head of the section of 
anesthesiology and professor of surger)', effective 
Sept. 1. He was an assistant professor in anestliesi- 
ology in that section from 1953 to 1955. Dr. Fred¬ 
erickson comes to Kansas from the University of 
Washington, Seattle, where he was associate pro¬ 
fessor in pharmacology' and anesthesiology. 

MASSACHUSETTS 

Dedicate Industrial Rehabilitation Unit.—Tlie newly 
completed Industrial Rehabilitation Unit of the 
Boston University-Massachusetts Memorial Hospi¬ 
tals Medical Center, located on the seventh floor of 
Robinson Building at 750 Harrison Ave., was dedi¬ 
cated Oct. 1. The unit is headed by Dr. Henry J. 
Bakst, of Brookline, chief of the rehabilitation unit. 
It serves as a ti-aining facility for physicians, 
nurses, social workers, physical therapists, and med¬ 
ical students and provides care for patients with 
severe handicaps. The unit was formerly housed 
at Haynes Memorial Hospital. 

MICHIGAN 

Annual General Practice Meeting.—The 13th annual 
fall Postgraduate Clinic presented by the Michigan 
Academy of General Practice and the Wayne 
County Academy of General Practice will be held 
Nov. 11-12 at the Sheraton-Cadillac Hotel, Detroit. 
Dr. Clark W. Royer, Battle Creek, president of the 
Michigan academy, will preside at the first session. 
The program is arranged as a series of symposiums 
and panel discussions under the following titles: 

Symposiums 
Modern Therapy 
Cardiovascular Disease 
Obstetrics 
Tranquilizers 
General Medicine 
Panels 

Bum Therapy 

Corticosteroids in General Practice 
Newer Therapy 

ScientTg^nd technical e.xhibits are planned; The 
progr-Oi^ncludes 33 guest speakers. There is no 
registfSion fee, and academy members will be 
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allowed 11 hours category I credit for attendance. 
For information, wite Dr. Francis P. Rhoades, 
970 Maccabees Building, Detroit 2. 

MINNESOTA 

Lecture by New Zealand Surgeon.—Mr. Douglas 
Robb, senior thoracic sirrgeon to the Green Lane 
Hospital in Auckland, New Zealand, and prochan¬ 
cellor of the University of Auckland, delivered the 
12th annual Judd-Plummer Memorial Lecture at 
the 37th annual meeting of the Alumni Association 
of tlie Mayo Foundation in Rochester. Mr. Robb 
presented “The New Zealand Medical Service: An 
Appraisal” on Oct. 9. 

Name E.veeutive Director for Medical Foundation.— 
Mr. Eivind Hoff Jr., Minneapolis, was named e.vecu- 
tive director of the Minnesota Medical Foundation, 
a nonprofit facult>'-alumni-public group sen'ing the 
Medical School at the University of Minnesota. The 
1,200-member foundation, established in 1930, an- 
'nually awards about two dozen scholarships to 
universits' medical students; raises funds for various 
programs supporting the school; and publishes a bi- 
w'eekly scientific journal, the Universitij of Minne¬ 
sota Medical Bulletin. Mr. Hoff, first full-time 
staff person in two decades of foundation history, 
was director of professional education and public 
relations for the Minnesota Heart Association 
since 1955. 

NEVADA 

State Medical Election.—The following is the result 
of election of officers of the Nevada State Medical 
Association at the annual meeting in Reno Aug. 22: 
Dr. Ernest W. Mack, Reno, president; Dr. Wesley 
W. Hall, Reno, president-elect; Dr. William A. 
O’Brien III, Reno, secretar)f-treasurer; Dr. Earl N. 
Hillstrom, Reno, alternate delegate to the A. M. A.; 
iind Dr. Roland W. Stahr, Reno, immediate past- 
president. Dr. Hall will also serve as delegate to the 
A. M. A. House of Delegates. 

NEW YORK 

Graduate School of Psychiatry.-The New York 
State Department of Mental Hygiene opened a 
graduate school of psychiatr}^ devoted to basic and 
advanced psychiatric education for its medical 
personnel on Sept. 14. Knoum as the New York 
School of Psychiatrj% the school operates under a 
provisional charter granted by the board of regents 
of tile University of the State of Neu' Yoi'k :md 
offers a three-year training program. Prior to the 
completion of the organization of the school, the 
program was operated temporarily on a two-year 
basis. The new school serves tlie staffs of Brookljm, 
Creedmoor, Kings Park, Pilgrim, and Centr6,l,J,slip 
state hospitals and tVillowbrook State Scl^^ 'i’he 
graduate school is quartered in the medical-sl^gical 


building of Manhattan State Hospital on Ward’s 
Island, where its teaching facilities include an out¬ 
patient clinic. Instruction includes a basic curricu¬ 
lum in psychiatiy anti advanced curriculums in 
specialized areas. 

New York City 

Dr. Meyer Honored.—The annual T. Duckett Jones 
Memorial Award, in the amount of $6,500, was 
presented to Dr. Karl Meyer, Columbia University 
College of Physicians and Surgeons, at the annual 
meeting of the Helen Hay Wdiitney Foundation 
research fellows and established investigators 
Sept. 26. This award was presented “in recognition 
of Dr. Meyer’s pioneer and continuing work in 
the field of mucopolysaccharides.” Dr. Meyer's 
work has included the first isolation of hyaluronic 
acid. Acquisition of new knowledge in the disease 
of connective tissues is the objective of the Helen 
Hay Whitney Foundation’s program of support 
for “research fellows and established investigators 
of promise who desire an academic career as clin¬ 
ical investigators or scientists in the study of con¬ 
nective tissues and their diseases.” 

Personal.—Dr. Morris Schaeffer was named director 
of the Bureau of Laboratories of the City of New 
York Department of Health. Dr. Schaefer comes 
from the Communicable Disease Center of the U. S. 
Public Flealth Service, Montgomery, Ala,, where Ire 
served as medical director in charge of the Virus 
and Rickettsia Section.—Drs. John J. Kelly Jr. and 
J. Leonard Brandt resigned Aug. 31 as associate 
professors of medicine at the State University of 
New York Downstate Medical Center in Brookhm. 
Dr. Kelly will become director of medical educa¬ 
tion at Mercy Hospital in San Diego, Calif., while 
Dr. Brandt has been named plysician in chief of 
the Jewish General Hospital and director of medical 
research and lecturer in medicine at Magill Univer¬ 
sity, Monti’eal.—Dr. J. Hamilton Crawford, clinical 
professor of medicine at the State University of 
New York Downstate Medical Center in Brooklj'n, 
retired from active service on the faculty in August 
and was named clinical professor emeritus of medi¬ 
cine effective Sept. 1. Dr. Crawford has been a 
member of the faculty for over 30 years.—Dr. 
Charles L. Ravaris, Detroit, was appointed an 
assistant medical director of E. R. Squibb & Sons, 
Dr. Lawrence B. Hobson, medical director, an¬ 
nounced. 

NORTH CAROLINA 

Campaign to Build Research Center.—Alumni of the 
Bowman Gray'^ School of Medicine of Wake Forest 
College have set $500,000 as their goal in a cam¬ 
paign to build a new Research Center in Winston- 
Salem. Dr. George Hk Paschal Jr., of Raleigh, is 
general chairman of the Research Center Fund. 
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The proposed li\’c-sfory Rcsearcli Center Building 
will be a wing added to the recentlj^ built James A. 
Gray Memorial Building, which doubled the schools 
space when it was opened in 1958. 

NORTH DAKOTA 

Dedicate Hospital Addition in Minot.—Dedication 
ceremonies for the six-story, .$2,500,000 addition to 
Trinity Hospital, Minot, were held Sept. 27, with 
Dr. Russell A. Nelson, Baltimore, president of the 
American Hospital Association and director of the 
Johns Hopkins Hospital, as the principal guest 
speaker. The institution now has a bed capacih' of 
250, reportedly making it the largest voluntary hos¬ 
pital in Nortli Dakota. On the first floor of the 
addition and the remodeled original building are 
housed radiologj', pathologj', and bacteriology lab¬ 
oratories, a pharmacy, an emergency unit adjacent 



The new six-stor}- addition to Trinity Hospital, Minot. 


to the ambulance entrance, a central supply depot, 
and the surgical suite. The latter provides eight 
major operating rooms, including two designed and 
equipped for urological and orthopedic surger)^ 
The postoperative recovery rooms provide care for 
eight patients at a time. On the second floor are the 
rehabilitation wing, with 43 beds, and the division 
of physical medicine, including the departments of 
physical therapy, hydrotherapy and electrotherapy. 
Funds for the addition and remodeling were pro¬ 
vided by private donors and the Hill-Burton Act 
in the amount of $325,000. 

PENNSYLVANIA 

Annual Lecture.—The Phi Delta Epsilon Fraternity, 
Nu Chapter, plans to hold the 14th annual R. R. 
Huggins Memorial Lecture on Nov. 5 at Nu Chap¬ 
ter, Pittsburgh. The speaker will be Dr. William 
Dameshek, Blood Research Laboratory, New Eng¬ 
land Center Hospital, Boston. The subject will be 
"Polycythemia Vera and Related States.” 


Tuberculosis Director Retires.-Dr. Morrison Clay 
Stayer, Harrisburg, director of the State Health 
Department’s tuberculosis control program for 13 
years announced his retirement, effective Sept. 4. 
Dr, Stayer was appointed to the State Healdi De¬ 
partment in August, 1946, following his retirement 
from a 38-year career in the United States Army 
Medical Corps. Dr. Harold E. Coder, Harrisburg, 
succeeds Dr. Stayer as director of the State Division 
of Tuberculosis Control. He has been chief of the 
tuberculosis hospitals under tire administration of 
the State Department of Health. 

Philadelphia 

Annual Conference for Ex-Residents.—The 12tli 
annual clinical conference of the staff and Society 
of E.x-Residents of Willis Eye Hospital will be held 
on Feb. 18-20, 1960. Clinic and hospital rounds 
will be held the morning of Feb. 18 and special 
surgical clinics in tlie afternoon. On the evening of 
Feb. 18, there will be a scientific meeting of the 
ophthalmological section of the Philadelphia Col¬ 
lege of Physicians which will be preceded by dinner. 
Dr. Levon K. Garron, of Oakland, Calif., svill be the 
guest speaker. On Feb. 19 the scientific program 
will include individual presentations and color tele¬ 
vision surgery. The Arthur J. Bedell Lecture will 
be delivered on Feb. 20 by Dr. Peter C. Kronfeld, 
of Chicago. The conference will be concluded by a 
dinner meeting of the society that evening. 

GENERAL 

Clinical and Climatological Meeting.—The 72nd 
meeting of the American Clinical and Climato¬ 
logical Association will be held Nov. 2-4 at the 
Homestead, Hot Springs, Va. Dr. George W. 
Thorn, Boston, will present tire presidential address 
preceding tire presentation of formal' papers. The 
Gordon Wilson Lecture, "Studies on the Effect of 
Vitamin B, Deficiency on the Human Nervous Sys¬ 
tem,” will be given by Dr. Raymond D. Adams, 
Boston. Seventeen other papers are scheduled. A 
business meeting is planned for the morning of 
Nov. 4. For information, write Dr. Fred T. Billings 
Jr., 420 Medical Arts Building, Nashville 12, Tenn. 

Meeting on Fractures in New Orleans.—Tlie Amer¬ 
ican Fractme Association vdll hold its 20th annual 
meeting Nov. 1-4 at the Roosevelt Hotel, New 
Orleans, with the program acceptable for category 
II credit by the American and Louisiana academies 
of general practice. Industrial courses Nov. 1 will 
be acceptable for category I. Dr. Duncan C. Mc- 
Keever, Houston, Te.xas, president of the associa¬ 
tion, will open the meeting and moderate the first 
session. Fifteen round-table discussions are planned 
for the afternoon of Nov. 1. A symposium, “External 
Pinning,” will be moderated by Dr. Alvin H. Diehr, 
St. Louis. A second symposium, the H. D. Junldn, 
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M.D., Memorial, on the subject, “Ostamer,” will 
be moderated by Dr. Earl D. ^^cBride, Oklahoma 
Citj', Okla. For information, write Dr. Hermann W. 
^Vellmerling, 610 Griesheim Bldg., Bloomington, 
Ill., Executi%'e Secretarx'. 

Meeting of Inhalation Therapists.—The fifth annual 
meeting and lecture series of the American Associa¬ 
tion of Inhalation Therapists u'ill be held Nov. 
16-20 at the Benjamin Franklin Hotel, Philadelphia. 
Tlie five-day meeting will include medical lectures, 
round-table discussions, a field trip to a hospital, 
and the annual business meeting and election of 
new officers. Hie A.A.I.T. is a paramedical associa¬ 
tion whose objective is “to advance the art and 
science of inhalation dierapy in the treatment of 
pulmonar)' and heart disorders.” It is sponsored by 
the American College of Chest Physicians and the 
American Societ)' of Anesthesiologists. It has 18 
chapters and about SOO members in the United 
States and Canada. A featured speaker will be Dr. 
Kenneth L. Stratton, medical director, American 
Airlines, Inc., Flushing, N. Y., who will discuss 
“O.xygen and the Space Age.” 

Meeting on Gastroenterology Research.—The ninth 
semi-annual meeting of the Gastroenterology Re¬ 
search Group will be held Nov. 6 at the Drake 
Hotel, Chicago. A symposium, “The Biology of the 
Colonic Mucosa,” will be moderated by Dr. Thomas 
P. Almy, New York CiW. Four papers are scheduled 
for presentation as follows: 

Cellular Proliferation and Renewal in tlie Colonic Epitheli¬ 
um, Bernard Messier, Ph.D., Montreal, Canada. 

Healing of the Colonic Mucosa, Dr. George D. Lunib, Mem- 
lihis. Term. 

The Role of the Normal Intestinal Flora in Anti!)ody Produc¬ 
tion, Dr. Helmut A. Gordon, Niles, .Mich. 

Hypersensitivity Reactions in the Colonic Mucosa, Dr. 
Joseph B. Kirsner, Chicago. 

A general session will follow the papers. The gas- 
troenterolog>' research dinner will be held at 5:30 
p. m. The lOth semiannual meeting of the group 
will be held at the Roosevelt Hotel, New Orleans, 
March 31, 1960. 

Southern Medical Meeting in Atlanta.—The South¬ 
ern Medical Association will meet Nov. 16-19 at 
the Atlanta Municipal Auditorium, Atlanta, Ga., 
under the presidency of Dr. Milford O. Rouse, 
Dallas, Te.xas. Fom major general sessions and 20 
section meetings are scheduled. Two of the general 
sessions, one in medicine and one in surgery, will 
be presented Nov. 16. The others, in geriatrics and 
in nuclear medicine, will be presented Nov. 19. 
The Southern Flying Physicians and other socieites 
will meet conjoint!}'. Scientific color television pro¬ 
grams will be held Nov. 16-18. The annual dinner 
. dance will be held Nov. 18, 7 p.m. Scientific and 


technical exhibits ai-e planned, and a ladies’ pro¬ 
gram is arranged. The annual golf tournament will 
be held Nov. 16-17. A postconvention tour to 
Nassau is planned. For information, write the South¬ 
ern Medical Association, 2601 Highland Ave., Bir¬ 
mingham 5, Ala. 


Prevalence of Poliomyelitis.—According to the Na¬ 
tional Office of Vital Statistics, the following num¬ 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 


Oct. 3, IDdi) 

t -^ 

Paralytic Total 

Area Type C«.«cs Total 

Now Kntilaml StutC'i 

Maine .. 4 4 

XcH'Hampshire .... 

Vermont ... 

Massachusetts . 8 D 3 

Rhode Island . 

Connecticut . i 2 


Middle Atlantic States 


New York. 


29 

13 

New Jersey . 


8 

IS 

Pennsylrania ... 


38 - 

5 

last North Central States 

Ohio . 

. 9 

12 

33 

Indiana . 


18 

7 

Illinois . 


ar 

17 

.Michigan . 

. 33 

30 

9S 

Wisconsin . 


3 

G 

Vest North Central .Sfatc.« 
Minnesota ... 


20 

2 

lOWH . 


U 

G 

.Mis.«our] . 

. 11 

IG 

8 

North Dukotn . 


1 

3 

South Dakota . 




Nei»ruskii . 


6 

1 

Kansas.. 

....... S 

B 



South Atlantic State-* 

Delaware. 

MttO’h'nd . 

District of Columbia 

Virjrinfu . 

West Virginia . 

North Carolina . 

South Carolina . 

Gcorgifi . 

Florida .. 


S 3 1 

0 8 3 

C 0 D 

12 19 9 

2 0 1 

8 12 

1 2 3 


Ka.«t Soutli Central vStatc.< 

Kcotucky . 19 21 < 

Tcnnes.^ec . 29 31 

Alabama . 3 3 1 

Mississippi .. •• 

Wc.'*t South Central Stnte.s 

Arkansas . 7 10 1 

Louisiana . 4 7 1 

Oklahoma . j ” 

Texas . 2 9 18 


Mountain States 

Montana . 

Idaho . 

Wyoming . 

Colorado . 

Xen Mexico ... 

Arlr.ona . 

Utah . 

Nevada . 


3 


1 

1 

1 

1 


PaciRc States 

Washington . 

Oregon . 

California . 

Alaska . 

Hawaii . 

Territories and Possessions 
Puerto Rico ... 

Total . 


12 

8 

IG 


13 

10 


1 


33t 


315 
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Obstetricians and Gynecologists Meet in Hawaii.— 
The sixth annual meeting of Di.stricl VIII, The 
American College of Obstetrieians and Gynecolo¬ 
gists, will be held at the Royal Hawaiian Hotel. 
Honolulu, Hawaii, No\'. 15-22. District VIII com¬ 
prises Alaska, Arizona, California, Colorado, Idaho, 
Montana, Nevada, New Mexico. Oregon, Utah, 
Washington, Wyoming, Alberta, British Columbia, 
and Hawaii. The scientific program will consist of 
15 formal papers, 20 round tables, and 45 break¬ 
fast conferences. Two days u'il! be devoted to 
visits to hospitals and clinics in Honolulu. Dr. 
George E. Judd, Los Angeles, District VHI chair¬ 
man, will open the meeting. Among the participants 
in the scientific irrogi am will be Drs. John I. Brewer, 
Chicago, president of ACOG; Robert G. Craig, 
San Francisco, immediate past-president; and Craig 
W. Muckle, Philadelphia, secretary. The enter¬ 
tainment program includes a luau and dinner 
dance. For information, write Dr. George E. Judd, 
2010 Wilshire Blvd., Los Angeles 57, or Mr. Don¬ 
ald F. Richardson, executive secretary, ACOG, 
79 W. Monroe St., Chicago 0. 

Medical Imposter.—One Clarence H. Cypher has 
represented to the Board of Medical Examiners of 
the State of Arizona and to others that he is a doc¬ 
tor of medicine. Cypher is described as having 
obtained money from sev'cral persons on the repre¬ 
sentation that he is a physician. A thorough check 
of the biographic records at A. M. A. headquarters, 
however, does not reveal that a man by that name 
has ever been a medical student or a graduate in 
medicine. Cypher is described as one acquainted 
with medical terminology and customs, possibly 
acquired while employed as a technician or in some 
similar paramedical capacity. He is between 35 
and 38 years of age, about 5 ft. 7 in. in lieight, 
weighing 135-140 lbs., thin, having a long, sharp 
nose, blue eyes, and gray hair. Cypher has repre¬ 
sented himself as a physician in Douglas and 
Phoenix, Ariz., and Germantowm, Ky. He has 
claimed graduation from the Univ'ersity of Michi¬ 
gan Medical School and/or the Chicago Medical 
School. Anyone having knowledge of his wliere- 
abouts should contact the Department of Investi¬ 
gation at A. M. A. headquarters or the E.vecutive 
Secretary of the Board of Medical Examiners of the 
State of Arizona at Phoenix. 

Annual Symposium on Antibiotics.—The seventh 
annual Symposium on Antibiotics, sponsored by 
the journals Antibiotics <fc Chemotherapy and Anti¬ 
biotic Medicine & Clinical Therapy, will be held 
Nov. 4-6 at the Mayflower Hotel, Washington, D. C. 
The symposium will open with a general session 
dedicated to “The Challenge of New Drugs in Our 
Society.” Dr. Felix Marti-Ibanez, New York City, 
will inaugurate this session with a talk, “The Great 
Historical Challenges in Medicine,” and Drs. Austin 


E. Smith, Washington, D. C., Ma.xwell Finland, 
Boston, William H. Kessenich, Washington, D. C., 
and John G. Quarry, Burlington, Ont., will discuss 
the following; “The Challenge of New Drugs to the 
Pharmaceutical Industry,” “The Challenge of New 
Drugs to the Clinical Investigator,” “The Challenge 
of New Drugs to the U. S. Food and Drug Admin¬ 
istration,” and, finally, “The Challenge of New 
Drugs to the Practicing Physician.” Two panel dis¬ 
cussions are planned; The Present Status and Prob¬ 
lems Involved in Human Sensitization to Anti¬ 
biotics, and Chemotherapy of Acute and Chronic 
Pediatric and Geriatric Infections. For infonnation, 
vv'iite Henry Welch, Ph.D., Director, Division of 
Antibiotics, Food and Drug Administration, U. S. 
Department of Health, Education, and Welfare, 
Washington 25, D. C. 

Postgraduate Medical Meeting_The 44th inter¬ 

national medical assembly of the Interstate Post¬ 
graduate Medical Association of Nortli America 
will be held Nov. 2-5 at the Palmer House, Chicago. 
The program includes the following panel dis¬ 
cussions and moderators; 

Ma.ssive Intestinal Hemorrhage, Dr, Alton Ochsner, New 
Orleans. 

Renal Failure, Dr. Robert M. Kark, Chicago. 

Emergencies in the First Day of Life, Dr. WilU.s J. Pott.s, 
Chicago. 

Non-To.'dc Goiter, Dr. George Crile Jr., Cleveland. 

The Place of Pitocin in Obstefriwl Practice, Dr. Herbert E. 
Schmitz, Chicago. 

Resistant Staphylococcus Infections, Dr. Edgar J. Poth, 
Galveston. 

Medical Aspects of Modern Submarine Warfare, Capt. Gerald 
J. Duffner, MG, USN, Washington, D. C. 

Newer Developments in Diuretics, Dr. John H, Moyer, 
Philadelphia. 

Treatment of Multiple Injuries .Associated with Auto Acci¬ 
dents, Dr. George J. Curry, Flint, Mich. 

Ev'aluation of the Acute Abdomen, Dr. Robert M. Zollinger, 
Columbus, Ohio. 

A surgical symposium is planned for the after¬ 
noon of Nov. 4, at which Dr. Samuel F. Marshall, 
Boston, will present “Carcinoma of the Stomach” 
as the Arthur G. Sullivan Memorial Lecture. Break¬ 
fast conferences and teaching demonstrations are 
scheduled. At the annual dinner Nov^ 4, Kennetli 
McFarland, Ph.D., Topeka, Kan., will present, “3- 
Dimeusional Confidence.” Scientific and technical 
e.xhibits are arranged, and a ladies’ program is 
planned. For information, write the Interstate Post¬ 
graduate Medical Association, P. O. Box 1109, 
Madison 1, Wis. 

CORRECTIONS 

Dr. William Herbert Burwig Not Dead.—The reirort 
of death of Dr. William Herbert Burvvdg, of BuflFalo, 
N. Y., which appeared in The Jouenal, Oct. 3, page 
573, was erroneous. William Burwig of Buffalo, 
reported as dead by the New York State Depart¬ 
ment of Health, was a naturopath. 
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Foreign Speakers at Gastroenterology Meeting.—In 
the Sept. 19 issue of The Joubnal, page 317, in an 
item annoimcing the 24th convention of the Ameri¬ 
can College of Gastroenterology tlie following 
should have been listed as foreign speakers; Dr. 
Xaw’er de la Riva, Me.vico; Dr. Sylvio Markees, 
Basel, Switzerland; Dr. Octa^^o Montanez, Mexico; 
Dr. Jordan T. Propatoridis, Athens, Greece; and 
Dr. Francisco Puente Pereda, Me.rico. 


EXAMINATIONS 

AND 

LICENSURE 



EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 
GRADUATES, INC. 

Educational Council for Foreign Medical Graduates; Sta¬ 
tions around the world. March 16, 1960 and Sept. 21, 
1960. Exec. Director, Dr. Dean F. Smiley, 1710 Orrington 
Ave., Evanston, Ill. 

NATIONAL BOARD OF MEDICAL EXAMINERS 
National Board of Medical E.xaminers; Part I, Various Cities, 
June 21-22 and Sept. 7-8. Part II, Various Cities, April 
19-20. Applications must be received at least six weeks 
before the date of the e.vamination. E.xec. Sec., Dr. John 
P. Hubbard, 133 South 36th St., Philadelphia. 

BOARDS OF MEDICAL EXAMINERS 

Alabama: Examination. Montgomery, June 21-23, 1960. 

Sec., Dr. D. G. Gill, State Office Bldg., Montgomery. 
Alaska:” On application in Anchorage or Fairbanks. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 
Abkansas:” Examination and Reciprocifi/. Little Rock, Nov. 

5-6. Sec,, Dr. Joe Verser, Harrisburg. 

Califohnia: Oral. San Francisco, November 14. Oral and 
Clinical. San Francisco, Nov. 15. See., Dr. Lous E. Jones, 
Room 536, 1020 N Street, Sacramento. 

Colorado;” Examination. Denver, Dec. 8-9. Reciprocity. 
Denver, Oct. 14. Exec. Sec., Miss Mary M. McConnell, 
715 Republic Bldg., 1612 Tremont Place, Denver 2. 
CoNNEcnctrr:” Examination, Hartford, Nov. 10-12. Sec. to 
the Board, Dr. Stanley B. Weld, 160 St. Honan St., New 
Haven. 

Delaware: Examination. Dover, Jan. 12-14. Endorsement. 
Dover, Jan. 21. Sec., Dr. Joseph S. McDaniel, Professional 
Bldg., Dover. 

DrsTBiCT OF Columbia;' Examination. Washington, Dec. 

14- 15. Reciprocity. Washington, Sept. 14. Deputy Direc¬ 
tor, Mr. Paul Foley, 1740 Massachusetts Ave., Washing¬ 
ton 6. 

Florida:' Examination. Miami Beach, Nov. 22-24. Sec., 
Dr. Homer L. Pearson, 901 N.W. 17th St., Miami 36. 
CuAiii: Subject to Call. Act. Sec., Dr. F. L. Conklin, Agana. 
Hawau: Examination. Honolulu, Jan. 11-12. Sec., Dr. I. L. 

Tilden, 1020 Kapiolani St., Honolulu. 

Id.aho: Examination and Reciprocity. Boise, Jan. 11, 12, 13. 

Exec. Sec., Mr. Armand L. Bird, 364 Sonna Bldg., Boise. 
iNmiANA: Examination. Indianapolis, June 1960. Reciprocity. 
Indianapolis, fourth Wednesday of each month. Ex. Sec., 
Miss Ruth V. Kirk, 538 K. of P. Bldg., Indianapolis. 
Kaa’sas:' Examination and Reciprocity. Kansas City, Jan. 

15- 16. See., Dr. F. J. Nash, New Brotherhood Bldg., 
Kansas City. 

Kentucki': Examination. Frankfort, Dec. 14-15. Asst. Sec., 
Mrs. Ray Wunderlich, 620 South Third St, Louisville 2. 


Louisiana: Examination and Reciprocity. New Orleans, 
Dec. 3-5. Sec., Dr. Edwin H. Lawson, 930 Hibernia Bank 
Bldg., New Orleans 12. 

Maine: Examination and Reciprocity. Portland, Nov. 10. 

Sec., Dr. Stephen A. Cobb, Stanford. 

Maryland: Examinatio-i. Baltimore, Dec. 8-11, Sec., Dr. 

Frank K. Morris, 1211 Cathedral St., Baltimore 1. 
Massachusetts; Examination. Boston, Jan. 12-15. Sec., Dr. 

David W. Wallwork, Room 37, State House, Boston. 
Minnesota:* Examination. Jackson, June 1960. Reciprocitij ., 
Jackson, Dec. 7, Sec., Dr. A. L. Gray, Old Capitol, J.ackson. 
Nebraska:' Examination. Omaha, June 13-15, 1960. Dir., 
Bureau of Examining Boards, Room 1009, State Capitol 
Bldg., Lincoln 9. 

Ner' Jersey; Examination. Jan. 19-22. Reciprocity. Monthly, 
Sec., Dr. Royal A. Schaaf, 28 IVest State St., Trenton. 
New Mexico:' Examination and Reciprocity. Santa Fe, 
Nov. 16-17. Sec., Dr. C. Derbyshire, 227 East Palace 
Ave., Santa Fe. 

Neiv York: Examination. Albany, Buffalo, New York and 
Syracuse, Dec. 8-11. Sec., Dr. Stiles D. Ezell, 23 South 
Pearl St., Albany. 

North Dakota: Examination. Grand Forks, Jan. 6-8. Reci¬ 
procity. Grand Forks, Jan. 9. Sec., Dr. C. J. Glaspel, Box 
228, Grafton. 

Ohio; Examination. Columbus, Dec. 15-17. Endorsement. 
Columbus, Oct. 5. Sec., Dr. H. M. Platter, 21 W. Broad 
St., Columbus 15. 

Pennsylvania: Examination. Philadelphia, January. Sec., 
Mrs. Margaret G. Steiner, Box 911, Harrisburg. 

South Carolina: Examination and Endorsement Columbia, 
Dec. 8. Sec., Dr. H. E. Jervey, Jr., 1329 Blanding St., 
Columbia. 

Te.xas:' Examination. Fort Worth, Dec. 3-5. Sec., Dr. M. H. 

Crabb, 1714 Medical Arts Bldg., Fort IVorth 2. 

Utah: Examination. Salt Lake City, July 6-8. Reciprocity .. 
Salt Lake City, Nov. 17. Director, Mr. Frank E. Lees, 324 
State OfBce Bldg., Salt Lake City 1. 

VniGiNiA; Reciprocity. Dec. 1, Examinations Dec. 2-4 inclu¬ 
sive, Richmond. Address; Board of Medical Examiners, 631 
First St. S. W., Roanoke. 

Virgin Islands: Examination. Charlotte Amalie, Nov. 12-13. 

See., Dr. Benjamin Nath, Charlotte Amalie, St. Thomas. 
Washington;' Examination. Seattle, Jan. 11-13. Administra¬ 
tor, Professional Division, Capitol Bldg., Olympia. 

West Virginia; Examination. Charleston, January. Sec., Dr. 

Newman H. Dyer, State Office Bldg., No. 3, Charleston 5. 
M'isconsin;' Examination. Madison, Jan. 14-16. Sec.J Dr. 
Thomas W. Tormey, Jr., 1140 State Office Building, 

1 IVest Wilson St., Madison. 

Wyoming; Examination and Reciprocity. Cheyenne, Feb. 1. 

Sec., Dr. Janies IV. Sampson, State Office Bldg., Cheyenne. 
BOARDS OF EXAMINERS IN THE BASIC SCIENCES 
Alaska; Examination and Reciprocity. Juneau, November. 

Sec,, Dr, R. Harrison Leer, Alaska Office Bldg., Juneau. 
District of Columbia: Examination. Washington, Nov. 
23-24. Deputy Director, Mr. Paul Foley, 1740 Massachu¬ 
setts Ave., Washington 6. 

Florida: Examination. Gainesville, Nov. 7. Sec., Mr. M. W, 
Emmel, Box 340, Gainesville. 

Kansas: Examination. Pittsburg, Nov, 6-7, Sec., Dr. Leon 
C. Heckert, Kansas State College, Pittsburg. 

Rhode Island: Examination. Providence, Nov. 18. Reciproc¬ 
ity. Providence, Nov. 4. Administrator, Mr. Thomas B. 
Casey, 366 State Office Bldg., Providence. 

South Dakota: Examination. Vermillion, Dee. 4-5. Dr. 

Gregg M. Evans, 310 East 15th St., Yankton. 

Washington: Examination. Seattle, Jan. 6-7. Sec., Mr. Thom¬ 
as A. Carter, Capitol Bldg., Olympia. 

Wisconsin; Examination. Milwaukee, Dee. 5, Madison, Apr. 
9, Sec., Mr. Wm. H. Barber, 621 Hanson St, Hipon. 

'Basic Science Certificate required. 
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Abraluun, Erncsl Guenlcr ® New York City; AI- 
l)crtiis-Universitiit Meclizinisclie Fakultiit, Koiiigs- 
berg, Prussia, Germany, 1926; febow of the 
International College of Surgeons of which he was 
a vice-president and associate secretary; associated 
with the Mount Sinai Hospital; died Aug. 17, 
aged 57. 

Adams, Leslie Pleasant, New York City; Emory 
University School of Medicine, Atlanta, 1931; in¬ 
terned at Nassau Hospital in Mineola, N. Y.; served 
a residency at the Neurological Institute of New 
York in New York City, and the Brooklyn State 
Hospital; certified by the National Board of Med¬ 
ical Examiners; specialist certified by the American 
Board of Psychiatry and Neurology; associated 
witli the Neurological Institute, Presbyterian Hos¬ 
pital, and ^h^nderbilt Clinic; died Aug. 4, aged 57. 

Adams, Robert Albert, Whitestone, N. Y.; Colum¬ 
bia University College of Physicians and Surgeons, 
New Y'ork City, 1904; veteran of World War I; on 
the staff of the Flushing (N. Y.) Hospital; died 
Aug. 3, aged 79. 

Alpert, Theodore Nathaniel, Ventura, Calif.; Uni¬ 
versity of Buffalo School of Medicine, 1912; died 
.Aug. 5, aged 72. 

Ames, Frederick Daniel ® Houston, Texas; Har- 
v;ird Medical School, Boston, 1933; veteran of 
World War II and won both the Puqrle Heart ;md 
Bronze Star for service in the Southwest Pacific; 
past-president of the Harris County Pediatrics 
Society; died in the Veterans Adminisb’ation Hos¬ 
pital Aug. 12, aged 52. 

Asborno, John Nicholas ® Denver; Creighton Uni¬ 
versity School of Medicine, Omaha, 1956; interned 
at St. Anthony Hospital; for two years served in 
the U. S. Air Force; died Aug. 14, aged 28. 

Barr, Herman Paul @ Chicago; Northwestern Uni¬ 
versity Medical School, Chicago, 1921; associated 
with the South Shore and Little Company of Mary 
hospitals; died Aug. 22, aged 65. 

Bivins, Luther Lee, Copperas Cove, Texas; Uni¬ 
versity of Louisville (Ky.) Medical Department, 
1900; at one time city health officer; died in the 
King’s Daughters Hospital in Temple July 2.5, 
aged 79. 

Bolt, Richard Arthur, Berkeley, Calif.; born in St. 
Louis March 12, 1880; University of Michigan De¬ 
partment of Medicine and Surgery, Ann Arbor, 

(Jl) Indicates Member of the American Medical Association. 


1906; served on the faculty of Western Reserve 
University School of Medicine in Cleveland and 
the University of California in Berkeley; at one 
time lecturer at Johns Hopkins University School 
of Hygiene and Public Health in Baltimore; for¬ 
merly a director of the Cleveland Child Health 
Association and chief of the bureau of child hygiene 
for the department of health of Cleveland; in 1917- 
1918 director of the United States indemnity pro¬ 
gram in Peking, China; received two decorations 
from the Chinese Red Cross for his work during 
the Chinese Revolution; in 1918-1919 director of 
the child welfare division of tlie tuberculosis com¬ 
mission of the American Red Cross in Italy; for¬ 
merly consultant on maternal and infant hygiene 
for the U. S. Children’s Bureau; served as a mem¬ 
ber of the White Conference on Child Health and 
Protection; formerly editor of the child health 
section of the Journal of the American Public Health 
Association; died in Alta Bates Hospital Aug. 3, 
aged 79. 

Boughton, Geoffrey Allyn ® Captain, U. S. Army, 
retired, Larchmont, N. Y.; Boston University School 
of Medicine, 1954; certified by the National Board 
of Medical Examiners; interned at the Massa¬ 
chusetts Memorial Hospitals in Boston, where he 
served a residency; entered the U. S. Army in July, 
1957; died in the Walter Reed Anuy Hospital in 
Washington, D. C., June 30, aged 30. 

Bowen, Robert E. ® San Antonio, Texas; Univer¬ 
sity of Texas School of Medicine, Galveston, 1903; 
a division sui'geon for Southern Pacific Lines; died 
in Gonzales Aug. 13, aged 80. 

Chamberlain, Herbert Denison ® McArthur, Ohio; 
Ohio State University College of Medicine, Colum¬ 
bus, 1933; member of the American Academy of 
General Practice; veteran of World War I; presi¬ 
dent of the county board of health; formerly county 
health officer; died in the Mount Carmel Hospital 
in Columbus Aug. 10, aged 60. 

Cogan, Julius, Reseda, Calif.; Georgetown Univer¬ 
sity School of Medicine, Washington, D. C., 1927;- 
associated with the Olive View (Calif.) Sanatorium; 
died in the Kaiser Foundation Hospital in Los 
Angeles Aug. 7, aged 62. 

Cole, Norman Brown ® Baltimore; Harvard Med¬ 
ical School, Boston, 1914; member of the Associa¬ 
tion of Life Insurance Medical Directors of 
America; veteran of World War I; medical director 
and secretary .of the Baltimore. Life Insurance 
Company and a member of its board of directors; 
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for many years a member of the school board; 
interested in youtli problems, spent mucli of his 
leisure time as a scoutmaster, troop committeeman, 
and was president of the Baltimore Area Council 
of the scouts; associated with Johns Hopkins Hos¬ 
pital; died in Nantucket, Mass., Aug. IS, aged 73. 

Custer, Byron Homer, North Little Rock, Ark.; 
Kansas Citj’ (Mo.) College of Medicine and Sur¬ 
gery, 1926; died Aug. 3, aged 56. 

Dean, George Brookhouse, Medford, Ore.; Miami 
Medical College, Cincinnati, 1898; died in the 
Rogue Valley Memorial Hospital Aug. 3, aged 86, 

De Sautelle, William Thomas ® Knoxvalle, Tenn.; 
Johns Hopkins University School of Medicine, 
Baltimore, 1911; fellow of the American College 
of Physicians; served on the staffs of Knoxville 
General, Fort Sanders Presbyterian, and St. Mary’s 
Memorial hospitals; died Aug. 9, aged 74. 

Dome, Philip Harry ® Chicago; Northwestern Uni¬ 
versity Medical School, Chicago, 1914; member of 
the American Academy of Dermatology and Syph- 
ilology; staff member at Ale.xian Brothers Hospital; 
veteran of World War I; died Aug. 20, aged 69. 

Duggan, Henrietta Hagan ® San Francisco, Calif.; 
University of California School of Medicine, San 
Francisco, 1903; served on the staffs of the Univer¬ 
sity of California, Children’s, and St. Mary’s hos¬ 
pitals; died Aug. 7, aged 78. 

Dunbar, Helen Flanders ® New York City; born 
in Chicago May 14, 1902; Yale University School 
of Medicine, New Haven, Conn., 1930; specialist 
certified by the American Board of Psychiatry and 
Neurology; certified by the National Board of 
Medical Examiners; fellow of the New York Acad¬ 
emy of Medicine, American Psychiatric Association, 
of which she was secretary treasurer, 1939-1940, 
American Geriatrics Society, International Asso¬ 
ciation of Gerontology, and the New York Academy 
of Science; member of the American Association 
for the Advancement of Science, New York Society 
of Clinical Psychiatry, American Psychoanalytic 
Association, treasurer from 1942 to 1945, Ameri¬ 
can Psychopathological Association, serving as vice- 
president from 1942 to 1945, Association for 
Research in Nerr'ous and Mental Diseases, Inter¬ 
national Psychoanal}4:ic Association, National Com¬ 
mittee on Alcoholism, National Safety Council. 
New York State Academy of General Practice, 
World Medical Association, American Orthopsy¬ 
chiatric Association, American Psychosomatic So- 
ciet}', American Committee for World Federation 
for Mental Health, and Greenwich Medical So¬ 
ciety; served on the faculty of Columbia University 
College of Physicians and Surgeons, and from 1941 
to 1949 instructor at New York Psychoanalytic 
Institute; at various times associated with the Belle- 
xme, Presbyterian, and Greenwich (Conn.) hospitals. 


and the Vanderbilt Clinic; editor in chief emeritus 
of Psychosomatic Medicine, of which she was editor 
in chief from 1938 to 1947; collaborating editor 
from 1938 to 1940 and editor, 1939-1940, Psycho¬ 
analytic Quarterly; author of “Symbolism in Medi¬ 
eval Thought,’’. “Emotions and Bodily Changes,'' 
“Psychosomatic Diagnosis,” “Your Child’s Mind 
and Body,” “Mind and Body,” and “Psychiatry in 
die Medical Specialties”; died Aug. 21, aged 57. 

Faucett, Robert Lynn ® Rochester, Minn.; born 
in Independence, Mo., April 6, 1916; University 
of Kansas School of Medicine, Kansas City, Mo., 
1944; interned and was resident in pediatrics at 
the Unis'ersity of Kansas Hospitals in Kansas Citj’, 
Kan., from 1944 to 1946; in December, 1946, com¬ 
missioned a senior assistant surgeon in die U. S. 
Public Health Service, assigned to the USPHS 
Hospital in Lexington, Ky.; in July, 1948, was as¬ 
signed by the USPHS to the department of psy¬ 
chiatry at the University' of Minnesota for graduate 
study' in pediatric psy'chiatry; came to Rochester 
a y'ear later as a special worker with the former 
Rochester Child Health Institute; from January’ 
to June, 1950, a fellow in neurology and psychiatry' 
in the Mayo Foundation; in March of that year 
became a part-time psychiatric consultant at the 
Counselling Clinic of the Rochester-Olmstied 
County Public Health Center, and on July 1 was 
appointed director of the Counselling Clinic for 
a term of six months; left Rochester in January, 
1951, to become director of the Prince Georges 
County Health Clinic at the University of Maryland 
in College Park, Md.; also continued psychoanalysis 
studies at the Washington Psy'choanalytic Institute 
in graduate training; returned to Rochester on 
July' 1, 1953, as a consultant in psychiatry in the 
May'o Clinic; appointed instructor in psychiatry 
in the Mayo Foundation, Graduate School, Uni¬ 
versity of Minnesota, in 1955, and was advanced 
to the grade of assistant professor in 1959; in 1957 
was a member of the faculty at the first workshop 
on psychological problems of pastoral care at St. 
John’s University in Collegeville, Minn.; specialist 
certified by the American Board of Psychiatry and 
Neurology; member of the Minnesota Psychiatric 
Society, American Psychosomatic Society, the So¬ 
ciety of the Sigma Xi and the Alumni Association 
of the Mayo Foundation; fellow of the American 
Psychiatric Association; died Aug. 5, aged 43. 

Glodt, \KIton, Boston; Universitiit Basel Medi- 
zinische Fakultat, Switzerland, 1936; died in 
Nantucket, Mass., Aug. 14, aged 56. 

Goodman, Thomas L. ® Fort Worth, Texas; Fort 
Worth School of Medicine, Medical Department 
of Texas Christian University, 1913; past-president 
of the Tarrant County Medical Society; served on 
the staffs of City and County Hospital and St. 
Joseph’s Hospital} died Aug. 4, aged 77. 
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Graham, James Jahuc, Marion, S. C.; Meharry Med¬ 
ical College, Nashville, Tenn., 1928; died Aug. 17, 
aged 72. 

Gregg, Arthur William ® Chicago; College of 
Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1909; mem¬ 
ber of the senior surgical staff, Walther Memorial 
Hospital; died Aug. 26, aged 76. 

Haining, Lois Nicolini, San Francisco; Stanford 
University School of Medicine, San Francisco, 1956; 
interned at the Los Angeles County Hospital; 
sensed a residency at the Veterans Administration 
Hospital in Iowa City, Iowa; died in Pacifica July 
28, aged 28. 

Hart, George H., Davis, Calif.; George Washing¬ 
ton University School of Medicine, Washington, 
D. C., 1908; member of the Endocrine Society; 
dean emeritus. University of California School of 
Veterinary Medicine; died in Woodland, Aug. 2, 
aged 75. 

Harvey, Fredric Everett ® Minneapolis, Kan.; 
Kansas City (Mo.) Medical College, 1905; veteran 
of World War I; during World War H Selective 
Ser\’ice e.\'annner; sen'ed as health officer of Ottawa 
County; formerly on the staffs of St. John’s and 
Asbury hospitals in Salina; died in the Concordia 
(Kan.) Hospital Aug. 6, aged 77. 

Hass, Julius ® New Ytnic Cit)'; Mcdizinische Fakul- 
tat der Universitiit, Vienna, Austria, 1910; member 
of the American Academy of Orthopaedic Sur¬ 
geons; fellow of the International College of Sur¬ 
geons; associated with the Hospital for Special 
Surgery, Montefiore Hospital, Madison Avenue 
Hospital, and the Manhattan General Hospital; 
died Aug. 17, aged 76. 

Hatton, Edward Howard, Evanston, III; Rush 
Medical College, Chicago, 1912; for many years 
professor of pathology at Northwestern University 
Dental School; served on the faculty of his alma 
mater from 1917 to 1919; coroner’s physician for 
Cook County from 1916 to 1923; past-president and 
secretary-treasurer of the International Association 
for Dental Research; died in the Evanston Hos¬ 
pital Aug. 15, aged 83. 

Haury, Paul Gerhardt ® Lewiston, Idaho; North¬ 
western University Medical School, Chicago, 1929; 
fellow of the American College of Surgeons; past- 
president of the North Idaho Medical Society; vet¬ 
eran of World War II; formerly member of the 
city council; on the staff of St. Joseph’s Hospital; 
died Aug. 9, aged 59. 

Hazzard, Lawrence Rosseau, Portsmouth, N. H.; 
University of Kansas School of Medicine, Kansas 
City, Kan., 1918; fellow of the American College 
of Surgeons; past-president of the New Hampshire 


Surgical Club; veteran of World War I; associated 
with the Portsmouth Hospital, where he died 
Aug. 10, aged 70. 

Healy, Merritt Wood ® Norfolk, Va.; University 
College of Medicine, Richmond, 1906; served over- 
•seas during World War I; for many years surgeon 
for the Norfolk Shipbuilding and Drydock Cor¬ 
poration; died Aug. 14, aged 76. 

Hill, Irvin Bartle ® Salem, Ore.; University of Ore¬ 
gon Medical School, Portland, 1939; interned at 
the Good Samaritan Hospital in Portland; serr'ed 
a residency at the Oregon State Hospital; member 
of the American Psychiatric Association; served as 
vice-president of the American Association of 
Mental Deficiency; on the faculty of his alma 
mater; administrator, Oregon Fairview Home; died 
Aug. 17, aged 44. 

Hinton, William Augustus ® Boston; born in Chi¬ 
cago Dec. 15, 1883; Harvard Medical School, 
Boston, 1912; the first Negro ever awarded a pro¬ 
fessorship at Harvard, where in 1949 he was ap¬ 
pointed clinical professor of bacteriology and 
immunology, and held teaching positions for many 
years; from 1919 to 1953 lecturer at Simmons Col¬ 
lege; chief of clinical laboratories of tlie Boston 
Dispensary from 1916 to 1952; served as chief of 
the laboratories of tlie Boston Floating Hospital; 
a director of the Committee on Research and 
Syphilis, Inc.; for many years a special consultant 
to the U. S. Public Health Service and consultant 
to the Massachusetts School for Crippled Children; 
on Dec. 31, 1953, retired after 38% years of service 
as director of tlie Wassermann Laboratory of the 
Massachusetts Department of Public Health, and 
Governor Christian A. Herter commended him 
‘both as a noted scientist and faithful servant of 
the Commonwealth”; devised the Hinton Test for 
the detection of s)^hilis, used by the U. S. Armed 
Forces, hospitals, clinics, and public health labora¬ 
tories tliroughout the world; with the assistance 
of Dr. John A. V. Davies, of Children’s Hospital, 
also developed the Davies-Hinton test, a test on 
spinal fluids for the detection of syphilis in the 
nervous system; served as a member of the Amer¬ 
ican Society of Clinical Pathologists, the Society of 
American Bacteriologists, the American Association 
for the Advancement of Science, and the American 
Public Health Association; author of "Syphilis and 
Its Treatment” published in 1936; died Aug. 8, 
aged 75. 

Hitchcock, John Phinizy ® Augusta, Ga.; Medical 
College of Georgia, Augusta, 1936; interned at tlie 
University Hospital, where he served a residency; 
member of the Southeastern Surgical Congress; 
fellow of the American College of Surgeons; vet¬ 
eran of World War II; on the staffs of St. Joseph’s 
Hospital and tlie University Hospital,' where he 
died Aug. 7, aged 48. 
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Horwitz, Ellis Berry ® Philadelphia; Medico- 
Chirurgical College of Pliiladelphia, 1915; served 
during World War II; died in the Temple Univer¬ 
sity Hospital Aug. 17, aged 67. 

Houghton, Montafi.v Wilson ® Providence, R. I.; 
George M^ashington University School of Medicine, 
Washington, D. C., 1904; veteran of World War I; 
retired acting assistant surgeon in tlie U. S. Public 
Health Service; associated with the Roger Williams 
General Hospital; died .A.ug. 9, aged 79. 

Houston, DaHd H. ® Seattle; Queens Unhersih' 
Faculty of Medicine, Kingston, Ont., Canada, 1903; 
past-president of the Mhishington State Obstetrical 
Association, King County Medical Societj’, and 
Washington State Golfing Association; a past- 
president of tlie American Medical Golfing Asso¬ 
ciation, of which he was permanent chairman; a 
trustee, formerl)' chief of obstetrics, and an hon¬ 
orary staff member, Ihrginia Mason Hospital; 
serried as chief of obstetrics at King County Hos¬ 
pital and on the staff of tlie Doctors Hospital; died 
Aug. 4, aged 78. 

Hutnick, Stephen Emanuel, Philadelphia; Hahne¬ 
mann Medical College and Hospital of Philadel¬ 
phia, 1920; died July 2, aged 64. 

Jackson, Arthur Husted, IVatkins Glen, N. Y.; 
SjTacuse Uni\‘ersit>' College of Medicine, 1904; 
for many years counh' coroner; sen'ed as a mem¬ 
ber and president of the board of education of 
Odessa and Mhitkins Glen; associated with the 
Willard (N. Y.) State Hospital and the Schuyler 
Hospital in Montour Falls, where he died Aug. 14, 
aged SO. 

James, Francis Marshall Jr. ® Pliiladelphia; Hahne¬ 
mann Medical College and Hospital of Philadel¬ 
phia, 1930; associated with the Memorial Hospital, 
where he died Aug. 7, aged 55. 

Janss, Edwin, Los Angeles; Northwestern Univer- 
sit}' Medical School, Chicago, 1903; veteran of 
World War I; died in St. John’s Hospital, Santa 
Monica, -Aug. 19, aged 77. 

Johnson, Cecil Emerson @ Rensselaer, Ind.; North¬ 
western University Medical School, Cliicago, 1910; 
veteran of M^orld Mhar I; served as county health 
officer; died in St. Elizabeth Hospital, Lafayette 
Aug. 2, aged 70. 

Jones, Ralph Northrup, IVhitefield, N. H.; McGill 
Unix'ersity Facult)- of Medicine, Monbeal, Que., 
Canada, ioSl; ^'eteran of IVorld War I; associated 
with tlie Moirison Hospital, where he died Aug. 6, 
aged 61. 

Kaufman, Charles, New’ London, Conn.; Jefferson 
Medical College of Philadelphia, 1919; fellow of 
the American College of Surgeons; sensed on the 
staff of the LawTence and Memorial Hospitals; 
died Aug. S, aged 64. 


Keppler, Charles Jr., Mount Shasta, Calif.; Univer¬ 
sity of Virginia Department of Medicine, Char¬ 
lottesville, 1930; also a graduate in pharmacy; died 
Aug. 14, aged 55. 

Kimble, James Norman ® Takoma Park, Md.; Col¬ 
lege of Medical Evangelists, Loma Linda and Los 
Angeles, 1933; specialist certified by the American 
Board of Radiology, Inc.; member of the American 
College of Radiology; past-president of the Mont¬ 
gomery County Medical Society; interned, and for 
many years director of radiology at the Washington 
Sanitarium and Hospital, w'here he died Aug. 13, 
aged 73. 

Kirkpatrick, Milton Barnes ® Montgomery, Ala.; 
Medical Department of Tulane University of 
Louisiana, New' Orleans, 1896; for many years 
coroner of Montgomer\' County; associated with 
the Fitts Hill Hospital and St. Alargaret’s Hospital, 
W’here he died Aug. 8, aged SS. 

Kirkwood, Elmer Earle ® Youngstown, Ohio; St. 
Louis Universit)' School of Medicine, 1919; mem¬ 
ber of the American College of Chest Physicians 
and past-president of the Ohio Chapter; member 
of the American Academv of General Practice; for 
many years associated w'ith the Mahoning Tuber¬ 
culosis Sanatorium, of w’hich he w'as medical direc¬ 
tor; served on the staff of the Cles'eland Municipal 
Tuberculosis Sanatorium in Warrenville, Ohio; 
died in the North Side unit of the Youngstown 
Hospital Aug. 14, age 65. 

Kirwin, Thomas Joseirh ® New’ York City; bom 
in Scranton, Pa., Aug. 31, 1SS9; Tulane Universit}' 
School of Medicine, New Orleans, 1916; specialist 
certified bv' the American Board of Urology; mem¬ 
ber of the American Urological Association; fellow 
of the American College of Surgeons and the In¬ 
ternational College of Surgeons; served on die 
faculty as professor of urology at New York Med¬ 
ical College, Flower and Fifth Avenue Hospitals; 
x'eteran of World War I; associated ivith the 
Flower and Fifth .Avenue, Metropolitan, Bird S. 
Coler, and New AMrk hospitals. New York City, 
Coney Island Hospital, Brooklyn, Benedictine Hos¬ 
pital, Kingston, N. Y., Monmouth Memorial Ho.s- 
pital in Long Branch, Passaic (N. J.) Hospital, and 
South Nassau Communities Hospital in Rockville 
Centre; joint author of “Te.vtbook of Urology, 
"Urology for Nurses,” and two volumes of “Clin¬ 
ical Urology”; died in the New York Hospital 
Aug, 18, aged 69. 

Kraus, Karl Joseph, Las k'^egas, Nev.; Unis'ersity of 
Cincinnati College of Medicine, 1934; veteran of 
World War II; died Aug. 5, aged 51. 

Laughlin, Judson, Clarion, Iowa; Central Medical 
College of St. Joseph, Mo., 1896; associated with 
tlie Clarion Memorial Hospital, where he died 
July 21, aged 91. 
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Little, William Braccy, Plaqueminc, La.; Mehany 
Medical College, Nashville, Tcnn., 1912; died Aug. 
6, aged 79. 

McDcvitt, Daniel Robert ® Indianapolis; Indiana 
Unh'ersity School of Medicine, Indianapolis, 1923; 
member of the American Academy of General 
Practice; associated with St. Vincent’s, Methodist, 
and St. Francis hospitals; died Aug. 15, aged 62. 

McKinstry, Herbert Sydney ® Kennett Square, 
Pa.; Hahnemann Medical College and Hospital of 
Philadelphia, 1917; member of the American Acad¬ 
emy of General Practice; at one time president of 
the Chester County Medical Society; served over¬ 
seas during World War I; associated with the West 
Chester (Pa.) Memorial Hospital; on the courtesy 
staff of Chester County Hospital in West Chester, 
and the Memorial Hospital, Wilmington, Dei., 
where he died Aug. 7, aged 70. 

McLaughlin, James Francis ® Adams, Mass.; Tufts 
College Medical School, Boston, 1919; veteran of 
World War I; for many years member of the board 
of healtli; formerly medical consultant for the 
Adams Welfare Department; past-president of tlie 
Adams Anti-Tuberculosis Association; associated 
with the Plunkett Memorial Hospital; died Aug. 11, 
aged 64. 

McNaught, James Bernard ® Denver; born in 
Girard, Kan,, July 11, 1894; Stanford University 
School of Medicine, San Francisco, 1931; served 
as head of the department of pathology at the Uni¬ 
versity of Colorado School of Medicine, where he 
was professor of pathology; instructor in bacteri¬ 
ology at the University of Kansas, Lawrence, from 
1919 to 1921; joined the faculty of his alma mater 
as an assistant in pathology, subsequently becom¬ 
ing instructor, assistant professor, and associate 
professor of pathology; in 1934-1935 e.vchange in¬ 
structor of pathology at the University of Rochester 
(N. y.) School of Medicine and Dentistry; from 
1937 to 1945 director and pathologist at the Palo 
Alto (Calif.) Hospital; veteran of World War I; 
since 1948 consultant to Atomic Energy Commis¬ 
sion, Division of Biology and Medicine; e.xpert con¬ 
sultant to Surgeon General, U. S. Army, since 1946; 
consultant in pathology to Surgeon General of the 
U. S. Air Force since 1952; area consultant in 
pathology, St. Louis Medical Area, Veterans Ad¬ 
ministration since 1946; member of the scientific 
advisory board of consultants to Armed Forces In¬ 
stitute of Pathology; specialist certified by the 
American Board of Pathology, of which he was a 
trustee from 1944 to 1956, and president from 1953 
to 1955; member of the American Association of 
Pathologists and Bacteriologists, of which he was 
councilor in 1949 and later president; founding 
fellow and past-governor of the College of Amer¬ 
ican Pathologists; member and past-president of 
the American Society of Clinical Pathologists and 


in 1957 received its Certificate of Highest Merit; 
formerly councilor, vice-president, and president of 
the International Association of Medical Museums; 
past-president of the International Academy of 
Pathology; charter member of the American Phy¬ 
sicians Art Association; member of the American 
Society for Experimental Pathology, American As¬ 
sociation for the Advancement of Science, Amer¬ 
ican Society of Tropical Medicine, American So¬ 
ciety for Parasitology, Federation of American 
Societies for Experimental Biology, Society for Ex¬ 
perimental Biology and Medicine, Alpha Kappa 
Kappa, Alpha Omega Alpha, Phi Delta Kappa, and 
Sigma Xi; died in the Veterans Administration 
Hospital, Albuquerque, N. M., Aug, 7, aged 65. 

Mason, Charles Leonard ® Durango, Colo.; Uni¬ 
versity of Colorado School of Medicine, Denver, 
1932; interned at the Hillman Hospital in Birming¬ 
ham, Ala., and die St. Joseph’s Hospital in Denver; 
veteran of World War II; associated with the Mercy 
Hospital; died Aug. 5, aged 52. 

May, Murray Morris, Brooklyn; Universitat Bern 
Medizinische Fakultiit, Switzerland, 1936; veteran 
of World War H; died June 6, aged 52. 

Mattson, James Marshall ® Tacoma, Wash.; Uni¬ 
versity of Pennsylvania School of Medicine, Phila¬ 
delphia, 1939; interned at the Scott and White 
Hospital in Temple, Texas, where he sewed a 
residency; associated with the Tacoma General, 
St. Josephs, Medical Arts, and Doctors hospitals; 
died Aug. 1, aged 47. 

Miears, Claude H. ® Austin, Texas; University of 
Oklahoma School of Medicine, Oklahoma City, 
1925; specialist certified by the American Board of 
Otolaryngology; member of the American Academy 
of Ophthalmology and Otolaryngology; associated 
with the Brackenridge, Seton, and Holy Cross 
hospitals; on the honorary staff of St. David’s Hos¬ 
pital; died Aug. 5, aged 64. 

Miller, Isidore ® New York City; University and 
Bellevue Hosjrital Medical College, New York City, 
1911; specialist certified by the American Board of 
Otolaryngology; member of the American Academy 
of Ophthalmolog)' and Otolarjmgology; fellow of 
the American College of Surgeons; veteran of 
World War I; associated with the New York Eye 
and Ear Infirmary and tlie Jewish Memorial Hos¬ 
pital; died Aug. 12, aged 75. 

O’Connor, Dermot Fenton ® Syosset, N. Y,; Uni¬ 
versity College, Dublin, Ireland, 1941; interned at 
the Doctors Hospital in New Y’ork City; associated 
with the Meadowbrook Hospital in Hempstead 
and the Community Hospital in Glen Cove, where 
he died July 21, aged 41. 

Pennington, Alfred William ® Newark, Del.; Med¬ 
ical College of Virginia, Richmond, 1929; special¬ 
ist certified by the American Board of Internal 
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Medicine; fellow of the American Academy of 
Occupational ^ledicine and the Industrial Medical 
Association; associated u'ith tlie medical division 
of E. I. DuPont de Nemours Company; died 
Aug. 9, aged 56. 

Phillips, Lawrence Curtis, Pensacola, Fla.; Hering 
Medical College, Chicago, 1903; died Aug. 5, 
aged 86. 

Poirier, George Henri ® Boston; Tufts College 
Medical School, Boston, 1910; specialist certified 
by the American Board of Otolaryngology; member 
of the American Academy of Ophthalmology and 
Otolaryngology and the American Laryngological, 
Rhinological and Otological Society; veteran of 
World War I; associated with the Massachusetts 
Eye and Ear Infirmary; died Aug. 8, aged 73. 

Potter, Caroline Colver, East Lansing, Mich.; Uni¬ 
versity of Michigan Department of Medicine and 
Surgery, Ann Arbor, 1900; died Aug. 4, aged 81. 

Roemer, Thomas Jacques ® Portland, Ore.; State 
University of Iowa College of Medicine, Iowa 
Cit)', 1930; associated with the St. Vincent’s Hos¬ 
pital, Providence Hospital, and the Good Samari¬ 
tan Hospital, where he died Aug. 1, aged 58. 

Saxon, Robert Lee ® Little Rock, Ark; University 
of Nashville (Tenn.) Medical Department, 1900; 
past-president of the Pulaski County Medical So¬ 
ciety; formerly on the faculty of the University 
of Arkansas School of Medicine; served on the 
staffs of the St. Vincent Infirmary and the Ar¬ 
kansas Baptist Hospital; died in the Methodist 
Hospital in Houston, Texas, Aug. 9, aged 85. 

Schofield, James Dobson ® Philadelphia; Hahne¬ 
mann Medical College and Hospital of Philadel¬ 
phia, 1902; specialist certified by tlie American 
Board of Surgery and the American Board of 
Proctology; member of the American Proctologic 
Society; fellow of the American College of Sur¬ 
geons; veteran of World War I; associated witli 
Hahnemann Medical College and Hospital and the 
St. Luke’s and Children’s Medical Center; died at 
his home in Wynneu’ood, Pa., Aug. 9, aged 80, 

Smith, Ellis Jacob ® Cincinnati; Eclectic Medical 
College, Cincinnati, 1925; served on the staff of 
St. Francis Hospital; died Aug. 8, aged 62. 

Sutherland, Justus, Oshkosh, Wis.; Milwaukee Med¬ 
ical College, 1900; veteran of World Wirr I; served 
on the staff of the Veterans Administration Hospital 
in Wood; died in the Mercy Hospital July 26. 
aged 83. 

Symonds, Cleon Walter ® Redlands, Calif.; Har¬ 
vard Medical School, Boston, 1910; veteran of 
World War I; fellow of tlie International College 
of Surgeons; died in the Loma Linda (Calif.) Sani¬ 
tarium and Hospital July 26, aged 75. 


Thomson, Robert Robertson, Berkeley, Calif.; Uni¬ 
versity of California School of Medicine, San Fran¬ 
cisco, 1928; ser\'ed on the staff of the Ernest V. 
Cowell Memorial Hospital; died July 29, aged 71, 

Ulfelder, Sidney, Mexico City, D. F., Mexico; Co¬ 
lumbia University College of Physicians and Sur¬ 
geons, New York City, 1896; associated with the 
American British Consulate Hospital; died in 
McLean, Va., Aug. 9, aged 84. 

Vary, Edwin Phelps ® Flint, Mich.; University of 
Michigan School of Medicine, Ann Arbor, 1930; 
specialist certified by the American Board of Sur¬ 
gery; fellow of the American College of Surgeons; 
veteran of World War II; associated with the 
McLaren General, Hurley, and St. Joseph hospi¬ 
tals; died Aug. 2, aged 54. 

Wadhams, Sanford H. ® Colonel, U. S. Army, re¬ 
tired, Torrington, Conn.; Yale University School of 
Medicine, New Haven, 1896; entered the Army in 
1900 and retired July 16, 1921; veteran of World 
War I; fellow of the American College of Surgeons; 
died in the Charlotte Hungerford Hospital June 14, 
aged 85. 

Watson, Herbert Sliirley, Earle, Ark.; University 
of Tennessee College of Medicine, Memphis, 1916; 
veteran of World War I; died in the Veterans Ad¬ 
ministration Hospital in Memphis, Tenn., July 29, 
aged 67. 

Wheeler, James Hartwick ® Henderson, N. C.; 
Jefferson Medical College of Philadelphia, 1918; 
past-president of the Vance County Medical So¬ 
ciety; for many years served on the board of edu¬ 
cation; a director of the Home Building and Loan 
Association; formerly vice-president of the Com-, 
mercial and Industrial Bank; past-president of the 
Henderson Rotary Club; one of the founders and 
on the staff since its inception,- Maria -Parham Hos¬ 
pital, where he died July 22, aged 68. 

Woodbume, Arthur Wellesley, Tampa, Fla.; Uni^ 
versity of Western Ontario Faculty of Medicine, 
London, Ont., Canada, 1898; fellow of the Amer¬ 
ican College of Surgeons: formerly practiced in 
Entrican and Hastings, Mich.; once a medical 
missionary in India; died Aug. 1, aged 84. 

Zessin, Elmer Theodore Paul ® Galesburg, HI-; 
Chicago College of Medicine and Surgery, 1914; 
associated with Galesburg Cottage Hospital and 
the St. Mary's Hospital, where he died July 27, 
aged 73. 

Zonis, Jonathan ® Boston; Tufts College Medical 
School, Boston, 1924; member of the American 
College of Allergists; served on the faculty of his 
alma mater; associated with the Mount Sinai Hos¬ 
pital, Jeu'ish Memorial Hospital, and the Beth 
Israel Hospital, where he died July IS, aged 64. 
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BRAZIL 

Brazilian Tr)'panosomiasis.—Drs. Jatcne and Jacomo, 
of Uberaba, Minas, studied the problem of trans¬ 
mitting trypanosomiasis through blood transfusion 
(Rcvista goiana cle mcdicina, March, 1959). They 
found that the percentage of donors in Sao Paulo 
City with a positive Machado Guerreiro reaction 
(indicative of trypanosomiasis) w'as higher than 
that for those with a positive Wassermann test. In 
the city of Uberaba 15% of the blood donors gave 
a positive Machado Guerreiro reaction. Some au¬ 
thors have suggested that the blood from donors 
with positive Machado Guerreiro tests should be 
sterilized in vitro. Jatene and Jacomo recommended 
that any blood to be transfused in areas with a 
high incidence of trj'panosomiasis be treated with 
gentian violet as the only effective preventive 
measure. 

Dr. C. C. Porto, of Belo Horizonte, Minas, in 
the same issue reported on his electrocardiographic 
studies of 78 apparently healthy children. Of these, 
17 shOM'ed a positive Machado Guerreiro reaction, 
58 were negative, and in 3 the test was not con¬ 
clusive. Ventricular premature beats and marked 
bradycardia in the group with negati\'e Machado 
Guerreiro reactions made him suspect the possi¬ 
bility of trypanosomiasis and the development of a 
positive reaction in the future. In the group with 
a positive reaction, one child had a right bundle- 
branch block and one had a first degree atrioven¬ 
tricular block. He concluded tliat diese abnormal 
electrocardiographic findings probably represented 
the first step in the development of b-)'panosomiasis 
and that it is desirable to follow up these patients 
for a long time. 

FRANCE 

Marrow Transfusions for Accidental Irradiation.— 
H. Jammet and co-workers made a further study 
of the six Yugoslavian scientists who received acci¬ 
dental irradiation and were treated in Paris {Revue 
frangaise dWudes cliniques et biologiques, vol. 4, 
March, 1959). These scientists, five men and one 
woman, were classified in three categories, accord¬ 
ing to die degree of irradiation received. One re¬ 
ceived 1,000 r; four received from 600 to.999 r; 
and one received 400 r. Warning sjmiptoms such 
as asthenia, psychic depression, anorexia, nausea, 
vomiting, sweating, and paresthesia of the upper 

The items in these letters are contributed by regular correspondents 
in the various foreign countries. 


limbs appeared during the hour after the accident. 
The least irradiated of these patients had no vom¬ 
iting; the most irradiated, who later died, besides 
the symptoms listed above, also had diarrhea. 

In the latent period (tliree weeks) the patients’ 
general condition -was comparatively satisfactory 
in contrast with the course of tlie hematological, 
cutaneous, and visceral disorders. Erythema ap¬ 
peared on the first day, accompanied by conjunc¬ 
tivitis. Epilation of the scalp and beard started on 
the 14tb day. Drjmess of the skin and subsequent 
scaling occun-ed in tlie subject who received the 
largest dose. The hemorrhagic disorders were in 
the forms of epistaxis, gingival bleeding, hema- 
temesis, and, in the woman, menorrhagia. Hemato¬ 
logical disorders were immediate leukocytosis (9,000 
to 11,000 cells per cubic millimeter) and ensuing 
Konphopenia. In the latent period there was a 
gradual decrease in the blood elements. This de¬ 
crease became more and more marked as it in¬ 
volved first the erythrocytes, then the lympho¬ 
cytes, thrombocytes, and granulocytes. Tliere was 
a sharp decrease in l^miphocytes during the first 
five days, with subsequent fluctuations. 

The reticulocytes practically disappeared after 
the first few days, and a reticulocytic crisis oc¬ 
curred at the end of the second week. Then there 
was a critical period of four to seven weeks, with 
deterioration of tlie general condition and clinical 
findings suggesting typhus e.xcept in the subject 
who received the smallest dose. The nausea re¬ 
curred, with profuse sweating and diminished diu¬ 
resis. This critical period was hematologically 
characterized by an almost total medullary aplasia. 
The number of neutrophils and of thrombocytes 
per cubic millimeter fell, respectively, to below 
50 and to 30,000. Tlie erythrocyte counts varied 
from 1,400,000 to 3,000,000. 

G. Mathe and co-workers hi the same issue re¬ 
viewed the treatment given to these patients. It 
started with transfusion of whole blood, platelets, 
and gamma globulin and administration of anti¬ 
biotics. In view of the aggravation of the condi¬ 
tion, a grafting of embr)'onic myeloid cells V'as 
attempted. The patient who was most heavily 
irradiated was given a large transfusion of cells 
from the spleen and liver of a premature infant 
who had died a few hours after birth. Ten days 
later his condition deteriorated witli the onset of 
an intestinal syndrome and pain in the right iliac 
fossa, due to a thrombus. A transfusion of medul¬ 
lar)’ cells from a volimteer donor was then per¬ 
formed. Four days later a rapid increase in blood 
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cells was observed, but tlie intestinal signs were 
aggravated and tlie patient’s condition was further 
complicated by anuria and acute renal insuffi¬ 
ciency. Tliis patient died from a massive respira- 
tor\’ hemorrhage in spite of an e.vtrarenal dialysis 
with an artificial kidne}'. 

In \iew of the aggra\'ation in the hematological 
condition of the four other heatih' irradiated pa¬ 
tients, an intravenous injection of marrow' from 
volunteer donors was performed. Each patient 
received ISO to 300 cc. and a large transfusion of 
cells. The hematological and clinical conditions took 
a fa\’orable course. A rapid increase in the reticu- 
locate, er\’tlu-ocyte, granulocyte, and platelet counts 
occurred. The temperature dropped to normal a 
few days after the marrow was gi\'en with a 
noticeable imp^o^'ement in the general condition, 
disappearance of tlie t\’phus-like findings, increase 
in appetite, and gain of weight. Tlirough the study 
of the blood group phenotx’pes, by the method of 
differential agglutination, it was possible to estab¬ 
lish the respecti\'e percentages of en'throcytes 
belonging to the donors’ phenot\'pes and of those 
canwang the patients’ owm antigens. The curves 
of the donors’ antigens rose to a ma.\'imum, then 
dropped, about one month after the marrow trans¬ 
fusion. The correction of the anemia seemed to 
be entireh’ related to the eiv’throcytic production 
from the graft. 

Some weeks later there were slight oscillations 
in the granulocndic and thrombocytic cur^'es (the 
granulocn'te count oscillated between 4,000 and 
2,000, and the thrombocyte count, between 200,000 
and 120,000). This mild disorder was probably due 
to the replacement, by the patients’ owm cells, of 
those produced by the original cells from tire 
donors. The leukocytic and thrombocytic produc¬ 
tion had had the same origin for one month, i. e., 
tliey had originated from the grafted marrow, tlien 
they had been destro\’ed. As their life is much 
shorter than that of tlie erytlirocytes, the number 
of leukocides and thrombocytes replaced must 
have been much higher tlian die number of erj'di- 
rocites. As to the prognosis, the auUiors e.xpected 
hematological fluctuab'ons, spermatogenic abnormal¬ 
ities, and persistence of asthenia for a feiv montlis. 
Tlie probability' of induced leukemia or otlier 
forms of ameer has increased for these subjects. 


GERMANY 

Iproniazid for Mental Disturbances.—H. P. Hoheisel 
(Medizinische, no. 12, p. 537, 1959) stated that 
iproniazid, which was originally developed as a 
tuberculostatic, aroused the interest of psychia¬ 
trists when patients treated with it showed a 
marked improvement in their contact wath reah'tj'. 
Furdier studies showed the drug to be a potent 
monoamino-o.vydase inhibitor and to cause an ac¬ 


cumulation of serotonin and catecholamines in tlie 
brain. A series of 74 patients was treated i\ith 
iproniazid for a long enough period to warrant 
evaluation. Of these 41 had depressive conditions 
and 33 had obsessive neuroses. In the depressive 
group 21 were liai'ing their first attack. Results of 
treatment ivere surprisingly good in almost all 
patients. Only three depressive patients were not 
benefited in spite of treatment being continued 
for six -weeks or more. Side-effects, such as con¬ 
stipation, dryness of the mouth, paresthesias, and 
exaggerated refle.xes, svere not obsen’ed, although 
they had been reported by others after treatment 
with iproniazid. The first noticeable results were 
seen after only' S to 12 day's. After this period the 
patients were alu'ay's relaxed and tractable. After 
14 to 20 day’s of treatment most patients were 
psy’chically' normal and additional shock or sleep 
treatment u'as not required. 

In tlie patients with obsessive neuroses there 
were more failures. Treatment was started with 
small gradually' increasing doses (50 mg. for five 
day’s, dren 100 mg. for tliree or four weeks). Cau¬ 
tion is required in iproniazid treatment of patients 
with renal or hepatic disease and in such patients 
function tests of the diseased organ are necessary 
at regular interv’als. Mffien an impros'ement of the 
psychic condition was manifest, the dose was re¬ 
duced to 75 mg., tlien to 50 mg., and eventually 
to a maintenance dose of 25 mg. for 14 days. The 
patients should be u'arned that alcohol intolerance 
e.xists during treatment. Side-effects were rare. 
Tliree patients developed hepatitis during treat¬ 
ment. 


Puerperal Mastitis.—H. Schmidt-Matthiessen (Land- 
arzt 35:437, 1959) stated that reports of mastitis 
should differentiate between patients delivered in 
the home and those delivered in the hospital as 
well as between early' and late inflammation of 
the lactating breast. Figures of the incidence of 
mastitis are contradictory', but reports of a sta¬ 
tistically' significant increase are unanimous. It 
occurs in 0.9S to 4.5% of all puerperal patients 
irrespective of the place of delivery' and it is more 
frequent in uniparas than in multiparas. The in¬ 
flammation usually occurs five to nine days post 
partum. Late mastitis mainly' affects women who 
gave birtli in tlie hospital. The women have re¬ 
turned to tlieir homes in many cases when the first 
signs of the infection become manifest. This may 
be tbe reason why’ late mastitis usually t-akes a 
severer course tlian early mastitis. The women, 
haWng just returned from tlie hospital, do not con¬ 
sult tlieir doctors at first and therefore come for 
treatment only' in a late stage of the condition. 

About 96% of patients with early' mastitis can 
be treated by' purely conservative measures. The 
tendency to abscess formation is negligible. If mas¬ 
titis follovring hospital delivery leads to tissue 
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breakdown, Stapliylococcns aureu.s liemolyticus is 
found in the pus in 80 to 95% of tlie patients. These 
organisms are usually resistant to penicillin, sb-ep- 
tomycin, and sulfonamides, and it is necessary to 
use a broad-spectrum antibiotic. In patients de¬ 
livered at home Staphylococcus albus is also fre¬ 
quently found. In these patients both organisms 
are usually sensitive to chemotherapeutic agents, 
thus rendering conservati\'e treatment much easier. 
Tlie mechanism of infection occurs when patho¬ 
gens, which may be found in the nasopharyn.x of 
the child from about the fifth day on, enter the 
breast through small fissures during nursing. Pro¬ 
phylactic measures to be observed are good ven¬ 
tilation of rooms, hygienic care of the nipples, 
wearing of face masks for mothers and nursing 
personnel, and disinfection of hands. 

In its early stage tlie infection can often be 
controlled by x-ray treatment. After pumping the 
breast 80 to 100 r are given and this treatment, if 
necessary, may be repeated on the following day. 
If the symptoms have disappeared by the second 
day, the breast is emptied again on tlie third day, 
and nursing carefully resumed on the fourth day. 
Pabents with late mastitis are given antibiotics in 
addition. Should the local symptoms not subside, 
incision and drainage is necessary. The child is 
not nursed then because of tlie danger of trans- 
mitbng tlie infection witli the milk. Phenobarbital, 
diethyldio.xystilbene-dipropionate, and estrin, to¬ 
gether with restriction of fluid intake, usually make 
it possible to control the initial milk flow. 

Spermiogenetic Infantilism.—O. Hornstein (Klin. 
Wchnschr. 37:105, 1959) stated that parbal insuffi¬ 
ciency of the anterior lobe of the hj'pophysis pro¬ 
duces a variety of symptoms, according to the 
degree and time of dysfunction. The gonadotropic 
hormones are usually lacking at first. Deficiency of 
both gonadotropic factors, interstitial cell stimu¬ 
lating hormone and follicle stimulating hormone 
(ICSH and FSH), as a rule, occur simultaneously. 
Tliis gives rise to the so-called hypogonadotropic 
hj'pogenitalism. Clinical observations are, however, 
suggestive of an isolated deficiency of FSH, too, 
which causes a syndrome termed “fertile eunudi- 
oidism,” since in it true spermiogenesis is preserved 
while secondary sex characteristics are not de¬ 
veloped. The opposite condition—isolated deficiency 
of ICSH—has not been observed. 

The following case, therefore, deserves special 
attention: A 32-year-old man came for consultation 
because Iris marriage had been sterile. He was of 
somewhat hypovirile but not eunuchoid build. His 
voice changed at 20 and at that time he first 
shaved. He married at 26 years of age. His libido 
was normal. Examination revealed a light beard 
growth and feminine distribution of pubic hair. 
His testes were only cherry-size and soft. No 
sperms were present in the spermiogram. Gonado¬ 


tropin and 17-ketosteroid levels were low. A testicu¬ 
lar biopsy revealed, apart from a well-developed 
interstitium with clusters of Leydig’s cells, only 
tubules of infantile appearance with indistinct 
cellular sti'ucture, no sperm cells or mature pre¬ 
cursors. This appeared to be a case of dissociated 
secondary hypogenitalism, which may be explained 
by the absence of FSH stimulation of the tubules 
since puberty. In this case it represents the oppo¬ 
site condition to “fertile eunuchoidism,” the sec¬ 
ondary sex characteristics having been developed 
by the stimulation of interstitial cells, but spermio¬ 
genesis not having been initiated because of FSH 
deficiency. 

Malformations in Newborn Infants.—H. Oster 
(Kimlerarztl. Praxis 27:28, 1959) stressed the im¬ 
portance of studying the incidence of malforma¬ 
tions of newborn infants in the last two decades 
in order to determine whether as a result of atomic 
e.vplosions the incidence of malformations and 
anomalies in neonates has been increasing. Tlie 
comprehensive material presented by tlie author 
showed no increase in tlie incidence of malforma¬ 
tions for the period 1939 to 1953 compared with 
the period 1954 to 1958. 

INDIA 

Chlorpromazine for Tetanus.—B. J. Vakil and co¬ 
workers (Journal of Association of Physicians of 
India, vol. 7, July, 1959) treated 259 patients who 
had tetanus with chlorpromazine in addition to the 
routine standard treatment. Chlorpromazine was 
given only to those whose spasms were severe, fre¬ 
quent, and uncontrollable by the routine treat¬ 
ment. Another 81 patients with mild symptoms 
were controlled with sedatives only. Another group 
of patients admitted prior to these, and who re¬ 
ceived only the usual treatment, served as con- 
brols. The standard treatment consisted of local 
treatment of the wound and administration of the 
antito.xins, antibiotics, and sedatives. Cortisone or 
its derivatives were occasionally used to relieve 
allergy or anaphyla.xis and mephenesin was some¬ 
times given to facilitate feeding. Tracheotomy was 
performed on three patients. The dose of chlorpro¬ 
mazine was adjusted according to requirements 
but a total dose of 1 Cm. in 24 hours was seldom 
exceeded. The method of choice for administering 
this drug was tlie intravenous drip. The largest 
daily dose used was 1.5 Cm. in an adult. The long¬ 
est period of administration was 12 days, with the 
drug being discontinued when the spasms were 
reduced in intensity and could be controlled by 
sedatives only. 

The case fatality rate with this treatment was 
25% while in the control group it ivas 35%. The 
authors found the results with chlorpromazine grat- 
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in the control of spasms and rigidity. Hyper¬ 
tonia and rigidity were reduced in most patients 
but rarely were abolished completely. SjTnptoms of 
a few patients were, however, completely resistant 
to the drug even in large doses. Thus, of the 259 
patients, 221 showed a favorable response, and 15 
died of glottic spasms while the drip was being 
administered. Neonates and children responded 
poorly to the drug. The patients so treated were 
on die whole, rela,ved, cheerful, and conscious and 
feeding was much simpler as most could be fed 
orally. Coma and respirator)^ depressions were not 
serious problems as they were in the control group. 
No major to.xic reaction occurred. In diis series 
eight patients had cephalic tetanus, which is a type 
well known for its poor prognosis. With chlorpro- 
mazine seven of the eight survived. None of the 
neonates in the control series survived while in the 
present stud)' 2 of 17 were saved. 

Serum Amylase in Mumps.—N. P. Misra (Journal 
of the Association of Physicians of India, vol. 7, 
July, 1959) determined the serum amylase level in 
17 patients with mumps. The normal range was 
determined in 100 normal subjects. The level was 
elevated in all the patients. The highest level was 
observed in the first week of illness except in one 
patient. In most patients, the level returned to 
normal by the end of the second week, coinciding 
with the clinical remission of the disease. A close 
relation was noticed between the severity of the 
clinical condition and the serum amylase level. It 
was also highest in patients whose swelling was 
most prominent and higher in those with bilateral 
than in those with unilateral involvement. Develop¬ 
ment of orchitis, unilateral or bilateral, did not 
influence die level. Tlie serum amlyase level eleva¬ 
tion in patients witii mumps was dius a function of 
the disease associated with parotitis alone. This 
finding may be used to differentiate mumps from 
swelling of die face due to odier causes such as an 
impacted molar, bull-neck following diphtheria, 
lymphadenitis, cellulitis, and fracture-dislocation of 
the mandible. 

C-Reactive Proteins.—P. M. Chaphekar (Journal of 
Postgraduate Medicine, vol. 5, July, 1959) stated 
that the C-reactive protein (CRP) level reflects the 
activity of pneumococcic pneumonia and it disap¬ 
pears promptly when die progress of the disease is 
arrested. The test is of greater help in assessing 
prognosis than in making a diagnosis. Tlie author 
studied the CRP level in diseases of the liver to 
find out whether it would help in judging die ac- 
dHty of die destructive and inflammatory processes 
associated with wal hepatitis and cirrhosis. Esti¬ 
mations of die sedimentation rate were carried out 
simultaneously. In 31 normal subjects of both se.xes 
from 1 to 40 years old the test for CRP was uni¬ 
formly negative while the sedimentadon rate 


ranged from 8 to 30 mm. In seven patients with 
full-term pregnancy with no complications, the test 
was weakly positive in two and negative in five and 
the sedimentation rate varied from 35 to 50 mm. 
Blood collected at autopsy from accidental death 
in four patients was also negative for CRP. 

Of 42 patients with infecdous hepatitis, 16 gave 
positive reactions. Of 26 patients with cirrhosis of 
the liver in whom secondary' infection was ruled 
out 18 gave the reaction for CRP. In two patients 
with primary and one with secondary carcinoma 
of the liver blood collected at autopsy was found 
to be strongly positive for CRP. The patients with 
infectious hepatitis who gave positive tests for CRP 
were more severely ill and the case fatality rate in 
these patients was about 10 times higher than in 
those with negative tests. Similarly patients witli 
cirrhosis who had positive tests were in rvorse 
condition dran those with negadve results. Biopsy 
specimens from drese padents were suggestive of a 
smoldering necrosis, fibrosis, and mononuclear in¬ 
filtration. 

The electrophoretic pattern showed a greater fall 
in total plasma proteins in those with positive as 
compared to those with negative tests and also in 
albumin, alpha-1 globulin, beta globulin, and 
gamma globulin fractions, but die fall in alpha-2 
and gamma globulin fractions was less. Other dis¬ 
eases besides liver diseases were also studied for 
CRP. Positive tests were observed in patients svith 
rheumadc pericardids, myeloid leukemia, multiple 
myeloma, Hodgkin’s disease, rheumatoid arthritis, 
visceral leishmaniasis, and hemolytic anemia. The 
test vv'as strongly positiv'e in those with V'isceral 
leishmaniasis but became negative after treatment. 
Although the test for CRP has the same signifi¬ 
cance as the sedimentadon rate, the author be- 
liev'ed it to be superior as it is simpler and is more 
uniformly negativ'e in normal subjects. This is espe¬ 
cially helpful in normal pregnancy when die sedi¬ 
mentadon rate goes up while the CRP test is nega¬ 
tiv'e or vv'eakly positive. The test may serv'e as a 
v'aluable adjunct to liv'er function tests and to 
differentiate postnecrotic cirrhosis from cirrhosis 
following fatty change. 

Ascorbic Acid Levels and Influenza.—P. S. Vaish- 
wanar and co-workers (Indian Journal of Medical 
Sciences, v'ol. 13, July, 1959) believed the estima¬ 
tion of the ascorbic acid level in vv'hole blood to be 
of greater significance than that of serum or plasma 
in assessing nutritional status as the plasma value 
represents only the immediate nutritive or metabo¬ 
lic level depending on the recent dietary' intake. 
The audiors studied the blood ascorbic acid level 
in 66 children, in 28 of whom die estimations vv'ere 
made first in March, 1957, and again in July, 195I> 
immediately after an influenza epidemic. In the 
other 38 only single estimations were made after 
the epidemic in August, 1957. The figures for blood 
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ascorbic acid in children witli no history of influ¬ 
enza were higher than those who had had the dis¬ 
ease. The ratio in some was almost 2:1. In those 
for whom figures before the epidemic were avail¬ 
able it was seen that the difference in the level in 
those with and without the history of influenza 
was the result, and not tlie cause, of infection. If 
the ascorbic acid level played any part in deter¬ 
mining resistance to infection, it must have been 
small. 


SPAIN 

Protection Against Ionizing Radiations.—At the 
First National Medical Congress of the Spanish 
Red Cross held in Madrid in May the following 
conclusions were reached; It is necessary to inform 
tire public about the dangers of radiologic pelvim¬ 
etry, and of serial intestinal roentgenography in 
pregnant women and to limit the amount of irra¬ 
diation to all patients. All persons who work with 
ionizing radiations must be e.vamined periodically, 
and temporarily removed from their tasks if their 
e-v-posure to radiation exceeds the limits of safety. 
Tile public must be reassured that nuclear energy 
plants have developed complex systems of protec¬ 
tion not only for the personnel working in tliose 
plants but also for the surrounding areas and tliat 
such plants do not represent a danger for tlie 
adjoining populated areas if the protective systems 
are adequate and properly operated. 

Furthermore, the mobile installations of nuclear 
energy in submarines, and the portable army in¬ 
stallations, or those in areas of difficult supply of 
usual fuel should not offer any danger to tire 
waters where they navigate, the ports where they 
anchor, or the zones where they are stationed. 
The Red Cross should provide specialized teams 
and personnel to provide adequate care to any 
victims of accidents that might occur in isotope 
plants or laboratories. The Red Cross should also 
organize specialized aid units tlirougbout the na¬ 
tion, in collaboration with civil defense personnel. 
All members of tliese units should be able to give 
first aid to victims of blast, thermal, and irradia¬ 
tion injuries caused by an atomic expAosion. 

Interauricular Septal Defects.—At the same meet¬ 
ing, Dr. Enrique Garcia Ortiz and co-workers pre¬ 
sented a study of 40 patients with interauricular 
septal defects. They found that cyanosis is always 
associated witli pulmonary arterial hypertension 
and with an increase in pulmonary resistance. It is 
rarely observed in young persons without circula¬ 
tory decompensation, and it is always a conse¬ 
quence of massive arteriovenous shunt. In adults 
cyanosis appears in patients with cardiac insuffi¬ 
ciency, complete arrhytlimia, and an enlarged 
heart. Cardiac insufficiency is characteristic of 


interauricular septal defects. Sometimes an arterio¬ 
venous shunt persists and the arterial hypertension 
is inconstant. In this type of cardiopathy the ele¬ 
vation of pressures in the refilling of the left ven¬ 
tricle does not necessarily cause myocardial failure. 

The radiologic changes in the pulmonarj' arterial 
tree continue to be a reliable sign of interauricular 
septal defects. The heart is enlarged, especially in 
the forms associated with great pulmonary deficit 
and marked arterial hypertension. The electro¬ 
cardiographic changes reveal acquired abnormali¬ 
ties in which a complete bundle-branch block rep¬ 
resents the last stage which may regress after 
the surgical closing of the septal defect. The hemo¬ 
dynamic examination shows, in most patients, a 
normal venous saturation. In more than half of 
the patients mixed shunts are observed. The curves 
of pressures obtained simultaneously in both auri¬ 
cles indicated that the mechanism of pressures at 
the auricular lev'el was not sufficient to e.xplain the 
direction of the shunts. In patients with an in¬ 
crease in the pulmonary deficit, pulmonary arterial 
hypertension is slight or moderate, but in those 
wnth an increase in arterial resistance it is severe. 

The treatment consists of an open repair with 
use of hypotliermia or prostigmin. This treatment 
should give satisfactory results in cases of patent 
foramen ovale, ostium secundum, and simple os¬ 
tium primum, since the time limit is sufficient for 
closing these three types of septal defects. In a 
patient in whom there was drainage of the ab¬ 
normal pulmonaiy veins, it was possible to divert 
the flow from the septum and to close the defect 
with complete success. The authors believe tliat, 
in patients vnth a common ab'ioventricular canal, 
hypothermia should not be applied but the heart- 
lung machine should be used. 

SWEDEN 

Hydrocortisone During Operation.—B. Aldman and 
co-workers {Svenska Jiikartidningen, June 26,1959) 
gave hydrocortisone to patients during operation. 
They classified these patients as acute operative 
emergencies or elective cases. For the first category 
hydrocortisone was given by intravenous drip or 
injection in doses of 100 mg., a total of 100 to 300 
mg. being given during the operation, and 100 mg. 
by intramuscular injection morning and evening 
for two days after the operation. A further 100 mg. 
was given by intravenous injection if a postopera¬ 
tive fall of the blood pressure threatened. For the 
elective cases 100 mg. was given by intramuscular 
injection for two days before operation or on the 
morning of tlie day of operation. During the opera¬ 
tion 100 to 300 mg. was given by intravenous drip 
or injection. During each of the first postoperative 
days 100 mg. was given twice by intramuscular in¬ 
jection. This treatment did not interfere with the 



148/1250 


FOREIGN LETTERS 


J.A.M.A., Oct. 31, 1939 


healing of wounds and it may have improved the 
operative prognosis, particularly for those threat¬ 
ened by flagging of the suprarenal system. 

Tobacco Addiction.—In 1955 Dr. B. Ejrup (Svens- 
ka lakartidningen, July 3, 1959) started giving in¬ 
jections of lobelin hydrochloride to heavy smokers. 
By the end of 1957 he found that 93% of these 
patients got some benefit from the injections. Early 
in 1958 the first polyclinic for the weaning of 
heavy smokers was opened, and a little later there 
were six such clinics. In cooperation with various 
organizations combating tuberculosis and cancer, 
Ejrup sought to turn these clinics into research 
centers. He has had to rid the public of the notion 
that his treatment is based on a single drug, his 
ambition being to devise a system or series of 
simple measures suitable for general application to 
the control of the smoking habit. At the Danish 
equivalents of the Swedish polyclinics the patients 
pay for each drug injected, but in Sweden no sep¬ 
arate charge is made for the drugs as it is desirable 
to feel free to vary the drugs or to give placebos 
for the sake of comparison. About 150 physicians 
cooperate with the polyclinics in compiling the 
observations made, and in Stockholm alone there 
are about 2,000 smokers whose reactions have been 
recorded. From his e.xperience with the staffs of two 
industrial concerns, Ejrup estimated that Sweden, 
with a population of 7 million, has at least 150,000 
nationals in need of his polyclinics. The commercial 
interests linked to the sale of tobacco need not, 
in his opinion, be alarmed about his polyclinics 
which are not waging war on tobacco in general, 
but only on the abuse of it by a small fraction of 
the population. 

Comeal Opacities from Chloroquine.—According to 
Dr. O. Gabinus and co-workers {Svenska Idkartid- 
ningen, July 10, 1959) since January, 1958, chloro¬ 
quine has been given at the Jdnkoping General 
Hospital to patients with rheumatoid arthritis and 
other collagen diseases, the usual maintenance dos¬ 
age being 250 mg. daily after twice to four times 
this amount in the first few weeks of treatment. 
Side-effects were on the whole negligible, but of the 
19 patients examined with a corneal microscope 8 
showed epithelial and subepithelial deposits on tire 
lower half of the cornea. These diffuse opacities 
were homogeneous with the exception of those in 
one patient in whom they were slightly granular. 
No other abnormalities of the eyes were detected. 

UNITED KINGDOM 

Koilonychia.—Koilonychia is generally attributed to 
iron deficiency. Jalili and Al-Kassab {Lancet 2:108, 
1959) investigated the incidence of this disease 
in patients with severe anemia, but they could find 


no correlation between the severity of the anemia 
and the occurrence of koilonychia. There was no 
statistical difference between the hemoglobin levels 
of patients with and without the condition. The 
nails were not deformed in some patients with a 
hemoglobin level of 1.5 to 3 Gm. per 100 ml. It 
was therefore concluded that iron deficiency alone 
does not e.xplain the changes in the nails. In view 
of the poor protein intake of the patients and the 
fact that cystine is an important constituent of 
nails and is responsible for the crosslinkage in 
the polypeptide chains which contributes to the 
strength of the protein structure, cystine, arginine, 
and histidine levels in the fingernails of the pa¬ 
tients were determined. The cystine in the nails 
of 29 normal subjects averaged 8.12%. It was in¬ 
dependent of sex and social status. The cystine 
content of the nails of patients with koilonychia 
was much lower, averaging 2.54%. It was also low 
in patients witli anemia without koilonychia, the 
average being 6.32%. The cystine content of the 
nails of two patients with koilonychia rose greatly 
and became more than double the initial value 
after increasing the protein content of the diet. 
The histidine and arginine content of the nails 
in koilonychia was within normal limits. Accord¬ 
ing to Jalili and Al-Kassab a deficiency of sulfur- 
containing amino acids is a factor in the patho¬ 
genesis of koilonychia. 

Hemoptysis due to Endometriosis.—Endometriosis 
is occasionally found in extra genital situations, 
such as the intestine, peritoneum, bladder and, 
rarely, the lung. Fleishman and Davidson describe 
the occurrence of hemoptysis in a woman, who at 
first was thought to be suffering from pulmonary 
tuberculosis, although a chest film, bronchoscopy, 
and bronchography did not reveal a tuberculous 
lesion {Lancet 2:88, 1959). When it was discovered 
that hemoptysis regularly coincided with the onset 
of menstruation a diagnosis of pulmonary endo¬ 
metriosis was made. The hemorrhage diminished, 
although it did not stop, when 25 mg. of tes¬ 
tosterone dipropionate was given a few days be¬ 
fore the e.xpected period. When the hormone was 
stopped the hemorrhage from the lung was severe. 
Radiographs and tomograms taken between the 
menstruijl periods were normal, but when taken 
the day before the e.xpected date of menstruation 
a small area of infiltration was observed in the 
left upper lobe on two occasions. A lobectomy 
was planned but was not done as the hemoptysis 
diminished in severity and eventually stopped. Al¬ 
though histological proof was lacking it was be¬ 
lieved that tire lung lesion was endometriosis. The 
eventual cessation of hemoptysis despite continued 
normal menstruation and the inconstant radiologic 
appearances were attributed to the gradual seques¬ 
tration of the ectopic endometrium via the drain¬ 
ing bronchus. 
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MEDICINE AND AUTOMOBILE RACING 
Frank E. Barnes, M.D., Smitlificld, N. C. 

Automobile racing has been known in the United 
States for years. From the old Vanderbilt Cup races 
on the Motor Parkway of Long Island, N. Y., in the 
early 1900’s, racing has grown to a major sport. 
Before World War II crow'ds w’ere drawn to Indian¬ 
apolis, to hundreds of fairground dirt tracks, and 
to see the mighty midgets race on the 1/10-mile 
ovals throughout the many cities of our countr)'. 
The daredevils of the 20’s and 30’s drove without 
restrictions or regard for personal safety. Death 
claimed many from their ranks in those days, from 
either faulty machinery, faulty road surfaces, or 
questionable driver qualifications. Medicine w'as 
seldom mentioned, in the heyday of dht track 
racing. 

Soon after M^orld War II, small, racy, noisy sports 
cars began to make their appearance in the United 
States. The MG w'as the first to catch the fancy of 
sports-minded Americans. With the first invasion 
of foreign cars came a new' sport—road racing. 
Europe had kmow'n road racing for years and 
European cars w'ere built for this tj'pe of drisdng. 
Instead of in an enclosed oval, w'here speed was 
essential for W'inning, road racing took place on 
country' lanes and city tlioroughfares. This type of 
drhong required more dexterity and stronger gear 
bo.xes than the ordinary' oval track racing w'ould 
ever require of a car. A road course might run 
from border to border of a country', such as in the 
Mexican Road Race, or follow a twisting, turning, 
dangerous course through a city, as in the yearly 
race at Monaco on the Mediterranean coast. The 
road races of Europe have been run on public 
roads closed to traffic on the day of the race. 

The first attempts to establish road racing in the 
United States were at Watkins Glen in upstate New 
York and Bridgehampton, L. I. These races whetted 
the American appetite for fun and tlirills and a new 
sport was bom. 

Problems quiekly arose, however, and indignant 
townspeople forced the termination of racing on 
public roads. Racing quickly moved to airports, 
where spectator control could be enforced. Gen. 
Curtis Le May was instrumental in establishing 
many fine airport racecourses at Army air bases 
throughout the country. Disgrantled GFs and vote- 
happy congressmen soon put a stop to racing on 
government property, however, even though the 
proceeds from the races were filling the enlisted 
mens club treasuries. This handicap was in turn 
overcome by the establishment of privately owned, 

Medical Director of Virginia International Racewayj member, Med¬ 
ici StaS, Grand Prix Races, Sebring, Fla. 


hard-surface racecourses across tlie country, from 
Limerock, Conn., dow'n to Danville, Va., and out 
to Riverside, Calif. 

Medical observers, some of w'hom are drivers 
themselves, became increasingly aware of the need 
for safety standards on American racecourses. Phy¬ 
sicians began to investigate accidents. It soon be¬ 
came apparent that regulations governing racing 
would have to be enforced. Even though the driver 
considered it “sissy” or “uncomfortable,” he W’ould 
have to abide by the rules, if he wished to drive. 
The Sports Car Club of America (SCCA) became 
the governing organization for most amateur races 
in America. The directors and ofiicers were men of 
foresight. Accidents caused public concern; death 
is certainly a cause for indignation. A medical ad¬ 
visory committee w'as established within the organi¬ 
zation. This committee was given authority to en¬ 
force safety regulations at all Sports Car Club races. 

The first directives w'ere met with varied re¬ 
actions, but the doctors were patient and soon 
noted compliance w’ith all their regulations. As 
racing picked up in momentum, so did research. 
Dr. George G. Snively of California upset the 
manufacturers of helmets by condemning one hel¬ 
met after anotlier. With tlie aid of research depart¬ 
ments at different universities, he could determine 
the resistance to stress of the materials used in mak¬ 
ing racing helmets. Helmets of drivers involved in 
accidents were also studied and defects noted. 
After many months of impartial investigation he 
made his recommendations, and they have become 
regulations for drivers on the SCCA racecourses 
today. Of course, manufacturers were indignant, 
but some were grateful and improved their prod¬ 
ucts until they, too. were acceptable. 

Along witli tlie helmets went tlie problem of 
visors or goggles. Many types are on the market 
and there are as many adherents to each of the 
different designs. Recently tlie “blister” type of 
visor has been introduced and has been found 
satisfactory', if made of tlie right type of plastic and 
worn properly. The acetate and butyrate plastics 
are the best, since they do not shatter and will not 
- leave jagged, pointed edges to cut facial tissues. 
The nitrates will give die same protection but are 
-highly inflammable and thus are not used. These 
plastics are soft and scratch easily, compared to 
acry'lic plastic, but this only necessitates care when 
they are not in use. Visors or goggles with metal 
supports are not recommended. The California 
Sports Car Club has outlawed all goggles not set in 
rubber. Any visual protection made of glass is also 
discouraged. Eyeglasses made of shatterproof plastic 
are now on the market, and they have been recom¬ 
mended for drivers who must wear glasses. 

Most European drivers will not wear a safety belt. 
They feel they have less chance of getting hurt if 
they are thrown clear of the car instead of riding 
into a crash stop. American drivers feel they have 
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less chance of injury if they remain within the car. 
Tins has caused much discussion, and no definite 
solution has been found; but the Sports Car Club 
of America insists on safet)' belts. They have based 
their regulations on research work done by scientists 
at Cornell University and on investigation of acci¬ 
dents. It has become a known fact that fewer Amer¬ 
icans would have been killed in the past years if 
they had not been throwm from their cars during 
accidents. You are safer within the car. When a 
crash is followed by fire, tire Europeans miglit be 
right; but the danger of fire is small compared to 
the possibilits' of getting crushed by a rolling car or 
a following car. Most medical men and automotive 
engineers agree that safet)' belts are imperative. 

Safet)' devices can also cause injury, however. 
The width of the belt, where it is anchored to the 
car, and the Wpe of buckle are all-important. A 
3-in. width is recommended for racing and not less 
than a 2-in. width should be used in passenger cars. 
A thin belt could cause undue trauma to abdominal 
and pelvic organs after a severe impact. The belt 
should rest not across the thighs but at a 45-degree 
angle across the peh'ic bone. The belt should be 
fastened to the frame of the car and not just to the 
seat, since the seat can easily tear loose and throw 
its occupant into the air on the first roll of the car. 
Even Nvith a belt, men have had their faces injured 
bj’ hitting tlie steering ^\']Jeel. The shoulder liamess 
would prevent this and would also prevent many 
whiplash injuries to the neck. It has recently been 
recommended by many safeU' e.\perts that a 
shoulder harness plus a seat belt should be worn by 
drwers at all times. Buckles on belts can be annoy¬ 
ing, especially when they lock and the driver 
cannot release the belt after an accident. The air¬ 
line type of locking buckle is acceptable, but 
attempts are being made to improve this. 

The roll bar has caused many a ‘lie-man” to 
sneer, yet today one will not see a sports car, stock 
car, or any professional racing car without this 
simple protection. A bar of suflScient strength be¬ 
hind the driver’s head, anchored to the cars frame, 
is lifesaving. Hard tops on cars can crush easily, and 
the roU bar is just as important to the hardtop car 
as it is to the convertible. Some American manu¬ 
facturers are considering incorporating a roll bar 
into the windshield support of every car. 

Fires are infrequent but a definite problem. 
Drii'ers aie adiised to wear flame-resistant cover¬ 
alls which are fitted tight aroimd the neck, wrist, 
and ankle. They should wear drhing gloves to 
protect the hands and adequate shoes to protect the 
feet from harm. Clothing is easily rendered flame- 
resistant by immersion in a boric solution. Each 
automobile must have a fire extinguisher in the 
cockpit before it can be given approval to race. 

Inspection of automobiles does not come under 
medical problems, but it has become an important 
part of racing. Before a practice run can be made 


on a course, each automobile is gone over by a 
qualified mechanic. If the brakes, lights, and 
condition of the tires are unsafe for fast-speed 
driving, the automobile is not permitted to run, This 
protects the driver as well as others on the course 
who might become involved in an accident caused 
by faulty equipment. Along with automobile in¬ 
spection goes driver inspection. Before ever)’ en¬ 
durance race a driver must submit to a physical 
examination. Heart, lungs, and eyes are all checked. 
One or two drivers are always weeded out by these 
e,xaminations. As far as sprint racing is concerned, 
all SCCA drivers must receive a yearly physical 
e.xamination. The background of the driver, Mth 
regard to epilepsy, insulin reaction, heart disease, 
fainting, and any disease that might influence re¬ 
flexes, is investigated. The physical examination 
must be completed with care and attention to de¬ 
tail, including the eye e.\'amination. 

Physicians have also become aware of the 
psychologically unfit driver. “That man will kill 
himself within a year,” is a remark frequently heard 
at a racecourse. Since these drivers often do kill 
themselves, it is up to the physicians to try’ to weed 
out these drivers before they do harm to themselves 
or others. Some drivers flirt with death on every 
tiini; other drivers have superior refle.ves and can 
drive the car to the limit of its capacity. It is diffi¬ 
cult to disqualify a man because he drives fast, but 
the medical recommendations are being accepted 
when most consultants believe a driver is psycho¬ 
logically unfit to race. A driver has an opportunit)' 
to appeal to a board of directors and can call his 
oum physician in his defense. Physicians are do¬ 
ing their best to protect the majority from a 
reckless few. A psychological test is under study 
that may help to eliminate unfit racing drivers 
as well as unqualified Sunday drivers on our 
local highways. 

Many^ believe the physicians interested in racing 
and sports-car activities are eccentric and are wast¬ 
ing precious time. Little publicity has been given 
the medical men working on improving highway 
safety’ through their racecourse laboratories. Dr. 
Snivel’s work on helmets has caused the Cali¬ 
fornia highway police to seek recommended head 
protection for their motorcycle force. Safety belts 
first used in racing have been advised for all pas¬ 
senger cars. Tires tested and punished at races are 
now on our everyday cars. Brakes, which were most 
inadequate for our heavy, high-powered passenger 
cars, have recently been improved by American 
manufacturers but only after much pressure from 
medical men and engineers who realized that 
power needs a halter. The work being done by the 
Cornell group and Dr. MOes O’Brien at Limerock, 
Conn., will soon influence every roadway con¬ 
structed in America. Dr. O’Brien is conducting a 
series of tests for night driving and night blindness. 
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His report on those studios will be concerned with 
the effects of lighting and the causes of nighttime 
accidents. 

The racecourse itself is not the physician’s con¬ 
cern, but track officials are now seeking and listen¬ 
ing to the medical directors who can foresee a 
dangerous situation. Doctors interested in trauma 
have developed insights into the causes of injury. 
Drivers and officials have finally realized that the 
course physicians are primarily interested in the 
health and safety of the drivers and not in speed 
records. 


The American Association for Automotive Medi¬ 
cine was formed by a small group of physicians at 
the Sebring International Races three years ago. 
This group has grown to include over 40 members 
from coast to coast. The primarj' aim of the organi¬ 
zation is to reduce accidents and injuries on race¬ 
courses. It is hoped that through their work with 
high-speed vehicles they will be able to persuade 
manufacturers and automotive engineers to improve 
safety features on our roads and in our family auto¬ 
mobiles. 

713 Hancock St. 


MEDICAL FILM REVIEWS 


Management of Bums, Part I: Supportive Care (PMF 

5318) ; Management of Bums, Part II: Local Care (PMF 

5319) : 16 mm., color, .sound, showing time; part 1, 17 min¬ 
utes; part II, 14 minutes. Produced in 1958 by the Depart¬ 
ment of the Army. Procurable on loan from the Surgeon of 
the Army Area in which the requestor resides or on purchase 
from United World Films Inc., 1445 Park Avc., New York 29. 

Part I of this film covers the diagnosis, care, and 
treatment of patients suffering from burn injuries 
and points out that early supportive care is vital for 
recover)'. Initial hospital procedures for treatment of 
bums are outlined, with stress on accurate appraisal 
of injur)'; sedation; establishment of a venous life 
line; requirement for tracheotom)'; maintenance of 
patient’s urinaiy output; planned fluid therapy; 
and use of hematocrit to determine relative amounts 
of plasma and corpuscles in the blood. The import¬ 
ance of building up the patient’s morale for ultimate 
recovery is emphasized. In part 2, the essentials of 
supportive care are reviewed. Then, the steps of 
local care are presented, including cleansing of the 
wound; debridement of the skin; treatment with 
occlusive dressing; air treatment; and skin grafting. 
These are excellent films and the procedures used 
are those that are generally accepted as most satis¬ 
factory for this kind of injury. The films are highly 
recommended for physicians, medical students, and 
all hospital personnel who take part in the treatment 
of the burned patient, including nurses, hospital 
technicians, and aids. It would also be of value to 
people who have had advanced training in first aid 
and who may be involved in the care of mass 
casualties. 

Help for Young Hearts: 16 mm., black and white, sound, 
showing time 14 minutes. Produced in 1958 by Potomac 
Film Producers for and procurable on loan from American 
Heart Association Film Library, 267 W. 25th St., New York 1. 

The central theme of tliis film is that a child who 
has been held back by rheumatic heart disease can, 
with proper medical superv'ision and vocational 
guidance, grow up to normal living and become a 


useful member of the community. It emphasizes the 
part medical prophylaxis and vocational counseling 
can play in helping young people whose hearts 
have been damaged by rheumatic fever and also 
shows how parents are learning to protect children 
who have had rheumatic fever against recurrence 
of the disease. It points out that parents of the 
child with rheumatic fever may obtain information 
about protective drugs from their physicians or 
through local heart associations. A key point in this 
film is that it emphasizes what these children can 
do rather than what they cannot do and shows that 
the children can assume some responsibility of their 
own with regard to such matters as taking their 
medicine. This film is recommended especially for 
parent groups and for the training of jjrofessional 
people who will be working with children, such as 
physicians, social workers, teachers, nurses, physi¬ 
cal therapists, and youth leaders. 

Mouth to Mouth Resuscitation for Respirator)’ Emergen¬ 
cies: 16 mm., color, sound, showing time 18 minutes. Pre¬ 
pared in 1958 by and procurable on loan from Archer S. 
Gordon, M.D., 4614 Sunset Blvd., Los Angeles 27. 

This film details the physiological requirements 
for effective artificial respiration and outlines the 
e.xperimental and practical background of the de¬ 
velopment of mouth-to-mouth resuscitation. Regu¬ 
lar and slow motion views depict the preferred 
techniques for mouth-to-mouth and mouth-to-nose 
resuscitation for children and adults. The use of an 
airway and mask are also demonsta’ated. The neces¬ 
sity for speed, maintenance of a clear airway, and 
adequate ventilation are emphasized. This film 
covers the subject of resuscitation without present¬ 
ing large amounts of detail and in addition to the 
mouth-to-mouth method demonstrates three ma¬ 
nipulative methods which have been effective. The 
photography is magnificent, the narration is clear, 
the action is efBcient, and the film will be immedi¬ 
ately intelhgible and instructive to audiences of 
any age. It will appeal to physicians and is also 
recommended for showing to nonprofessional 
groups. 
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Total Hysterectomy: 16 mm., color, sound, showing time 
27 minutes. Prepared by Somers H. Sturgis, M.D., Boston. 
Produced in 1958 by Sturgis Grant Productions, New York. 
Procurable on loan from Winthrop Laboratories, 1450 Broad¬ 
way, New York. 

The purpose of tfris film is to depict the authors 
technique for total hysterectomy in the manner in 
which it is taught to surgical residents at the Peter 
Bent Brigham Hospital. It follows the steps of the 
operation, including a preliminary dilatation and 
curettage, and contains diagrams to clarify surgical 
features as well as photomicrographs to document 
the case which is presented. In this film, the oper¬ 
ation was performed on a 33-year-oId mother of 
three children who was found to have a positive 
vaginal smear on a routine medical checkup. Cervi¬ 
cal biopsy specimens showed carcinoma in situ. 
The patient first is operated on from below for a 
curettage and examination under anesthesia. Then 
she is placed, recumbent, into a modified Trendel¬ 
enburg position, and total hysterectomy is per¬ 
formed through a transverse incision well superior 
to tile pubic hairline. The color and photography 
of this film are excellent and it is recommended for 
physicians and medical students. 

A Three-Stage Repair of Hypospadias: 16 mm., color, 
silent, showing time 13 minutes. Prepared in 1958 by and 
procurable on loan from S. Harris Johnson, III, M.D., and 
Matthew Marshall Jr., M.D., 509 Peoples E. E. Bldg., Pitts¬ 
burgh 6. 

Tins film demonstrates a three-stage operative 
technique for tlie repair of hypospadias. Tlie 
method of repair, while based on techniques pre- 
rdously described, has been devised by the authors. 
There is reconstruction of the urethra from skin not 
only from the penis but also the scrotum. Construc¬ 
tion of straight corpora cavernosa, a large-caliber 
irrethra, and a meatus in a relatively normal posi¬ 
tion have been accomplished with a low incidence 
of relatively minor complications. The photography 
is excellent, and one can easily follow the operative 
procedure for this special technique. Since it is a 
r'er)' technical film and skips about rapidly, only 
urologists and plastic surgeons would be able to 
follow tliis technique intelligently, even with die 
captions that explain it. This film should be of 
special interest to urologists, plastic surgeons, and 
possibly some general surgeons who do certain 
tj’pes of plastic suxgeiy’. It is also recommended for 
residents in urolog}' and plastic surgery. 

Air Force Industrial Medicine in Action: 16 mm., color, 
sound, shossing time 20 minutes. Produced in 1958 by the 
Department of the Air Force. Procurable on loan from 
Armed Forces Film Library Center, St. Louis 23. 

Tliis film illustrates the investigation and solu¬ 
tion in an Air Force manufacturing establishment 
of an occupational health problem which attracted 
attention by an unusually high rate of absence due 


to illness in workers who performed a particular 
operation. It presents the philosophy tliat industrial 
medicine should be concerned primarily wath pre¬ 
vention. While a more illustrative occupational 
health problem might have been selected, the film 
does show clearly the “team” approach necessarj' 
in occupational health, the plant physician, the in¬ 
dustrial hygienist, the industrial nurse, and the 
supervisory personnel all being shown as contribut¬ 
ing their particular skills to the solution of the 
problem. The photography is good, the production 
technique adequate, and the sound recording 
effective. This film is highly recommended for 
industrial physicians and others interested in in¬ 
dustrial health. 

The following films were produced in 1957 by and are 
procurable on long-term lease or purchase from Wait Disney 
Productions, 500 S. Buena Vista, Burbank, Calif. All are in 
color and sound and the showing time is 8 minutes each. 

I’m No Fool as a Pedestrian: This film presents, 
through an animated cartoon with Jiminy Cricket 
as the moderator, the basic rules of safety for the 
pedestrian. The historical background of man from 
the stone ages up to modem times and the develop¬ 
ment of the automobile are portrayed. The film 
compares “you” as a safe individual and a “fool. 
It emphasizes alertness and the right and wrong 
safety measures to be taken by a pedestrian. 

I’m No Fool Having Fun; The basic rules of safety 
and having fun are presented by Jiminy Cricket. 
Tlie historical background presents the fact that, 
with the development of the machine and the 
40-hour week, man began having more leisure time 
and, therefore, having fun. This film presents the 
basic rules of safety’ for such sports as hiking, swim¬ 
ming, skating, bicycling, and boating. 

I’m No Fool in Water: The historical background 
of man and his use of water for recreational pW' 
poses is portrayed in the beginning of this film. B 
compares “you” as a safe individual and as a “fool 
in the water. The film presents the right and iwong 
places for swimming and instills respect for water. 

I’m No Fool with a Bicycle: This film shows the 
right and wrong ways of riding a bicycle and por¬ 
trays the historical background of the bicycle- 
Jiminy Cricket conducts a contest betiveen a “good 
boy” and an “ordinary fool”; the latter’s disregard 
for safety leads to disaster. 

I’m No Fool with Fire: This film illustrates d>e 
basic rules of safety with regard to fire as Jiminy 
Cricket points out the use and control of fire and 
the importance of fire prevention. 

These are e.xcellent films for children. They are 
logical in tlieir presentation and very well orgam 
ized. They will hold any child’s interest and teach 
him the basic rules of safety in the situations shown. 
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Analysis of the Progress and Results Obtained in 
134 Cases of Thyrotoxicosis with Radioactive 
Iodine (I”‘). R. J. Soto, I. B. Rozados, O. J. De- 
grossi, F. A. Diez and others. Seniana m^d. 66:653- 
669 (May 21) 1959 (In Spanish) [Buenos Aires], 

A group of 200 patients with hyperthyroidism 
was treated with 1’^', which is at present the pre¬ 
ferred iodine radioisotope for the ti'eatment of 
tlijTrotoxicosis. This report covers the results ob¬ 
tained in 134 patients whose recovery or improve¬ 
ment was considered permanent. The majority of 
diem (75%) were women, and the ages varied from 
15 to 75 years, with the highest frequencies in the 
40-55-year age bracket. Most patients were under 
45. The group was classified into five subgroups 
according to the characteristics of the disease, 
namely, diffuse to.vic goiter, nodular toxic goiter, 
tlijTOto.xicosis without goiter, cardiothyrotoxicosis, 
and recurrent thyrotoxicosis after surgical therapy. 

The dose of radioisotope was established on the 
basis of the size of the thyroid (evaluated by pal¬ 
pation), and each patient received 200 microcuries 
per gram of the glandular weight, except for tlie 
group witli recidivation. In the latter group tlie dose 
was 300 microcuries per gram. To avoid the induc¬ 
tion of hypotliyroidism, the ma.ximal dose was kept 
at 20,000 microcuries for those with nodular goiter 
and at 15,000 for those witli diffuse goiter. The 
median dose applied was 14,799 microcuries; the 
highest requirements were those of the patients 
with nodular goiter and with cardiothyrotoxicosis. 
The radioisotope was given orally while the sub¬ 
jects were fasting and after the blood cholesterol 
level, basal metabolism, and radioactive uptake had 
been checked. These tests were repeated every 
2 or 3, 4 to 6, and 8 to 12 months after administra¬ 
tion of r^'. 

During the course of die treatment, 14 patients 
had temporary hj'pothyroidism with spontaneous 
recovery. Twenty-eight suffered slight loss of hair, 
and 16 developed a pain in the neck, widi e.xacer- 
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bation of the tliyroto.xicosis for a few days. Nine¬ 
teen patients developed atrial fibrillation, which 
disappeared in 11 of of them. Permanent recovery 
was obtained in 127 patients; 5 became hypothy¬ 
roid; and 2 abandoned the treatment. The time 
necessary for recovery varied between 3 and 4 
montlis in the groups with diffuse, or witljout, 
goiter; the nodular forms required therapy for a 
longer period. The ophthalmic complication im¬ 
proved in 81 patients and became stationary in the 
otliers. Tliese results were obtained with one dose 
of I'^‘ in 98 patients, with 2 doses in 28, and with 
3 doses in 5; only one patient required 4 doses. 

Dietary Linoleic Acid and Linoleate: Effects in 
Diabetic and Nondiabetic Subjects With and With¬ 
out Vascular Disease. L. W. Kinsell, G. D. Michaels, 
G. Walker and others. Diabetes 8:179-188 (May- 
June) 1959 [New York]. 

Tlie authors discuss the relationsliip of dietary 
linoleic acid to a variet>’ of plasma lipids in diabetic 
and nondiabetic subjects, many of whom had sig¬ 
nificant vascular disease. Some studies were car¬ 
ried out in ambulator}’ patients on semiconstant 
dietar}’ intake, while others were carried out in 
patients on the metabolic ward receiving quantita¬ 
tively constant dietaiy intake. Tlie data presented 
in tin's paper appear to establish that linoleic acid 
administered either as purified etliyl ester or as nat¬ 
urally occurring fat, in sufficient quantit}’, in prop¬ 
erly constructed diets, w’ill reduce plasma lipids. 
Many vegetable fats lower levels of plasma choles¬ 
terol and other plasma lipids, but linoleic acid 
appears to be the constituent of these fats which is 
responsible for such effects. Generally speaking, 
the greater tlie amount of saturated fat in tlie diet, 
the greater the amount of linoleic acid required to 
produce a desirable lowering of plasma lipid lev'els. 
Because of major individual differences in response 
in patients with vascular patholog}’, lipidoses, etc., 
it is impossible to set up a ratio of relationships be¬ 
tween dietary saturated and unsaturated fatty acids 
which will apply generally. In some diabetic and 
nondiabetic patients with vascular disease, sub¬ 
jective and objective improvement has been noted 
in association with the intake of diets containing 
large amounts of linoleate. It is still too early to 
state positively that such improvement is related 
directly to the diets employed. The fatty acid com¬ 
position of the diet specifically influences the com¬ 
position of the plasma cholesterol esters. High 
linoleate intake results in markedly increased plas- 
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ma cholesterol linoleate, and high oleate intake 
results in markedly increased plasma cholesterol 
oleate. 

Influenzal Pituitary Depression. J. N. Mickerson. 
Lancet 1:1118-1121 (May 30) 1959 [London]. 

Debility, involving not only bodily discomfort 
but also impaired mental vitality, may persist in 
patients for many weeks after an attack of influ¬ 
enza. The author observed in 4 patients with influ¬ 
enza a similar pattern of sjnnptoms, consisting of 
fatigue, muscular weakness, severe dyspnea, aching 
limbs, and mental depression associated with low 
blood pressure. These symptoms suggested adreno¬ 
cortical insufficiency. Determination of serum elec¬ 
trolyte and urinary steroid excretion levels sup¬ 
ported this view, but correction of hyponatremia 
and increased urinary steroid excretion after corti¬ 
cotropin administration indicated that adrenocorti¬ 
cal insufficiency was secondary to reduced anterior- 
pituitary activity. Rapid improvement occurred in 
each patient during administration of corticotropin 
and later of prednisolone. In 1 patient severe men¬ 
tal depression and electroencephalograpliic abnor¬ 
malities disappeared after steroid therapy. 

Factors Influencing the Course and Prognosis of 
Systemic Lupus Erythematosus. R. P. McCombs 
and J. F. Patterson. New England J. Med. 260:1195- 
1204 (June 11) 1959 [Boston]. 

By analyzing tire clinical data in 77 patients with 
systemic lupus erythematosus seen at the New 
England Center Hospital, Boston, the authors 
evaluated the prognostic implications of sex, age, 
manifestations of the disease, pregnancy complicat¬ 
ing the disease, and corticosteroid therapy. While 
tlie disease occurred much less frequently in men, 
it was more severe and carried a much higher 
mortality than in women. When tire diagnosis was 
established before the age of 21 years the prognosis 
was grave, but when the diagnosis was estab¬ 
lished after the age of 45 years it was favorable. 

Evidence of renal involvement, even when the 
abnormalities of the mine were mild at first, was 
the most serious prognostic omen. Corticosteroid 
therapy did not prevent the progression of estab¬ 
lished renal disease, but it seemed to have some 
effect in preventing it, and certainly it did not in¬ 
duce it. Polyserositis and myocarditis, when not 
associated with renal failme, responded to corti¬ 
costeroid therapy, and consequently prognosis in 
this group was favorable. Encephalitis, similarly, 
when not associated with renal disease, responded 
to corticosteroid therapy. Hemolytic^ anemia and 
tluombocytopenic purpura were occasional early 
manifestations of systemic lupus erythematosus 
but, in a small group, most patients who had tliese 
disorders later had serious features, from which 
many of them died. Pregnancy seemed to be a 


precipitating factor in the onset of some cases of 
systemic lupus erythematosus. However, once tk 
disease was established, and in the absence of 
renal disease, pregnancy was safely undertaken 
with reasonable expectation of delivery of normal 
babies. 

Corticosteroid therapy had a suppressive effect 
upon the rash, fever, pleurisy, pericarditis, peritoni¬ 
tis, pneumonitis, and hematological and neurologi¬ 
cal complications of systemic lupus erythematosus. 
It had little effect upon the renal lesions of the 
disease. Untreated patients usually died in the 
acute, “toxic” phase of the disease, whereas ade¬ 
quately treated patients had a much lower mor¬ 
tality. Deaths in treated cases were due to renal 
failure or complications of corticosteroid therapy. 

The Management of Idiopathic Thrombocytopenic 
Purpura. A. A. Cooperberg. Canad. M. A. J. 80:937- 
943 (June 15) 1959 [Toronto]. 

Twenty-three consecutive patients with idio¬ 
pathic tluombocytopenic purpura are reviewed in 
this paper. The disease is characterized by a 
hemorrhagic state associated with a reduction in 
the number of circulating blood platelets. Despite 
the low platelet count in the peripheral blood, the 
number of megakarymcytes in the bone marrow is 
normal or increased. Since Werlhof’s first descrip¬ 
tion of this disease, no effective therapy was avail¬ 
able until 1916, when Kaznelson recommended 
splenectomy. There was no explanation for the 
success of splenectomy, and the operation is still 
performed on an empirical basis. All of the 23 
patients had typical petechiae and other hemor¬ 
rhagic phenomena, and platelet counts of less than 
90,000 per cubic millimeter. Six were children 
under 6 years of age and 17 were adults over 19 
years of age; 20 were females and 3 were males. 

Cortisone, hydrocortisone, and prednisone were 
the corticosteroids used in the treatment of 14 of 
the 23 patients. The initial dose of cortisone was 
200 mg. daily', of hydrocortisone 160 mg. daily, and 
of prednisone 40 mg. daily', in divided doses. The 
dosage was reduced as the platelet counts im¬ 
proved. Most patients were treated with predni¬ 
sone. TIuee patients died of cerebral hemorrhage 
before corticosteroids were available. There were 
no deaths in those treated with corticosteroids. Of 
the 14 cases treated with steroids, 10 were acute 
and had a complete remission, whereas 4 were 
chronic with a temporary remission. Three of the 
patients with cluonic purpura had a splenectomy 
winch was followed by a complete remission. 

It is concluded that all patients with thrombo¬ 
cytopenic purpura should be treated with larg® 
doses of corticosteroids as soon as the diagnosis is 
made. This applies to patients with tluombocyto¬ 
penic purpura due to drug sensitivity and to symp¬ 
tomatic thrombocytopenic purpura as well. Hemor¬ 
rhage is tlius rapidly controlled and the platelet 
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count is increased to normal. In most cases, sple¬ 
nectomy may be avoided. When thrombocytopenia 
recurs as the corticosteroid dosage is reduced, 
splenectomy will ultimately be required. Prepara¬ 
tion of a patient for splenectomy with corticos¬ 
teroids has made this a safe and elective procedure, 
rather than the hazardous emergency operation of 
former years. Where relapse occurs after splenec¬ 
tomy, the corticosteroids may be used either con¬ 
tinuously or intermittently, as indicated, to reduce 
tire risk of serious hemorrhage. To minimize side- 
reactions, small doses of steroids may be sufficient 
to attain the desired effect without attempting to 
reach normal platelet levels. 

Macroglobulincmia of Waldenstrom and Gastric 
Ulcer. R. Cattan, P. Vesin, J. L. Bonnet and 
M. Hivet. Presse med. 67:1068-1071 (May 27) 1959 
(In French) [Paris]. 

Macroglobulincmia of M'aldenstrom was demon¬ 
strated in a 63-year-old man admitted to the hos¬ 
pital because of 2 profuse hematemeses and sub¬ 
sequent melena complicating an ulcer of the lesser 
curvature of the stomach. The clinical, biological, 
and hematological aspects of the disease are de¬ 
scribed. The possible relation of macroglobulincmia 
of Waldenstrom to gastric ulcer, hepatic lesions, 
and the nosology of the disease was investigated, 
with particular attention to its connection with 
lymphoid leukemia, plasmocytic myeloma, and 
with certain forms of cirrhosis associated with 
hyperproteinemia. 

Secondary Amyloidosis in Leprosy. Amyloidosis 
and Leprous Reaction. J. G. Masanti. Medicina 
19:1-10 (Feb.) 1959 (In Spanish) [Buenos Aires]. 

Three hundred six patients with leprosy in the 
Baldomero Sommer Leprosarium of Buenos Aires 
were observed. The disease was lepromatous in 
263 patients and benign in 43. The incidence and 
causal factors of amyloidosis were investigated. A 
diagnosis of amyloidosis was made by the clinical 
symptoms and by the results of either or both the 
Cohen and Benhold tests. The presence of amyloi¬ 
dosis was proved in 4 out of 160 patients with 
quiescent lepromatous leprosy, in 15 patients out 
of 100 with the reactional t^'pe of lepromatous 
leprosy, and in 2 out of 43 patients with benign 
clinical forms of leprosy. In all the patients with 
the reactional type of lepromatous leprosy the re¬ 
actional bouts started within the first year from the 
appearance of leprosy. The reactions were severe, 
febrile, and recurrent. They were followed by the 
appearance of albuminuria (showing amyloidosic 
involvement of the kidney) witlrin a period which 
varied behveen 7 months and 3 years after starting 
of the leprous reactions. The author concludes tliat 
lepromatous leprosy of tire nonreactional t}q)e and 
benign leprosy are complicated by amyloidosis only 


in rare cases (2.5% and 4.5% respectively). Amyloi¬ 
dosis is frequent in the reactional tjqre of leproma¬ 
tous leprosy (15%). The main causal factor of 
amyloidosis is the acute reaction in itself. Amyloi¬ 
dosis of reactional leprosy rapidly damages the 
kidney, causing renal insufficiency and final uremia 
in a period of 1 to 5 years. 

A Fatal Case of “Q” Fever Associated with Hepatic 
Necrosis. J. I. Tonge and E. H. Derrick. M. J. Aus¬ 
tralia 1:594-597 (May 2) 1959 [Sydney]. 

A meatworker, aged 52 years, had an acute at¬ 
tack of “Q” fever. Enlargement of the liv'er appeared 
on the 12tli day, and jaundice on the 14th; death 
occurred on tire 17th day. The patient’s final illness 
was due, wholly or partly, to an acute infection 
with Coxiella burnetii. This diagnosis was estab¬ 
lished by the demonstration in mice of the charac¬ 
teristic Rickettsia organisms derived from the 
patient’s urine, and by the development of specific 
agglutinins in his serum. Guinea pigs inoculated 
with urine and liver-kidney-spleen produced febrile 
reactions consistent with “Q” fever, and this effect 
was manifest in repeated passages. The lesions 
found at post mortem were widespread. The most 
prominent, and probably the most lethal, finding 
was the extensive, diffuse necrosis of the liver. 
Other findings were acute interstitial nephritis, 
interstitial pneumonia, bronchopneumonia, and 
encephalitis. The question whether the liver dam¬ 
age was due solely to C. burnetii or whether other 
factors contributed is difficult to answer on the 
evidence available. Hepatic involvement is often 
associated with an attack of “Q” fever, and the 
frequency of this association suggests a causal 
relation. It is also possible, however, that the pa¬ 
tient had a simultaneous infection with the virus 
of infective hepatitis. 

Studies of Erythrocyte Survival in Acute Leukemia. 
D, M. MTiitelaw, K. A. Evelyn and P. F. Solvonuk. 
Canad. M. A. J. 80:944-948 (June 15) 1959 [To¬ 
ronto]. 

The introduction of i-adioactive chromium for 
tagging red blood cells and estimating blood vol¬ 
ume and erythrocyte survival time provided a rela¬ 
tively simple technique for evaluation of the pres¬ 
ence and degree of hemolysis. The authors used 
diis method in 12 patients with blast cell leukemias, 
in 10 of whom the disease first manifested itself as 
acute leukemia, one patient had polycythemia vera 
culminating in acute leukemia, and another one 
had chronic granulocytic leukemia, with an acute 
terminal phase. Most of the subjects were tested 
shortly after tire diagnosis was made, but 1 patient 
was tested 4 months and again 8 months after 
diagnosis. In the method used, approximately 15 
ml. of the patient’s venous blood was withdrawn 
by syringe and injected into a sterile,, silicone- 
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treated, rubber-stoppered 100-ml. vial containing 
5 ml. of acid citrate dextrose (ACD) solution and 
about 100 microcuries of Cr®' as Na 2 Cr *'04 (radio¬ 
active sodium chromate). The mixture was allowed 
to stand at room temperature for 20 to 60 minutes, 
tlien 50 mg. of ascorbic acid was added in order to 
reduce the chromium remaining in the plasma to 
the trivalent form and thus prevent further uptake 
of chromium by the red blood cells. After thorough 
mixing, 10 ml. of chromated blood was draum into 
a calibrated syringe and injected into the patient 
through the rubber tubing of a freely running 
intravenous infusion set. The remaining blood was 
used to detennine the hematocrit value and to 
prepare samples of whole blood and plasma for 
radioactive counting at a later date. 

It was found that the radioactive chromium 
method for studying red blood cell survival is 
applicable to short-term observations in acute 
leukemia where more prolonged studies would be 
impractical because of the necessities of treatment, 
including blood transfusions. It is essential that 
the red blood cell volume be measured at the 
beginning and at the end of the studies in order 
to correct the survival curve for alterations in red 
blood cell volume occurring during the experiment. 
About two-thirds of the patients studied showed a 
moderate or marked reduction in red blood cell 
survival. The curves showed a satisfactory' degree 
of internal consistency and, where prolonged to 10 
or 14 days, showed no tendency to deviate impor¬ 
tantly from the early trend. While minor degrees 
of hemolysis might escape detection because of so 
brief a period of observation, it is evident that the 
method is sensitive enough to show hemolysis not 
brought out by other laboratory procedures. No 
correlation was apparent between the results of the 
surr'ival studies and those of other laboratory tests 
used to indicate hemolysis. The rate of fall of 
hemoglobin value was closely related to the red 
blood cell survival. 

Cryptococcosis: Further Observations and Experi¬ 
ence with Amphotericin B. W. J. Martin, D. B. 
Nichols, H. J. Svien and J. A. Ulrich. A. M. A. 
Arch. Int. Med. 104:4-14 (July) 1959 [Chicago]. 

The authors studied 8 patients with cryptococ¬ 
cosis; the cases of 5 of these patients who had 
meningoencephalitis due to an infection by Cryp¬ 
tococcus neoformans, which was associated in 1 
patient with Hodgkin’s disease, are described. Cul¬ 
tures of the spinal fluid were positive for crypto¬ 
coccosis in all 5 patients. Amphotericin B was 
administered by the intravenous route in 4 pa¬ 
tients and by the intravenous, intrathecal, and 
intraventricular routes in tlie patient with Hodg¬ 
kins disease. The authors recommend diat, when 
amphotericin B is given intravenously, each milli¬ 
gram of the agent should be dissolved in at least 


5 ml. of 5% dextrose in distilled water. Treatmen! 
was started with an initial dose of 0.25 mg. of 
amphotericin B per kilogram of body weight, ad¬ 
ministered intravenously in 6 to 12 hours. The 
dose was gradually increased to appro.ximately 
1 mg. per kilogram of body weight, depending on 
the tolerance of the patient. Side-effects, such as 
phlebitis at the site of injection, headaches, flush¬ 
ing, chills, fever, dyspepsia, and azotemia, occurred; 
but these symptoms subsided when injedBons were 
administered at longer intervals, when the daily 
dosage was decreased, or when treatment was 
temporarily interrupted. The drug had no toxic 
effect on the hematopoietic system or on the-liver 
function, and there was no evidence of irreversible 
damage to the kidneys. 

The daily doses of amphotericin B, ranging from 
50 to 100 mg. and administered for approximately 

6 weeks, seemed to have arrested cryptococcjic 
meningoencephalitis in 8 patients in whom the 
spinal fluid became free of fungi on repeated cul¬ 
tures. One patient was a treatment failure. Relapses 
occurred in 2 patients, one of whom had Hodgkins 
disease, but even in the latter patient the drug 
•afforded several months of continued existence. 
Final judgment as to the effectiveness of amphoteri¬ 
cin B cannot be made, since tlie follow-up in these 
patients after termination of therapy has not been 
sufficiently long; however, it appears to be a prom¬ 
ising anticryptococcic agent, even when the natural 
tendency of the disease to spontaneous remission 
of prolonged duration is taken into consideration. 

The Syndrome of Acute Disseminated Moniliasis 
in Adults. A. I. Braude and J. A. Rock. A. M. A. 
Arch. Int. Med. 104:91-100 (July) 1959 [Chicago]. 

An attempt was made to define the clinical syn¬ 
drome of systemic moniliasis and to determine the 
disturbance in resistance responsible for such in¬ 
fections in adults. The authors report a 55-year- 
old man with acute disseminated moniliasis and 
review 4 cases of this disease cited in the literature. 
The study has been limited to fatal cases of gen¬ 
eralized moniliasis, in which the etiology "'as 
definitely established by isolation and identifica¬ 
tion of Candida albicans, and does not include 
localized infections of the meninges, lungs, or 
endocardium. There are 2 striking clinical features 
of this infection: (1) a background of continuous 
antibiotic treatment during a protracted debilitat¬ 
ing illness, and (2) an abrupt decline in the clinical 
course with the development of fever, shock, 
mental depression, leukocytosis, and gastrointes¬ 
tinal hemorrhages. In 3 patients death occurred 
within 5 days after cultures revealed C. albicans. 
All the patients had been treated with one of the 
tetracyclines, and 3 had also received streptomycin 
and chloramphenicol. These antibiotics were given 
in large doses for periods ranging from 11 to 31 
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days before C, albicans was recovered by blood 
culture. Pancreatitis was the cause of admission 
in 2 of the patients, and neurological disease in 
another 2. The main findings at autopsy were my¬ 
cotic abscesses of the kidney, heart, and brain. In 
2 patients these abscesses were also found in the 
pancreas, and in 1 patient in the adrenal and the 
liver. 

Culturally proved cases of the disease have 
been rarely recognized in adults, and no reports 
could be found in the literature before the advent 
of antibiotics. It is possible, therefore, that anti¬ 
biotics play a decisive part in lowering the resist¬ 
ance of adults to C. albicans by suppressing the 
normal bacterial flora. Hypocalcemia, also a finding 
in the authors’ patient, may have a possible sig¬ 
nificance in lowering host resistance to C. albicans. 
Nystatin has been effective in eliminating Candida 
organisms from tlie intestine and has an important 
place in prophylactic treatment of debilitated pa¬ 
tients who are jrredisposed to moniliasis through 
prolonged antibiotic therapy. 

Influence of Myocardial Infarction on Plasma-Lipo¬ 
protein Concentration. C. Dodds and G. L. Mills. 
Lancet IsllGO-llfiS (June 6) 1959 [London]. 

Three methods of analysis—ultracentrifugation, 
Cohn fractionation, and paper electrophoi-esis— 
were used to study the lipoprotein patterns of the 
blood in a group of 220 healthy male volunteers, 
of an average age of 56 years, who had no clinical 
symptoms of coronary artery disease. The same 3 
methods were used also in 2 groups of patients witli 
coronary artery disease. The first group (group 1 
infarcts) included 19 men who had suffered a myo¬ 
cardial infarct about 6 weeks earlier and from whom 
only one specimen was obtained. The second group 
(group 2 infarcts) comprised patients under treat¬ 
ment in hospital for myocardial infarction from 
whom samples were taken, where possible, witliin 
24 hours of the attack, 3 or 4 days later, and tliere- 
after at intervals of 7 days; this group included 78 
patients of an average age of 58 years. 

The measurements revealed that a myocardial 
infarction is itself associated with a pronounced 
lipoprotein abnormality which is manifest for at 
least 2 months after the attack. The condition of 
the lipoprotein pattern during tlris period cannot 
be summarized by a single measurement, and it is 
therefore inadmissible to compare analyses of tliis 
kind with those of a group of healthy men. The 
only certain way of separating the lipoprotein 
abnormalities due to an infarction from those which 
may precede it is to examine tire blood of men botlr 
before and after an attack. The results obtained 
support the observation by others that the relatively 
acute atlierogenic disease leading to myocardial 
infarction in young men (under 45) is preceded and 
accompanied by more pronounced lipoprotein ab¬ 


normalities than the slowly developing coronary- 
artery disease of the elderly. In tire latter, the 
lipoprotein patterns are more often “normal.” 

It may be concluded that the lipoproteins of the 
blood are, in certain cases, concerned with tire 
development of coronary-artery disease and also 
that the effect of the infarct itself on the lipoprotein 
pattern has, in many cases mistakenly, been ig¬ 
nored. As a result, some investigators have used 
lipoprotein analyses with unwarranted confidence 
and freedom, while others have been undeservedly 
skeptical about them. 

Acquired Hemolytic Anemia in Chronic Lympho¬ 
cytic Leukemia and the Lymphomas: Smrvival and 
Response to Therapy in Twenty-Seven Cases. R. A. 
Kyle, J. M. Kiely and J. M. Stickney. A. M. A. Arch. 
Int. Med. 104:61-67 (July) 1959 [Chicago]. 

The records of 27 patients with hemolytic anemia 
associated with malignant disease, who were hos¬ 
pitalized at the Mayo Clinic between 1945 and 
1957, are reviewed. Severe anemia was associated 
with chronic lymphocytic leukemia in 16 patients, 
witli Hodgkin’s disease in 7, with follicular lympho¬ 
ma in 3, and with lymphosarcoma in 1. Hemolytic 
anemia was responsible for the initial symptoms 
and led to the diagnosis of the underlying disease 
in the majority of the patients with lymphoma, 
whereas in most of the patients with leukemia the 
diagnosis of anemia was made later. All the patients 
received standard treatment for their underlying 
malignant lymphocytic disease, including irradia¬ 
tion therapy, the administration of mechloretha- 
mine hydrochloride and triethylene melamine, and 
blood transfusions. An attempt was made to evalu¬ 
ate the effect of adrenocortical steroids and corti¬ 
cotropin (ACTH) on anemia during 28 hemolytic 
episodes in 16 patients. The results of this therapy 
were exellent in 9 instances, fair in 15, and poor 
in 4. One patient who had received little benefit 
from cortisone responded dramatically to the intra¬ 
venous administration of corticotropin. Also, an¬ 
other patient obtained complete remission by use 
of corticotropin, whereas he had had only tempo¬ 
rary remission with cortisone therapy. There were 
only a few serious side-effects from adrenocortical 
medication because of tlie short duration of tlrer- 
apy in most patients. The response to cortisone 
and corticotropin therapy was not related to the 
type of underlying malignant lymphocytic disease. 
The effect of various standard treatments .on the 
hemolytic process could not be individually evalu¬ 
ated. 

The follow-up showed that among the 27 pa¬ 
tients 8 were alive at the time of tlris report; 6 of 
these have had no particular trouble, either from 
the malignant lymphocytic disease or from the 
hemolytic process, and mild hemolysis has con¬ 
tinued in 2. Eighteen patients died. 'The deaths of 
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5 were due to a combination of hemolysis and the 
malignant disease; 4 had no hemolysis at tJje time 
of death; no details about the deaths of the other 

6 are known. One patient was lost for follow-np. 
It is important to recognize the presence of hemo¬ 
lytic anemia in patients with chronic lymphocytic 
leukemia or with malignant lymphoma in order to 
institute proper therapy. Aldiough ti'eatment with 
adrenocortical steroids and corticotropin has little 
to offer patients with chronic lymphocytic leukemia 
or with malignant lymphoma without the associa¬ 
tion of hemolytic anemia, these drugs often bring 
about remarkable improvement in patients with 
this complication. 

Treatment of the Angina Syndrome; Results of the 
Use of Iproniazid. J. A. Barrera and R. G. Turiella. 
Prensa med. argent. 47:111-115 (Jan. 9) 1959 (In 
Spanish) [Buenos Aires], 

Fifty outpatients who had been given a diag¬ 
nosis of angina pectoris (established by history and 
:■ 2 videi.ce of ischemia, cardiac 

infarction) were heated with 
iproniazid. There were 33 men and 17 women in 
the series, their ages ranging from 30 to 80 years. 
The patients received an initial dose of iproniazid 
of a lower level than usual, i. e., 75 mg. daily, 
divided into 3 doses of 25 mg. Only in the severer 
cases was the daily dose increased to 150 mg. The 
average duration of treatment was approximately 
68 days. Each patient reported for examination 
once a week. The results of this therapy varied 
from complete relief from the symptoms of angina 
ipectoris to no relief. According to the degree of 
relief reported, the patients were divided into 5 
groujrs. The improvement obtained was estimated 
as 100% in group 1 (17 patients or 34% of the total 
series); 75% in group 2 (8 patients or 16% of the 
total number); 50% in group 3 (14 patients or 28% 
of the series); 25% in group 4 (5 patients or 10% of 
the series); and 0 in group 5 (6 patients or 12% of the 
series). The beneficial effects of iproniazid were 
manifest within one week to one month of the 
therapy. In some patients the improvement per¬ 
sisted even after discontinuation of the treatment; 
in others the symptoms reappeared on omission of 
the drug and again disappeared when the treat¬ 
ment was reinstituted. Thirty-two patients suffered 
side-effects of varied kinds and degi'ees. Six of them 
experienced sexual impotence, which in one per¬ 
sisted even after tire administration of iproniazid 
had been suspended. The intensity of the unde¬ 
sirable effects led to the interruption of the treat¬ 
ment in 15 patients; in 5 of these it could be 
reinstated. 

It is tire authors’ impression tlrat the administra¬ 
tion of iproniazid is the first effective therapy en¬ 
countered in treating the angina syndrome. They 
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and recommend the use of smaller doses than usual 
especially at the start. The initial dose should be 75 
mg. or less, and the patients should be closely 
svatched during the entire treatment. 

Prednisone Given Alone and in Combination \dlb 
Chloramphenicol in the Treatment of Typ}i6id; 
Clinical, Bacteriological, and Serologic Ohsena- 
tiom in 100 Cases. C. F. Colucci. Presse med, 67! 
725-728 (April 11) 1959 (In French) [Paris]. 

Clinical studies have been carried out to evaluate 
the effect of synthetic glucocorticoids, given alone 
or in conjunction with chloramphenicol, in a total 
of 100 patients svith mild typhoid. All the patients 
presented practically identical initial agglutinin 
levels; the duration of their disease ranged from 10 
to 20 days, and no ti'eatment bad previously been 
given tliem other than symptomatic therapy. The 
patients were divided into 3 groups. The first group 
consisted of 36 patients who were given prednisone 
orally, or prednisolone by injections, for periods 
ranging from 10 to 18 days, in total doses varying 
from 550 to 870 mg., depending on body weight. 
The second group of 34 patients received predni¬ 
sone orally, or prednisolone parenterally, for a 
period of 12 days, with total doses of 215 to SIO 
mg., depending on body weight; these patients 
were also simultaneously given small doses of 
chloramphenicol for 14 days, the total dose varying 
from 14 to 18 Cm., depending on body weight. The 
third group consisted of 30 patients who served as 
controls and wlio were given small doses of chlor¬ 
amphenicol alone for 18 days, with total doses 
ranging from 18 to 23 Gm., depending on body 
weight. Symptomatic treatment was also given to 
all the patients. 

Comparison of the results obtained in tire 3 
groups showed that cortisone and the synthetic 
glucocorticoids are well tolerated even if adminis¬ 
tered for a prolonged time, but that their dierapeu- 
tic action is limited when given alone. These drugs 
have proved to be significantly inferior to chlor¬ 
amphenicol. The best results were obtained in the 
second group with the administration of chloram¬ 
phenicol in conjunction witli prednisone or predni¬ 
solone, which brought about a rapid cure, without 
recurrence, in 50% of the patients. The results 
obtained with chloramphenicol in associatioii with 
prednisone or prednisolone were far superior to 
those obtained with either these hormones or chlor¬ 
amphenicol alone. 

The author advocates administering syndietic 
glucocorticoids in association with chlorainpheinco! 
in small doses for fairly long periods, with total 
doses ranging from 215 to 310 mg. for glucocorti¬ 
coids, and from 14 to 18 Gm. for chloramphenicol. 
This regimen produces, in addition to a reduction 
of the excessive organic reaction, a gradual bacten- 
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tlie bod)'. Tims, the damage that may be caused by 
bacleriolysis can 1)e a\'oidcd, because, on the one 
band, this is produced gradually, and, on the other, 
the body is protected against it by the prolonged 
liornionc therapy. 

Factor-VII Deficiency with Christmas Disease in 
One Family. F. Nonr-Eldin and J. F. Wilkinson. 
Lancet 1:1173-1176 (June 6) 1959 [London]. 

The incidence of Christmas disease or plasma 
thromboplastin component deficiency is estimated at 
about 2 per million of the population in England 
and Wales. Congenital deficiency of factor VII 
seems to be even rarer. The authors present 2 re¬ 
lated patients (a 21-year-old man and bis 76-year- 
old maternal gi'andfather) whose clinical picture 
and family history suggested a hemophilia-like 
disease. Routine blood-clotting tests showed, in 
both cases, a combined deficiency of factor VII and 
Christmas factor. A study on the effect of the 
plasma of these patients on the stage of plasma 
thi'omboplastin formation demonsti'ated the pres¬ 
ence of Bridge anticoagulant, thus proving the 
presence of true Christmas disease. It is shou'ii that 
the conjoint anomaly was inherited as a se.\-linked 
recessive character. 

Coarctation of the Aorta Followed for Twenty-Five 
Years. H. Cookson. Lancet 1:1178-1180 (June 6) 
1959 [London], 

A diagnosis of coarctation of the aorta was made 
in 1933 in a 38-year-old woman. She had angina of 
effort, anxiety symptoms, and a toxic goiter which 
was treated by total thyroidectomy in 1935; this 
operation had a good efect on all the symptoms. 
After 1936 she was not seen for 6 years when she 
reported that over this period she had been “won¬ 
derful” and had been able to do her own house¬ 
work, but she now had pain in the region of the 
left breast and in tlie left arm, throbbing in die 
neck and ears, some falling-out of her hair, and a 
feeling of cold. Moreover, die skin was dry and 
coarse, and there was slight cardiac enlargement, 
coarse duplication of the apical first sound, and a 
late-systolic munnur. There was further gradual 
deterioration during the next 15 years; the electro¬ 
cardiogram of 1933 and the one taken on the day 
of death in 1958 were very similar, although rian- 
sient ischemic T-wave changes had been recorded 
in the intervening period. During this time the 
brachial blood pressure showed some variations, 
but there was little change in the mean pressure 
throughout the course, the systolic reading falling 
and, to a less e.xtent, the diastolic reading rising. 
In spite of die burden of hypertension, which was 
probably life long, and the severe and extensive 
coronary obstruction, heart failure of an incapaci¬ 
tating degree did not occur until 4 days before 
death. The almost exact similarity of the final 


electrocardiogram to the one taken 25 years pre¬ 
viously, despite the finding of extreme coronary 
narrowing, is to be explained by the equal distri¬ 
bution of the ischemia throughout the myocardium, 
with no local area of acute necrosis. 

The review of Reifenstein and associates in 1947 
put congestive heart failure as the third commonest 
cause of death in patients with coarctation, exclud¬ 
ing incidental causes, which head the list. Rupture 
of the aorta and bacterial endocarditis or aortitis 
were found to cause death more frequently than 
congestive failure. In the case reported by the 
author, massive calcification of the aorta proximal 
to the coarctation may have protected it from rup¬ 
ture, while the normal aortic cusps would lessen the 
liability to endocarditis. 

Edematous Malignant Exophthalmos Revealing a 
Leukosis: Pathogenetic Discussion. H. Giroire, A. 
Charbonnel, J.-P. Kernels and P. Lemouroux. Presse 
mcd. 67:817-820 (April 22) 1959 (In French) [Paris]. 

The autliors present the case of an IS-year-old 
youth with malignant edematous exophthalmos 
that was the first sign of a leukosis. On admission 
to the hospital, the patient said that the exophthal¬ 
mos had appeared suddenly while he was in good 
health 2 montlis before the observation. Weakness, 
pallor, and some loss of weight were noticed at 
this time. Ophthalmological examination revealed 
that the exophthalmos, measured with Hertel’s 
e.xophthalmometer, amounted to 26 mm. in each 
eye. Visual acuity was perfect, the fundus oculi was 
normal, and the field of Msion was complete. Basal 
metabolism was increased slightly, but tlie iodine 
fixation test gave normal results. The blood test, 
which was the key to the etiological problem, 
showed a red blood cell count of 2,650,000 per 
cubic millimeter and a white blood cell count of 
18,400, while the percentage of leukoblasts was 
95%. The patient was given Cortancyl with trans¬ 
fusions, and later Purinethol and antibiotics; tlien 
he had 5 sessions of radiotherapy to the retro- 
orbital region. Thereafter the general condition of 
the patient improved, tlie body weight increased, 
the red blood cell count increased to 5.5 million 
per cubic millimeter, while tlie white blood cell 
count dropped to 11,000, and the leukoblast per¬ 
centage to 90%. The condition of the eyes improved 
greatly: tlie edematous infiltration of the eyelids 
became less marked, the exophthalmos was reduced 
to 23 mm. in each eye, and complete closure of both 
eyes again became possible. The retinal vessels 
became more accentuated, and the retina looked 
striated, especially in the interpapillary ocular re¬ 
gion. A mild edematous infiltration near the tem¬ 
poral segment of the papilla, with no hemorrhage 
or exudate, was noticed on the left side, however. 
This aspect of the fundus oculi revealed the in¬ 
cipient edematous infiltration of the retina. 
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Sometime later the patient returned to the hos¬ 
pital wth severe stomatitis, greatly enlarged cervi¬ 
cal Ijrniph nodes on the left side, and fever. The 
red blood cell count had decreased to 2 million per 
cubic millimeter, while tire white blood cell count 
had increased to 29,000, and tlie percentage of 
leukoblasts to 100%. The condition of the patient 
became increasingly worse. Rapidly generalized 
purpura set in, followed by profuse visceral hem¬ 
orrhage, progressive coma, and death. On autopsy, 
the pituitary origin of the exophthalmos was con¬ 
firmed. The autliors point out tliat the hypophysis 
may secrete an (".oulith.ilmfi'. is'i'hiciMg hormone 
differing from the s s i;..’:'d l!iyt{i'.i(ipic hormone 
and that leukosis should, therefore, be considered 
as one of the conditions that may cause edematous 
malignant exophthalmos by way of a hypophysial 
infiltrate. 

Aludrine Test and Peripheral Leukocytes. F. F. C. 
Moreno. Rev. din. espan, 72:151-155 (Feb. 15) 1959 
(In Spanish) [Madrid]. 

When establishing the diagnosis of a pulmonary 
condition, it is of great importance to determine 
whether the cause is a functional reversible process 
or an organic irreversible change. The Aludrine 
test is recommended by the author as adequate for 
tliis purpose. Eighteen patients, taken at random 
as they applied for consultation, were given the 
Aludrine test after a preliminary determination of 
total pulmonary capacity, quantity of air expired, 
velocity of expiration, and leukocytic formula. Alu¬ 
drine was administered in a 1/1,000 solution and 
inlialed in 12 deep inspirations. The test was con¬ 
sidered positive when on repetition of tlie determi¬ 
nations made before die inhalation of Aludrine 
there was an increase in the respiratory output, 
especially in the velocity of die expiration and in 
the volume of air e.xpired during the first second 
after a deep inspiradon. 

Of die 18 patients studied, 11 showed positive 
results and 7 negative results. In the group widi a 
positive test, 8 patients showed also an increase in 
die number of peripheral leukocytes, 1 showed 
negligible increase or decrease, and 2 showed a 
definite decrease. In the negative test group, there 
was only one patient xvith a definite increase in 
peripheral leukocytes, while 5 had negligible vari¬ 
ations and one had a definite decrease. A compari¬ 
son of die leukocytic formulas, taken before and 
after the test, indicated tiiat variations in die num¬ 
ber of leukocytes were produced mainly at die 
expense of die granulocytes, especially of die 
eosinophils. The audior concludes diat die implica¬ 
tion of a positive Aludrine test is die existence of 
a reversible bronchial spasm, which is improved by 
medication, and that the accompanying leukoc)?tosis 
constitutes the response to anodier pulmonary func¬ 
tion, i. e., die regulation of peripheral leukocytes. 


J.A.M.A., Oct. 31, 1939 

Treatment of Crohn’s Disease with Deltacorlisone, 
R. Crismer and C. Dreze. Acta gastro-enterol. bele 
22:229-243 (April) 1959 (In French) [Brussels]. 

Deltacortisone (or prednisone) was used in tk 
treatment of 8 patients with Crohn’s disease (distal, 
regional, or terminal ileitis). The first 2 patients 
showed a temporary improvement, not, perhaps, 
entirely due to the drug, which lasted for 3 monfe. 
Deltacortisone, however, did not prevent the de¬ 
velopment of intraparietal fistulas in these 2 pa¬ 
tients or the extension of the disease process in one 
of them. It should be noted that in each case the 
disease had reached a stage in which fibrosis 
secondary to edematous reaction was such that 
deltacortisone was incapable of preventing tlie 
complications of lymphatic blockage. The results, 
in general, seem to show that deltacortisone is 
effective in the treatment of Crohn’s disease when 
it is still in the follicular stage of ileitis, either 
primary or recurring after operation. The disap¬ 
pearance of pain and diarrhea in such cases is 
usually accompanied by the restoration of anatomic 
and radiologic integrity. 

The benefit derived from deltacortisone seems to 
be due, on tire one hand, to its effect on the general 
condition and, on the otlier, to its anti-inflamma¬ 
tory and antifibroblastic effect. Its action is probably 
potentiated by the concomitant administration of 
antibiotics. The autliors prescribed deltacortisone 
in a daily dose of 20 mg., sometimes for several 
months, combined with sulfaguanidine (8 Gm.) and 
chloramphenicol (2 Gm.) to prevent the infectious 
complications sometimes associated with the use of 
deltacortisone, and to assure good intestinal steril¬ 
ization. Deltacortisone was well tolerated by all the 
patients, altliough glossitis appeared in one in 
whom a laryngeal smear revealed tlie presence of 
Candida albicans. 


SURGERY 

Considerations of the Rationale and Technique of 
Coronary Endarterectomy for Angina Pectoris. 
J. A. Cannon, W. P. Longmire Jr. and A. A. Kattus. 
Surgery 46:197-211 (July) 1959 [St. Louis]. 

In the course of experience witli the direct sur¬ 
gery of obliterative atlierosclerosis of tlie terminal 
aorta and its distal branches, it occurred to the 
authors tliat the patliological manifestations in the 
coronary arteries are comparable to those found 
in die femoropopliteal region of the arterial tree. 
Obliterative atiierosclerosis is a disease of relatively 
large vessels. Its obstructive component tends to 
be maximum in the region of arterial bifurca¬ 
tions. The primary disease is the subintimal col¬ 
lection of lipoprotein which results in narrowng 
and eventual occlusion of die lumen. Tlirombus 
formation is encountered only as a secondary 
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phenomenon. In the treatment of femoropopliteal 
obliterative disea.se, one of the authors developed 
a seiniclo.sed technique of endarterectomy, based 
upon the fact that a definite cleavage plane exists 
in atherosclerosis between a relatively intact outer 
arterial wall consisting of media and adventitia 
and the thickened subintimal plaque. It is also 
to be noted that the occlusions are segmental, and 
the arterial tree distal to an occlusion tends to re¬ 
main patent. The continued patency of this distal 
tree is the essential requirement for successful 
direct arterial surgery. 

After using the scmiclosed thromboendarterec- 
tomy successfully in the treatment of the popliteal 
and posterior tibial arteries, it occurred to the au¬ 
thors that the same technique with suitable modi¬ 
fication might be applicable to obliterative coronary 
atherosclerosis. Since that time a research program 
has been under way to study the irossibility. In¬ 
vestigation of this problem has been pursued along 
4 main avenues; (1) pathological study of coronary 
atherosclei'osis in terms of feasibility of direct sur¬ 
gical attack; (2) elaboration of a surgical technique; 
(3) determination of criteria for candidate selection; 
and (4) clinical e.xperience. Pathological findings 
justify coronarj' endarterectomy in severe angina 
pectoris due to obliterative coronary atherosclero¬ 
sis. The feasibility of reestablishment of blood flow 
through a formerly obstructed coronary arterial 
segment has been proved by animal experimenta¬ 
tion. An objective method permitting diagnosis, 
case selection, and postoperati\'e objective evalu¬ 
ation of results has been elaborated. The authors 
show in illustrations the special instruments used 
and also the basic steps in the technique of cor¬ 
onary endarterectomy by intraluminal stripping 
under direct vision. 

Nine patients with severe intractable angina pec¬ 
toris were subjected to coronary endarterectomy. 
Five surviv'ed the operation, and all have shown 
improvement as measured by subjective and ob¬ 
jective clinical evaluation and as confirmed by 
postoperative treadmill exercise electrocardiograms. 
The greatest problem in accomplishing the opera¬ 
tion did not so much concern the dissection on or 
in the arteries, or problems of removing the proxi¬ 
mal or distal core, or problems in closure of an 
arteriotomy. Rather, it concerned the intermittent 
myocardial sluggishness and irritability especially 
of the left ventricle. 

Thyroid Cancer and Its Treatment. J, W, Welch, 
C, A. Hellwig, V. E, Chesky and E, N, McCusker. 
Surg. Gynec. & Obst. 109:27-37 (July) 1959 [Chi¬ 
cago], 

At the Hertzler Clinic, Halstead, Kan,, 3,024 
patients were operated on for thyroid disease in 
the 15-year period from 1940 to 1956. Pathological 
studies confirmed the presence of thyroid cancer 


in 267 (or 8.8%) of these. The authors divide the 
thyroid carcinomas into 2 groups, a favorable and 
an unfavorable one. The favorable group includes 
pure papilloma, papilloma with follicular variant, 
follicular carcinoma, Hurthle cell carcinoma, in¬ 
vasive adenoma, and clear cell carcinoma. In this 
favorable group the over-all survival rate was 80%. 
The unfavorable group includes giant cell carci¬ 
noma, small roimd cell carcinoma, malignant 
lymphoma, hemangio-endotlielioma, and diffuse 
carcinoma. In this unfavorable group the over-all 
survival rate was 35%. 

The authors believe that conservative surgery 
alone, consisting largely of lobectomy and bilateral 
subtotal thyroidectomy, is adequate therapy for 
the less malignant forms of tliyroid cancer. In the 
more malignant forms therapy should consist of 
total thyroidectomy, with a modified neck dissec¬ 
tion and postoperative adjuvant therapy. The 
authors agree with Crile as regards the fallacy of 
the radical en bloc dissection for thyroid cancer. 
They show that excision of all inv'olved lymph 
drainage and involved contiguous structures cleanly 
and en bloc is incompatible with life. A modified 
neck dissection (excision of all involved nodes 
which can be dissected free) is more pragmatic. 
This t^'pe of surgery may then be followed by 
hormone therapy, in the form of desiccated thyroid 
e.xtract. 

Surgical Treatment of Achalasia of the Esophagus. 
C. Edward, B. Abbot, W. C. MacKenzie and C. A. 
Ross. Canad. J. Surg. 2:345-352 (July) 1959 [Toronto], 

Twent)''five patients with achalasia of the esoph¬ 
agus, who have been operated on, form the basis 
of this review. Twenty-two patients were treated 
by a modified Heller operation, while 3 had various 
reconstructive procedures on the gastroesophageal 
junction. Heller used an esophagogastric extramu- 
cosal myotomy anteriorly and posteriorly. The 
abdominal approach is favored by most surgeons 
for patients noth achalasia of the esophagus. In 
the 22 patients undergoing the modified operation, 
the authors used the abdominal approach 12 times 
and the thoracic approach 10 times. With the ab¬ 
dominal approach for the modified Heller opera¬ 
tion, a midline incision is used, and the left lobe 
of the liver is mobilized well to the right by divid¬ 
ing the left triangular hepatic ligament. The 
peritoneum over the esophagogastric junction is 
divided transversely and the esophagus mobilized 
from its bed by blunt dissection with a finger. The 
left vagus nerve is identified and retracted to the 
right. The incision should extend far enough dis- 
tally to be sure that all esophageal fibers are 
divided, and it should be kept to the right of the 
midline. The length of this incision will average 
8-12 cm., and the mucous membrane should bulge 
freely into view. When the procedure is complete. 
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there should be no evidence that any circular bands 
of muscle fibers are constricting die mucosa. No 
attempt is made to approximate the peritoneum 
over the defect in the muscle wall. 

Seventeen of the 22 patients in whom the modi¬ 
fied Heller operation has been used obtained ex¬ 
cellent results until no recurrence of dysphagia and 
no clinical evidence of regurgitation or esophagitis. 
Two patients have been classified as having had 
a good result, although an occasional bout of 
dysphagia has been experienced, especially when 
eating too rapidly. In 3 patients a poor result was 
obtained; however, review of the records revealed 
that insufficient indications were present to warrant 
the operative procedure. All 25 patients have been 
assessed, and no case has been lost to follow-up. 
Two patients have died of causes other than 
achalasia of tlie esophagus. In the group treated 
by a modified Heller procedure, the follow-up 
period averaged 3 years and 2 montlis. In the small 
group treated by gastroesophageal reconstruction, 
tlie time since operation has averaged 11 years. 
The authors conclude that a modified Heller 
esophagocardiomyotomy is the treatment of choice 
in achalasia of the esophagus. 

Metabolic and Physiologic Observations on Patients 
Undergoing Extracorporeal Circulation in Con¬ 
junction svith Hypothermia. W. G. Young Jr,, W. C. 
Sealy, I. W. Brown Jr. and others. Surgery 46:175- 
184 (July) 1959 [St. Louis], 

Since January, 1956, intracardiac surgery has 
been performed on 111 patients at the Duke Uni¬ 
versity Medical Center in Durham, N. C., utilizing 
a combination of extracorporeal circulation at mod¬ 
erately low flow rates and hypotliermia. The autliors 
present an analysis of the metabolic and physio¬ 
logical changes occurring in tliese patients during 
and after perfusion at an esophageal temperature 
of 28 to 32 C (82.4 to 89.6 F). For details of the 
extracorporeal circuit including heat exchanger, 
DeWall-type bubble oxygenator, and Sigmamotor 
pump, tire authors refer to an earlier report. The 
induction and control of hypothermia were greatly 
improved by tlie incorporation of an efficient blood 
heat exchanger in the last 73 of the 111 patients. 

It was found that at flow rates averaging 54 ml. 
per kilogram per minute for individuals under 
35 kg. (78 lb.) in weight, and 31 ml. per kilogram 
per minute for heavier individuals, venous oxygen 
saturation can be maintained within the normal 
range if tlie esophageal temperature is reduced to 
28 to 82 C (82.4 to 89.6 F). At this flow rate and 
temperature, metabolic acidosis is not encountered 
to a degree greater than tliat seen accompanying 
any major siugical procedure. Postoperative meta¬ 
bolic acidosis does not occur if myocardial efficiency 
is adequate. O.xygen consumption in patients per¬ 
fused at 28 to 32 C was found to approximate 


one-half of that occurring at 37 C (98.6 F). Success¬ 
ful correction of severe tetralogy of Fallot in a 
patient whose esophageal temperature was re¬ 
duced to 9.3 C (49 F) is described. Profound hypo¬ 
thermia permitted the use of very low flow rates, 
allowed temporary cessation of perfusion, and 
obviated the need for cardioplegia agents. 

Implantation of Yttrium 90 into the Pituitary Body 
of Five Patients with Acromegaly. A. M. Dogliotti, 
A. Ruffo and G. M. Molinatti. Minerva med. 
50:1575-1578 (May 23) 1959 (In Italian) [Turin, 
Italy]. 

This study concerns 5 patients with acromegaly, 
who were treated by implantation of 5 small rods 
of radioyttrium (Y®") through the nostril into the 
pituitary body. Three patients were followed up 
for a period of over a year, and 2 for 4% months 
and 45 days, respectively, after the operation. The 
therapy produced subsidence of headache, sweat¬ 
ing, excessive thirst, and backache; improvement 
in asthenia and polyphagia; and diminution in 
swelling of the extremities, tongue, and face. Less 
benefit was obtained for disorders of se.xual func¬ 
tion, except that libido was restored in one patient. 
Amelioration of the subjective symptoms was 
marked during the first month of therapy, but was 
less intense afterwards. 

Phosphatemia, which had been present in one 
patient, was restored to normal values 22 months 
after the operation. Normalization of carbohydrate 
metabolism was obtained in 2 patients. A decrease 
of basal glycemia and of daily glycosuria w.is 
observed in one patient 13 months after the im¬ 
plantation. A slight disorder of carbohydrate me¬ 
tabolism, which was present in one patient before 
the implantation, deteriorated 45 days after the 
operation. This condition, however, may improve 
and may eventually disappear, because a similar 
change took place in 2 other patients whose carbo¬ 
hydrate metabolism normalized after the third 
postoperative month. Calcium metabolism was re¬ 
stored to normal 3 montlis after implantation in 
those patients who had a negative calcium tolerance 
test before the operation. Intense polyuria, which 
had developed immediately after the implantation, 
subsided witliin 15 to 20 days. No diminished func¬ 
tion of the thyroid, adrenals, and gonads was ob¬ 
served. 

PEDIATRICS 

Intrahepatic Biliary Atresia. L. J. Krovetz. Journal- 
Lancet 79:228-235 (June) 1959 [Minneapolis]. 

Detailed histories are given of 2 patients 'vith 
intrahepatic biliary atresia, who were seen in recent 
years at tlie University of Minnesota Hospitals in 
Minneapolis. One of tliese patients is still alive at 
16 years of age and is in good health except for 
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severe generalized pruritus. This represents the 
longest period of survival of a patient witli this 
condition that has been reported to date. The liter¬ 
ature on both e.vtrahepatic and intrahepatic biliary 
atresia is briefly reviewed. Only 23 cases of intra¬ 
hepatic biliary atresia have been reported. Nine of 
these patients have survived more than 3 years, 6 
of them being still alive wlien reported. The median 
age of survival of infants with e.xtrahepatic biliary 
atresia which has not been relie\'ed by surgery is 
only 4 to 6 months. 

Dermatomyositis in Childhood; Report of Studies 
on 7 Cases and a Review of Literature. J. W. Car¬ 
lisle and R. A. Good. Journal-Lancet 79:266-273 
(June) 1959 [Minneapolis]. 

The histories of, and observations on, 7 cliildren 
(4 girls and 3 boys) with dermatomyositis, who were 
studied at the University of Minnesota Hospitals, 
Minneapolis, since 1954, are presented. Age at onset 
ranged from 6 months to 13 years. Family his¬ 
tories failed to reveal other members ^^'ith derma¬ 
tomyositis, scleroderma, or acute lupus erythemato¬ 
sus. Insidious onset was characteristic. However, 
wthin weeks, the entire spectrum of skin mani¬ 
festations, with the classical eyelid and butterfly 
helioh'ope rash and e.vtensor surface erythema, was 
evident. Periorbital edema was observed in all 
cases. Edema of ankles and hands was frequently 
present. Two children showed the chronic skin 
changes, described as poikiloderma, and consisting 
of atrophy and increased pigmentation of the skin. 
Calcinosis was observed by roentgenologic e.sami- 
nation and biopsy in 3 cases. Palatorespiratory in¬ 
volvement with severe intercostal muscle weakness 
and late cardiac failure developed in one child, and 
death ensued. Fever was not a prominent feature 
in this series. Several children showed e.vacerbation 
following mild respiratory infection. In one child, 
the rash became more severe after e.vposure to sun¬ 
light. Dermatomyositis could not be related to bac¬ 
terial or viral infections. Electrophoretic patterns 
were obtained on 6 of the children. Elevation of 
the alpha-2 globulin and gamma globulin compo¬ 
nents was regularly revealed. Examination of skin 
and muscle biopsy specimens by light microscopy 
demonstrated nonspecific myositis. The diagnosis 
must depend on the clinical manifestations. 

The question of dierapy remains unsettled. Three 
of the 7 children treated with steroids showed con¬ 
tinued progression of weakness, pain, fever, and 
rash diroughout steroid tlierapy. On the other hand, 
4 children had a less severe course during moderate 
steroid tlierapy. However, 3 of these children 
showed calcinosis by x-ray examination. With the 
exception of specific change on biopsy or improve¬ 
ment on specific muscle testing, it is most difficult 
to relate prognosis to steroid therapy. The absence 
of dramatic improvement in response to steroid 


therapy and the high incidence of gastric or duo¬ 
denal ulcers (3 of 6 children) raise the question of 
whether or not steroid hormones should be used 
in these patients. 

Pulmonary Congestion and Edema as a Complica¬ 
tion of Acute Nepliritis in Childhood. R. A. Toro- 
Nazario and E. C. Burke. Journal-Lancet 79:246- 
253 (June) 1959 [Minneapolis]. 

Pulmonary edema is an uncommon, though 
serious, complication of glomerulonephritis in chil¬ 
dren. Because the authors could not find a report 
of the incidence of this complication in pediatric 
patients with nephritis, they examined the records 
of all children with acute or chronic glomerulo¬ 
nephritis seen at the Mayo Clinic in die years 1950- 
1957 to ascertain the frequency and clinical course 
of this complication. In this 8-year period, 89 cases 
of acute nephritis and 4 cases of chronic nephritis 
were encountered. A table listing the various com¬ 
plications of nephritis in these 93 children shows 
that 5 liad pulmonary edema. After reviewing die 
literature on the subject, the authors discuss the 
clinical aspects, pointing out that pulmonary con¬ 
gestion and edema as a complication of nephritis 
can be acute and fulminadng, with all the signs 
and symptoms of cardiorespiratory embarrassment, 
or it can be insidious, producing few, if any, clinical 
findings. Pulmonary edema may be transient and 
may subside rapidly as the general condition of 
the padent improves, or it may lead rapidly to 
death. The fact that the edema can be subacute, 
with few clinical findings, may explain, in part, why 
this condition is so rarely recognized. 

Roentgenographically, pulmonary congestion and 
edema of the lungs appear as symmetrical, irregu¬ 
lar, and diffuse areas of increased density located 
centrally or basally. The changes occur as a result 
of tire intra-alveolar edema and congestion and 
dilatation of the pulmonary blood vessels. Eitlier 
of these processes may predominate. If the change 
is primarily due to intra-alveolar edema, the af¬ 
fected regions may appear nodular, simulating 
metastatic or inflammatory pulmonary lesions. If 
vascular congestion and dilatation predominate, a 
picture of generalized hypervascularization, not 
unlike that seen in uncomplicated left ventricular- 
cardiac decompensation, is present. This condition 
must be differentiated roentgenographically from 
such widely dissimilar diseases as sarcoidosis, 
chronic miliary tuberculosis, cystic fibrosis of the 
pancreas, parenchymal inflammatory diseases, and 
neoplastic infiltration. 

The histories of 3 patients in whom pulmonary 
congestion and edema complicated acute glomer¬ 
ulonephritis are presented. Hypervolemia is the 
main etiological factor in this complication in ne¬ 
phritis, and varying degrees of left ventricular fail¬ 
ure rarely contribute to the final picture. The authors 
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emphasize that tliis complication can remain clini¬ 
cally silent and that it should be suspected and 
looked for in every case of nephritis, even in the 
absence of e^'idence of congestive heart failure. 
Retiurn of renal function efiects diuresis and clear¬ 
ing of the pulmonary edema. Fluid allowances must 
be kept minimal, covering only insensible losses 
plus urinary output during the period of oliguria. 

Prognosis of Fetuses at 33 Weeks’ Gestation in 
Rh-Sensitized Women Who Have Had Preceding 
Stillbirths. G. Biering, I. Kaiser and W. Krivit. 
Journal-Lancet 79:277-283 (June) 1959 [Minne¬ 
apolis], 

The prognosis for tlie fetuses of women who are 
Rh-sensitized and who have had a preceding still- 
birtli is knowm to be poor. Delivery at or before 
35 weeks of gestation is one of tlie methods advo¬ 
cated as a means of reducing the mortality rate. 
Early termination of tire contact unth maternal 
antibodies has been considered as a method of 
preventing the erythroblastosis from progressing to 
severe hydrops and subsequent death in utero. The 
results obtained by early delivery have been diffi¬ 
cult to analj^ze because of lack of true control 
series. This paper presents a retrospective study of 
the prognosis of fetuses alive at 33 weeks’ gestation 
in Rh-sensitized women who had had preceding 
stillbirtlis. From 1945 to 1957, 119 liveborn infants 
and 21 fetal deaths in utero were recorded at the 
Universih' of Minnesota Hospitals in Minneapolis. 
In the motliers of 12 of tlie 119 liveborn infants and 
in 13 of the 21 fetal deaths in utero, a history of 
prior stillbirths was obtained. Eleven of these 25 
pregnancies resulted in a dead fetus in utero before 
the 33rd week. Among tlie remaining 14 fetuses, 
who were alive at die 33rd week, there were 2 
stillbirtiis, 1 hydropic infant, and 2 neonatal deadis 
due to kemicterus; dius, the final survival rate was 
9 of 14, or 64%. The present series and review of 
the literature indicate great variability of the effects 
of isoimmunization. It is suggested that controlled 
clinical studies are necessary if corndncing evidence 
of the %'alue of early interruption of pregnancy is 
to be obtained. 

Novobiocin in the Treatment of Bacterial Broncho¬ 
pneumonia in Nursing Infants. L. Francalancia. 
Riv. din. pediat. 63:248-258 (March) 1959 (In 
Italian) [Florence, Italy]. 

A group of 81 hospitalized nurslings widi bac¬ 
terial bronchopneumonia, aged up to 14 months, 
received a dierapy of novobiocin, supplemented 
widi penicillin, streptomycin, and chloramphenicol. 
The bacteriological examination of the material 
obtained from the pharjmxes of the patients re¬ 
vealed the presence of the following strains of 
bacteria: Staphylococcus pyogenes var. aureus 


alone in 15 infants or associated with Streptococcus, 
Diplococcus, and Blastomyces organisms in 
Staph, pyogenes var. albus in 2; gram-positive Dip^ 
lococcus organisms in 25; streptococci in 8, gram- 
positive coccobacilli in 5; and other pathogenic 
agents in 8. Cultures of Staph, pyogenes var. aureus, 
isolated from the material obtained for testing, 
were sensitive to novobiocin and to erythromycin, 
but they were scarcely, or not at all, responsive to 
other antibiotics. 

Daily dosage of novobiocin varied from 200 mg., 
divided into 2 oral doses, or 100 mg., divided into 
2 doses administered intravenously, up to 500 mg., 
divided into 3 oral doses, or 200 mg., divided into 2 
doses administered intravenously. The therapy vnth 
novobiocin produced remission of bronchopneu¬ 
monia in 75 patients (92.5%) and deterioration of 
the clinical picture in 6. Remission of bronchopneu¬ 
monia on roentgenologic examination was obtained 
between 5 and 12 days after the therapy witli novo¬ 
biocin began. This study suggests further use of 
novobiocin, combined with otlier antibiotics, for 
the treatment of bacterial bronchopneumonia in 
nursing infants. 


UROLOGY 

Use of Isoniazid Para-aminosalicylate for the Treat¬ 
ment of Genitourinary Tuberculosis, J. Cibert and 
J. Barbier. Presse med. 67:841-842 (April 23) 1959 
(In French) [Paris]. 

Isoniazid para-aminosalicylate, knonm also as 
pasiniazide, was used for 2 years in the treatment 
of 44 patients with genitourinary tuberculosis at 
tlie urologic clinic of Lyons, France. Fourteen of 
the cases were genital tuberculosis, and 30 were 
renal tuberculosis. In the genital tuberculosis group, 
11 patients had a rapid clinical cure after being 
treated for 3 months, the diagnosis having been 
verified in 3 cases by epididymectomy. The 30 pa¬ 
tients with renal tuberculosis were divided into - 
groups; one group had been treated for a long time 
wdtli otlier medication and tlien were given pasinia¬ 
zide; tlie otlier group received pasiniazide com¬ 
bined with streptomycin. Four of tlie patients with 
renal tuberculosis were seen in an advanced stage; 
they had intense cystitis, massive p)mria, and gross 
morphologic and functional changes on urography. 
The disease of 11 patients witli renal tuberculosis 
ivas less severe; tliey had unilateral limited lesions, 
integrally conserved renal function, and only mod¬ 
erate morphologic changes. Ten of tliese patient 
were cured, but the condition of one, a 65 -year-old 
man, was aggravated despite 4 months of treatmeid 
with 120 Gm. of streptomycin. Cystitis persiste 
after nephrectomy in this patient, and only after 
months of postoperative treatment with streptomy¬ 
cin and pasiniazide was it cured. 
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Results of treatment with irasiniazide are com¬ 
parable, if not superior, to those with other anti¬ 
tuberculous agents. In the patients with renal 
tuberculosis, cure was regularly and rapidly ob¬ 
tained by using the combination of streptomycin 
aird pasiniazidc; later the cure remained stable with 
pasiniazide alone. In the patients w'ith genital tuber¬ 
culosis, good results that were rapid and sure were 
obtained with pasiniazide alone in the majority of 
cases. Failures were usually in those forms of 
genitourinary tuberculosis in which the antituber¬ 
culous agents were generally ineffectual. In 4 cases, 
however, pasiniazide was well tolerated when 
aminosalicylic acid and isoniazid were not. Pasinia¬ 
zide alone was generally used only in cases of 
genital tuberculosis, although 4 cured cases of renal 
tuberculosis in which it was used alone arc cited. 
There were only S cases of digestive intolerance to 
the drug, and urinar>' tolerance was excellent. 
Nephritic colic appeared only in 2 patients who 
were recemng the combination of streptomycin 
and pasiniazide, but on withdrawal of streptomycin 
and continuation with pasiniazide alone the colic 
was cured. 

OPHTHALMOLOGY 

The Syndrome of the Aortic Arch: Ocular Mani¬ 
festations of ‘Tulseless Disease” and a Report of a 
Surgically Treated Case. R. L. Tour and W. Fletcher 
Hoyt. Am. J. Ophth. 47:35-48 (May) 1959 [Chicago]. 

Takayasu in 1908 first adequately described the 
ocular manifestations of what was later to be called 
the "aortic arch syndrome.” In spite of the fact that 
the associated eye findings represent only one facet 
of a far more widespread pathological state, the en¬ 
tire disease complex has in recent years been re¬ 
ferred to as “Takayasu’s disease.” The ophthalmo- 
logical aspects of this syndrome are due to hypo.xia 
of ocular tissue. Hypoxia is also manifest in other 
organs, such as the brain, which are dependent for 
their nourishment on the patency of the large ves¬ 
sels arising from the aortic arch. Occlusion of these 
vessels, whether partial or total, results in a rela¬ 
tively characteristic disease, its severity depending 
upon the degree of such obstruction. The authors 
list 12 different terms under which the sjmdrome 
has been described. They discuss its signs and 
symptoms and review the pertinent literature. They 
believe that the term “aortic arch syndrome” should 
be applied to this condition. 

The visual symptomatology results from tlie 
greatly altered blood supply to the head. Since 
both common carotid arteries are occluded in die 
aortic arch syndrome, these patients experience 
transient loss of vision in one or both eyes. The 
retinal blood supply may be sufficiently low so that 
postural hypotension, resulting from a change from 
the reclining to the sitting position, will cause ob¬ 
servable pulsation in the central retinal artery and 


segmentation of the blood column. Numerous other 
changes in the ocular structures occur as a direct 
result of chronic hypoxia. Early in the disease die 
fundus may appear normal, or there may be merely 
a few microaneurysms in the periphery of the ret¬ 
ina. Dilatation of the veins with bead-like swell¬ 
ings are next noted, and finally arteriovenous com¬ 
munications appear which encircle the optic disk. 
Similar arteriovenous anastomoses are described in 
the conjunctiva, and attention has been called to 
the appearance of newly formed vessels running 
circumferentially at the root of the iris. The reduced 
blood flow to the ciliary body is also undoubtedly 
responsible for the greatly lowered intraocular pres¬ 
sure which commonly occurs as part of the syn¬ 
drome. Late complications, occurring when the 
disease is well established, consist of cataract for¬ 
mation, optic atrophy, retinal detachment, retinitis 
proliferans, vitreous hemoiThage, and corneal opaci¬ 
fication. 

Syphilitic aortitis with or without aneurysm has 
been most commonly suspected as etiological in 
the aortic arch syndrome, but a nonspecific type of 
arteritis has also been suggested as a causal factor. 
The treatment should be directed toward the pri¬ 
mary process. Antisyphilitic therapy is indicated if 
the serologic tests are positive, but little improve¬ 
ment can be expected after the great vessels of the 
aortic arch have become obstructed. It is hoped 
that the advances in vascular surgery will soon per¬ 
mit the radical reconstruction of the aortic arch. In 
this connection the authors present the case of a 
50-year-old woman, who was successfully treated 
by surgical removal of obsti-uctions in the major 
branches of tire aortic arch. After the operation, 
ophthalmodynamometry provided dramatic evi¬ 
dence of the increase in retinal arterial pressure at 
a time when the carotid pulses could not be pal¬ 
pated because of neck dressings. The almost im¬ 
mediate rise of intraocular pressure from very low 
preoperative levels to almost normal was further 
evidence of the improved circulation to the head. 
The advances in cardiovascular surgery have greatly 
improved the prognosis of the aortic arch syndrome. 

THERAPEUTICS 

Observations on the Treatment of Pulmonary Tu¬ 
berculosis xvith Sulfoniazid, M. Lucchesi. Minerva 
med. 50:1426-1433 (May 12) 1959 (In Italian) [Turin, 
Italy]. 

Sulfoniazid had a beneficial effect on 36 patients, 
some of whom were psychiatric patients, with active 
pulmonary tuberculosis. The drug, combined with 
60 Gm. per day of an aminovitaminic sirup, was 
given for from 4 to 6 months in a daily dose of from 
50 to 70 mg. per kilogram of body weight, divided 
into 3 equal subdoses. Some of the patients were 
given 50 Gm. per day of streptomycin, which was 



166/1268 


MEDICAL LITERATURE ABSTRACTS 


J.A.M.A., Oct. 31,19;9 


injected twice a day at the beginning of the treat¬ 
ment, every other day during the second month, 
and then every 3 days during the third month of 
treatment. Patients with severe lesions were also 
given a prednisone preparation. Laboratory tests 
made at the beginning, during, and after the treat¬ 
ment showed no changes in the composition of the 
blood or in the liver and kidney functions. The 
values of the erythrocyte sedimentation rate were 
high in most of the patients during the first 3 or 4 
weeks of the treatment; afterwards they declined 
slowly and became normal or close to normal. 

Sulfoniazid was tolerated well by all the patients. 
The results, especially when a large dose was given, 
were better than those usually obtained with iso- 
niazid. Sputum became negative in 26 patients, 
some of whom had derived no benefit from previous 
prolonged treatment with other drugs, including 
isoniazid. Sulfoniazid, like other antituberculous 
drugs, in some patients had a marked beneficial 
effect on the general and pulmonary conditions, but 
had no efiect on the sputum. The author believes 
that this may be due to adaptation of the bacteria to 
the antibacterial agent and to the selection of re¬ 
sistant individuals in a sensitive population, as well 
as to the progressive loss of virulence of the re¬ 
sistant strains. That the drug did not come into an 
efficient contact with the bacteria is a less probable 
hyiDothesis. 

The autlior believes that tire beneficial effect of 
sulfoniazid is connected with its bacteriolytic and 
bacteriostatic effects; the organism is freed in a 
rapid and progressive manner from the direct and 
indirect (biological and dynamic) harmful effect of 
Koch’s baccilli and of their toxins. The possibility 
of giving the patient large quantities of the drug 
several times a day and for long periods of time 
makes sulfoniazid a useful drug in the treatment of 
the tuberculous psychiatric patient or of any other 
tuberculous patient from whom it is hard to obtain 
collaboration. 

Treatment of Diabetes with N-N-Dimethyl Di- 
guanide (LA 6023). E. Azerad and J. Lubetzki. 
Presse med. 67:765-767 (April 18) 1959 (In French) 
[Paris]. 

N-N-dimethyl diguanide (LA 6023) was admin¬ 
istered orally to 88 hospitalized patients with dia¬ 
betes mellitus, aged behveen 16 and 75 years. The 
initial daily dosage consisted of 2 or 3 Gm. of the 
drug, administered as 3 or 4 tablets. Subsequently 
die dosage was decreased from 1.5 Gm. down to 
0.5 Gm. a day. The results were good in 34 patients, 
fair in 35, and poor in 19. Younger patients re¬ 
sponded better to the treatment tlian older ones. 
Obese patients with a mild variety of the disease 
benefited more from the treatment than did pa¬ 
tients with a severe variety of tlie disease and witli 
a tendency toward acidosis. Approximately one- 


half of the patients were receiving insulin treat¬ 
ment when die N-N-dimethyl diguanide treatment 
was instituted. It was possible to reduce, hut not 
to eliminate entirely, the dosage of insulin in about 
two-thirds of the patients who received the com¬ 
bined treatment of insulin and N-N-dimethyl di¬ 
guanide. The efficacy of N-N-dimethyl diguanide 
was weaker, the longer had been the preceding 
therapy with insulin. No severe side-effects to 
N-N-dimethyl diguanide developed. Moderate di¬ 
gestive disturbances, consisting mainly of nausea 
and diarrhea, were observed. Diarrhea induced 
discontinuation of the therapy in 4 patients. 


PATHOLOGY 

The Cytological Diagnosis of Solid Tumours by 
Small Needle Aspiration and Its Influence on Can¬ 
cer Clinic Practice. I. H. Smith, J. H. Fisher, J. S. 
Lott and D. H. Thomson. Canad. M. A. J. 80:855- 
861 (June 1) 1959 [Toronto]. 

For some 20 years the Ontario Cancer Founda¬ 
tion’s London Clinic, in conjunction with the de¬ 
partment of pathology of tire University of Western 
Ontario, has been studying the value of tumor 
aspirates as interpreted histologically from cut sec¬ 
tions, A supplementary' smear from the same ma¬ 
terial was occasionally made. At times from 
necessity when tissue fluid alone was obtained, or 
when the tumor proved to be cystic, the smear 
technique was used by itself. Gradually, and in 
particular since 1954, the curiosity of the authors 
has been replaced by the realization that the cyto¬ 
logical interpretation of tumor aspirates has es¬ 
tablished itself as a most valuable procedure-- 
surpassing and replacing the study of the sectioned 
aspirate in some instances and equalling it in others. 
Reliance is now placed on cytology to the extent 
drat, when an aspiration is performed on an acces¬ 
sible lump, emphasis is placed first on obtaining 
tissue fluid for cytology, the plug forming a very 
important but secondary component of the pro¬ 
cedure when and if procured. 

The aspiration set consists of a 50-cc. Luer-Lok 
syringe, 20-gauge and 22-gauge needles of various 
lengths, and freshly prepared slides coated wifu 
egg albumin. The overlying skin is sterilized. If the 
no. 22 needle is routinely used, no local anestlretic is 
required. The tumor is immobilized rvith the let 
hand, and the needle is inserted until the tumor or 
its capsule is engaged. Maximum suction is em¬ 
ployed, and the needle is guided through the tumor 
in 2 or 3 directions. When withdrawn, the tissue 
fluid within the needle is e.xpressed on to tne 
albuminized slides, 2 preparations being made. TiJ 
material is smeared evenly by using the needle ana> 
while the smear is still moist, the slides are im¬ 
mersed in fixative in a Coplin jar. Should a plug or 
excess tissue be available, it is placed in fixative tor 
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histological section. The smear is fi.ved for 15 
minutes to one hour in fluid containing 1% glacial 
acetic acid in 95% ethyl alcohol. After fi.xation, and 
while still wet, it is stained with hematoxylin and 
eosin; it is then mounted and ready for microscopic 
e.xamination. 

The accuracy and clinical value of aspiration 
cytology has been appraised in 203 cases of cancer 
and 194 cases of deep-seated benign disease. A 
total of 524 smears was made. Exfoliative cytologj' 
and the cytology of effusions arc not included in 
this study. In breast cancer 93% were confinned 
cytologically, although in 18% more than one as¬ 
piration was required. Establishing diagnosis by 
this method permits a planned therapeutic approach 
and eliminates the need for frozen section exam¬ 
ination in most instances. In lymph nodes secon¬ 
darily in\’olved by malignant disease, 94% of 
diagnoses were confirmed by aspiration cytology. 
There were 5 false-irositive results (2.5%) in 194 
benign cases; if interpreted in the light of clinical 
impression, this need be of little consequence. Of 
203 malignant cases, 18 (8.8%) gave a false-nega¬ 
tive result. Eight of the 18 were in breast lesions 
and required further histological investigation. 

The simplicitj', accuracy, and practical value of 
aspiration smear cytology for the solid tumor are 
established. The method deserves wider applica¬ 
tion. Although smear diagnosis of primary lymph 
node cancer is possible, it is still advisable to make 
the diagnosis histologically. No attempt was made 
to evaluate the accuracy of cytological smear exam¬ 
inations in benign diseases of the breast, but the 
authors feel that the psychological effect of estab¬ 
lishing the diagnosis of cystic disease at once is 
most rewarding. 

Hematomorphologic Determination of Sex: De¬ 
termination of Sex from the Blood Picture. J. M. 
Caliezi. Schweiz, med. VVchnschr. 89:499-503 (May 
9) 1959 (In German) [Basel, Switzerland]. 

All cytological methods of determining sex are 
based on a morphologic peculiarity of the cellular' 
nucleus in females. The hematomorphologic meth¬ 
od, the only one the author is concerned with in this 
paper, takes a special position in so far as the sex 
characteristic—a chromatin attachment of the 
cellular nucleus—differs greatly from that of the 
otirer body cells, in form as well as in percentage 
of occurrence and, moreover, numerous secondary’^ 
forms of nuclear attachments may cause confusion. 
The author points out that Davidson and Smith, tire 
discoverers of hematological sex differentiation, 
demanded tliat in order to identify a person as 
“female” it should be possible to detect among 500 
mature neutrophil leukocytes 6 specifically female 
nuclear attachments, which they designated as 
“drumsticks.” The absence of drumsticks was evi¬ 
dence that the individual was “male,” that is, the 


diagnosis was made by exclusion. In this connection 
the present author asks, “What about tire blood 
smears that show 5 or less drumsticks?” 

Other investigators foimd that the typically 
female nuclear attachment is found in men on rare 
occasions, whereas still others denied this, pointing 
out that tliese attachments were only similar to, 
but not identical witlr, drumsticks. Although on Bie 
basis of his own observations the author accepts this 
last view, he points out tliat differentiation of these 
aty'pical forms from the female nuclear drumstick 
attachment is very difficult and in some cases im¬ 
possible. He describes and illustrates drumsticks, 
clubs, bulbs (or sessile nodules) and also mentions 
pseudodrumsticks or small clubs, tags, and minor 
lobes. He established the percentage incidence of 
the various nuclear attachments in 65 females and 
35 males. 

He regards as definitely “female” a blood smear 
containing 3 specifically female nuclear appendages 
in 500 mature neutrophils. Drumsticks and clubs 
are specifically female nuclear attachments, and 
sessile nodules and the scanty occurrence of tags 
are indications of female sex. A blood smear con¬ 
taining no specific female nuclear appendages in 
300 mature neutrophil leukocytes definitely can be 
considered as indicative of tire male sex, and the 
frequent occurrence of tags and the absence of 
sessile nodules are indications of the male sex. 


PUBLIC HEALTH 

Tuberculosis in Medical Students at the University 
of Maryland. J. R. Kams. Am. Rev. Tuberc. 79:746- 
755 (June) 1959 [New York]. 

A tuberculosis control program was carried out 
on 2,302 medical students at tlie University of 
Marydand School of Medicine from 1934 to 1957. 
Only those who were observed for at least 1 year 
were included in this study. The survey showed 
that clinically significant tuberculosis had devel¬ 
oped in 17 students while in school. The most strik¬ 
ing feature was that in 16 of these the disease was 
diagnosed in the period from 1934 to 1950, whereas 
only 1 case occurred after 1950, indicating that the 
risk of tuberculous infection in the medical school 
has diminished in recent years. The reduction in 
morbidity' has occurred without the use of BCG 
vaccine; it was brought about by early diagnosis, 
by spontaneous and improved treatment of tuber¬ 
culosis as a contagious disease. Vollmer’s test was 
positive in aU students with clinically proved tuber¬ 
culosis at the time of diagnosis. In a group of 53 
students the patch test was found to be as accurate 
as tile first-strength purified protein derivative 
(PPD). Since medical students are more exposed to 
the risk of tuberculous infection than any other 
student group, continuous vigilance is, therefore, 
necessary. 
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U Physiology of Cardiac Surgery: Hypothermia, Extracorpo¬ 
real Circulation and Extracoiporeal Cooling. By Frank Gol- 
lan, M.D., Assistant Director of Professional Services for 
'J-' Research, Veterans Administration Hospital, Nashville. Beau- 
' mont Lecture, Wayne County Medical Society. Cloth. $4.50. 
Pp. 96, with 18 illustrations. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scien¬ 
tific Publications, Ltd., 24-25 Broad St., Oxford, England; 
Ryerson Press, 299 Queen St., W., Toronto 2B, Canada, 
1959. 

This Bionograph, a brief survey of some new 
techniques applied in cardiac surgery, is focused 
primarily on selected basic physiological and bio¬ 
chemical problems; it also discusses some current 
controversies and possible areas for future investiga¬ 
tion. The presentation, in general, is somewhat 
cursory, but there is an e.xtensive and interesting 
section dealing with the role of combined e.\'tra- 
corporeal cooling and circulation techniques in 
cardiac surgery. The style is highly personal and 
flavored with many quotations from Coleridge, 
Einstein, Shakespeare, and others. This monograph 
has a useful bibliography. It is valuable as an in¬ 
terpretative essay which discusses present problems 
and applications in this field from a historical per¬ 
spective. 

Abnormal Haemoglobins; A Symposium Organized by the 
Council for International Organizations of Medical Sciences, 
Established under the Joint Auspices of UNESCO and 
WHO. Edited by J. H. P. Jonxis and J. F. Delafresnaye. 
Cloth. $9.50. Pp. 427, with illustrations. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; 
Blackwell Scientific Publications, Ltd., 24-25 Broad St, O.x- 
ford, England; Ryerson Press, 299 Queen St., W., Toronto 
2B, Canada, 1959. 

The symposium here reported took place in 
Istanbul under the auspices of a group of 50 inter¬ 
national voluntary associations of specialists belong¬ 
ing to all the mescal disciplines. The 26 papers, by 
different authors, with discussions, cover genetic and 
physical factors in the heterogeneity of hemoglo¬ 
bins, their identification and interpretation, clinical 
aspects, the hemoglobins in children and in differ¬ 
ent diseases, and the geographical distribution of 
different hemoglobins. Two papers deal witli paper 
electrophoresis and serologic differentiation. An ex¬ 
tensive bibliography is given, as well as a helpful 
index. The material is highly technical and presup¬ 
poses a thorough knowledge of genetics, with an 
understanding of the exact meaning and true sig¬ 
nificance of such words as “genes,” “alleles,” “dimer¬ 
ization,” “phanerosis,” and "a propositus for the 
sibship.” One should also have a working knowledge 

These book reviews have been prepared by competent authorities 
but do not represent the opinions of any medical or other organizalion 
unless specifically so stated. 


of electrophoretic, chromatographic, and salting- 
out techniques to understand the many figures in 
the text. The book contains a tremendous amount 
of data and should be extremely valuable to those 
working in the field of hemoglobins. 

Current Problems in Allergy and Immunology. Papers 
dedicated to Bela Schick on occasion of his 80tli birthday, 
Edited by William Kaufman. Cloth. $14.40; 60 S\viss francs. 
Pp. 992, with illustrations. S. Karger AG., Arnold Bocklin- 
strasse 25, Basel, Switzerland; Swiss Bank Corporation, New 
York, 1959. 

This volume is composed of the articles published 
in four volumes of International Archives of Allergy 
and Applied Immunology. There are many excellent 
contributions in this book by masters of their sub¬ 
jects, mainly in the form of summations of material 
already published. Among the outstanding contribu¬ 
tions are the papers on a comparison of fluorescein 
and radioactive iodine (!'“') as labels for anti¬ 
bodies, on the nature of tumor antigen, on the fate 
of labeled foreign antigens, on the immunological 
basis of carcinogenesis, on passive cutaneous ana¬ 
phylaxis, on immunohematological disorders, on 
drug reactions, on the pathology of allergy, and on 
serologic reactions in rheumatoid arthritis. There 
are other good papers but, since there are more 
than 60 altogether, they cannot all be discussed or 
mentioned. Unfortunately, the good contributions 
are diluted by a number of mediocre or even poor 
and faddish expositions. This is the great weakness 
of the book and especially disturbing since such 
articles are given a stamp of respectability and 
authority when placed side by side with the works 
of truly great scientists. This is apt to mislead the 
uninformed reader. This volume, therefore, can be 
recommended only to those who already possess a 
good, discriminative acquaintance with the field. 

Services to Blind Children in New York State. By IVilliani 
M. Cruickshank and Matthew J. Trippe. Syracuse University 
special education and rehabilitation monograph series 4- 
William M. Cruickshank, editor. [Brewster House book.! 
Cloth. $5. Pp. 495, with illustrations. Syracuse Universi^ 
Press, University Station, Box 87, Syracuse 10, New York, 
1959. 

This volume presents the results of a major study 
by the Syracuse University Research Institute. The 
stimulus for tlie study was the increased number of 
children blinded, particularly from retrolental fibro¬ 
plasia. In New York state in 1956, there were 2,286 
such persons under 21 years of age, and there was 
a probable total of 30,200 blind children in the 
United States. The principal objectives of the study 
were to determine the educational, social, and 
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health characteristics of the blind children in the 
state of New York, to determine the services avail¬ 
able and used, to determine the nature of the pro¬ 
grams offered by specialized and nonspecialized 
agencies for blind children, to study legislation, 
and to indicate areas of service to blind children. 

It comes as a surprise to learn how inadequate 
the statistics are concerning blindness. In New 
York state only 33% of the children for whom 
annual visual appraisal was indicated had been 
examined within the year. This seems to be a par¬ 
ticularly serious omission in the instance of 565 
children with a diagnosis of "presumed blindness,” 
of whom only 84 had been evaluated visually dur¬ 
ing the prex'ious 12 months. The many physicians 
participating in local school board activities should 
find the following statement relevant: “The educa¬ 
tion of blind children with sighted children inx'olves 
more, howex’er, than a mere administrative deci¬ 
sion. Blind children, wherever they are educated, 
must have programs equal to and exceeding those 
provided to sighted children. The public school 
administrator who decides to integrate blind chil¬ 
dren in the system must understand the implica¬ 
tions of his decision in terms of personnel, equip¬ 
ment, orientation of general educators and other 
factors xital and essential to a satisfactory pro¬ 
gram." The importance of this statement is empha¬ 
sized by the data whieh suggest that the residential 
school provides a more satisfactory education than 
the local school. The educational advantages of the 
residential school, howex'er, must be weighed with 
other exudence which indicates that a more satis- 
factor)' emotional development occurs in the home 
environment. 

The recommendations of this study for meeting 
the challenge of the blind child are, no doubt, 
applicable in a number of other states. The physi¬ 
cian whose work brings him into contact with the 
blind should be particularly interested in this study 
of New York state and particularly with comparing 
the facilities offered by his own state. 

Air Pollution Control. By W. L. Faith, Managing Director, 
Air Pollution Foundation, San Marino, California. Cloth. 
$8.50. Pp. 259, with illustrations. John Wiley & Sons, Inc., 
440 Fourth Ave., New York 16; Chapman & Hall, Ltd., 
37-39 Esse.\ St., Strand, London, W. C. 2, England, 1959. 

This book was prepared to provide the non¬ 
specialist with a better understanding of the nature 
and problem of air- pollution and present basic facts 
that must be considered in air pollution control 
programs. The introductory chapter defines air pol¬ 
lution and contains brief summaries of its effects on 
health, property, and vegetation. The author then 
discusses the effects of meteorological conditions on 
the distribution of air contaminants and the appli¬ 
cation of meteorology to air pollution control. The 
bulk of the subject matter is concerned with the 
technical, chemical, and engineering aspects of con¬ 


trol under the following classifications: dusts, 
fumes, and mists; gases; and odors and automobile 
exhausts. In these sections there is information on 
chemical composition and physical properties of 
contaminants, sources of contamination, sampling 
and analysis techniques, equipment, and abatement 
methods. 

Concluding chapters discuss the planning and re¬ 
quirements of air pollution surveys and legal aspects 
in the control of air pollution. An extensive bibliog¬ 
raphy is provided at the end of each chapter and 
there are numerous diagrams, tables, graphs, and 
photographs throughout the book. The author has 
made an authoritative, concise, easily understood 
presentation of an exceedingly complex subject. This 
te.xt should be an excellent nontechnical reference 
source for basic information about the important 
aspects of air pollution. 

Hereditary Transient Paralysis with Special Reference to 
the Metabolism of Potassium: Familial Periodic Paralysis, 
Familial Episodic Adynamia. By Uffe Sagild. [Thesis, M.D., 
University of Copenhagen.] Paper. Pp. 242, with illustra¬ 
tions. Ejnar Munksgaard, N0rregade 6, Copenhagen, K, 
Denmark, 1959. 

Recent work on electrolyte balance has focused 
attention on potassium, the element which is of 
central interest in the present book. Of the two 
h'pes of muscular weakness he describes, one can be 
induced by giving potassium chloride. The other, 
when it occurs, is remedied by the same drug. The 
value of this book lies mainly in the numerous 
chemical determinations of the potassium content 
of the blood and urine and in the application of 
tracer techniques (by means of radioactive potas¬ 
sium [K'*“]) to determine the amount of e.xchange- 
able potassium and the rate of exchange between 
injected K'‘“ and body potassium. In addition there 
has been an extensive investigation of the genetic 
background of the authors patients, so that in one 
instance it was discovered that two apparently dis¬ 
tinct pedigrees were linked more than 200 years 
ago. Patients temporarily paralyzed by hj'popotas- 
semia have been falsely accused of malingering. 
Others, knowing their family history, have occasion¬ 
ally induced attacks for the purpose of malingering. 
To his own collection of cases of transient paralysis 
from Denmark and Sweden the author adds the 
information available from die more than 700 cases 
reported in the literature, and the book closes with 
a good bibliography and an index. 

It seems desirable to comment on the unhappy 
choice of terms to designate the two conditions 
studied and on the state of medical logic as here 
illustrated. The differential diagnosis between 
“familial episodic adynamia” and “familial periodic 
paralysis” is given in tabular form on page 134. 
The critical reader cannot help but observe 
that if a spell of moderate muscular weakness 
lasting a few hours were to occur at any time 
of the day in a boy at the age of 10 years, even a 
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study of his reflexes, his electromyogram, his elec¬ 
trical excitability, and the distribution of paralysis 
might not sufiSce to decide which condition he has 
and whether the administration of potassium on die 
basis of histor}'^ and physical findings alone would 
prove lifesaving or fatal. The author asserts, on 
page 133, that the sole similarity bet^veen the two 
“diseases" is that both are "characterized by tran- 
sient attacks of muscular weakuiess.” His tabulation 
does not bear this out. The ultimate criteria are the 
chemical determinations of serum potassium and 
the patient’s responses to administration of dextrose 
or potassium. 

The conscientious student, likewise, must be con¬ 
fused by the words “episodic” and "periodic,” which 
are used as antonjms. In reality neither of the 
conditions is periodic in the sense of recurring at 
regular intervals, and certainly there is nodiing 
periodic about a single attack'occurring in a man 
at the age of 70 years (page 188). The student will 
be further confused by die apparent distinction be¬ 
tween paral)'sis and adynamia, wliich is hardly 
justified either by usage or by etymology. The habit 
of assigning arbitrary and unpredictable meanings 
to words and of impljdng distinctions where none 
are justified has long been an obstacle to clear think¬ 
ing in medicine. It is to be hoped diat a rational 
terminolog)' for these bvo syndromes will be de¬ 
veloped soon. 

Atlas of Roentgcnograpliic Measurement. By Lee B. 
Lusted, M.D., Associate Professor of Radiology, University 
of Rochester School of Medicine and Dentistry, Rochester, 
New York, and Theodore E. Keats, M.D., Professor of 
Radiology, University of Missouri School of Medicine, Co¬ 
lumbia. Cloth, $9. Pp. 176, with 119 illustrations. Year Book 
Publishers, Inc., 200 E. Illinois St., Chicago 11, 1959. 

For years busily practicing radiologists have sur¬ 
rounded tlieir film reading desks with framed or 
mounted illustrations, diagrams, and tables to which 
they could refer for specific information regarding 
the size, position, and otlier characteristics of various 
anatomic structures. The same practice has been 
followed by colleagues in other specialties who de¬ 
pend heavily on radiologic evidence in dieir work. 
A great service has been provided to both groups 
through the publication in one volume of some 56 
classified groups of radiologic measurements for 
rapid and accurate reference. 

After a vdsely included consideration of the dis¬ 
tortion factor to be e.xpected when analyzing roent¬ 
genograms, tlie subject matter has been divided into 
nine anatomic categories, the largest of which deals 
with die skeletal system. All types of measurement 
(the location of the pineal body, tlie time of appear¬ 
ance of various skeletal ossification centers, the size 
of the heart, tlie lengtli and caliber of the common 
bile duct, and the estimation of fetal age on die 
basis of bone length) are presented in a carefully 
standardized format. Tliis includes a terse descrip¬ 


tion of the essentia] e.xamination technique, simple 
expression of the numerical values involved, and 
the source of the specific data. Illustrative materia! 
from original sources has been augmented eden- 
sively by excellent drawings. The book has been 
so bound that it remains open at any desired point 
when lying flat. This is a helpful feature when 
e'vidence from films is being compared directly 
with recorded values in the atlas. 

The authors have used excellent judgment in 
selecting the source material to be included. It 
svould have been good, however, to have had other 
meritorious sources of measurement data included 
as references by title only, for in several instances 
material that has been used is deeply interwoven 
with other published work whose authors have 
contributed importantly to the subject. 

Cholera, By R. Pollitzer, M.D. Mh'th chapter on world inci¬ 
dence written in collaboration with S. Swaroop, Ph.D., 
M.P.H., Chief, Statistical Studies Section, World Health Or¬ 
ganization. And chapter on problems in immunology and an 
aime-x written in coUaboradon witli W. Burrows, M.D., Pro¬ 
fessor of Microbiology, University of Chicago, Chicago. 
World Health Organization monograph series no. 43. Cloth, 
& S; $20; 60 Swiss francs. Pp. 1019, with illustrations. 
World Health Organization, Palais des nations, Geneva, 
Switzerland; Columbia University Press, International Doen- 
ments Service, 2960 Broadway, New York 27, 1959. 

The author of tlu's volume has brought together 
1,000 pages of up-to-date information on cholera. 
The 11 listed chapters were printed as separate 
articles in the Bulletin of the World Health Organi¬ 
zation prior to tliis revision. The effects of cholera 
on a person, population, communitj', state, nation, 
and international affairs and all phases of patient 
medical care, disease control, and prevention are 
adequately related in this book. Cholera, which 
Hippocrates described as a disease entity, has been 
the cause of six pandemics, some of which extended 
to the United States, in the past century'. Cholera 
was the cause of 1,000 deaths in Calcutta as recently 
as 1955. 

Metabolic Disturbances in Clinical Medicine. Edited b> 
G. A. Smart, B.Sc., M.D., F.R.C.P., Professor of Medicine, 
University of Durham, Durham, Cloth. $10, Pp. 358, with 
illustrations. Little, Brown & Company, 34 Beacon 
Boston 6. 1958. 

This book is well organized. The subjects covered 
are interrelated so that one may get the w'hole 
picture of the various electrolyte and endocrine 
problems concerned in a disease entity without 
jumping from one chapter to another. This dook 
should be useful for the general practitioner as wel 
as the specialist. Each chapter reviews the bioclmm- 
ical changes in the various disease states where there 
are coexisting metabolic disturbances. Emphasis is 
more on biochemical changes than endocrine 
dysfunctions. The illustrations are adequate. The 
references are excellent and up to date. 
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STEROID THERAPY OF CANCER 
To THE Editoji:— A man, 64 years old, has been 
found to have pulmonary cancer with meiastases 
to the kidneys and adrenals. Should he he given 
cortisone or its derivatives or any hormone prod¬ 
uct? These are expensive medicaments, and there 
is no hope of cure. Should he receive this medica¬ 
ment through public funds, or should some other 
less expensive treatment be given to keep him 
comfortable? 

Francis }. Petrone, M.D., Fall River, Mass. 

AxsMTiR.—Tliere are no specific indications for tlie 
use of cortisone or its derivatives in treatment of 
patients witli carcinoma of the lung. In the patient 
under discussion, there are hvo possible indications 
for use of cortisone as palliative treatment. If the 
patient is suffering from adrenal insuflSciency due to 
destruction of adrenal tissue by metastases, replace¬ 
ment doses of cortisone would give effective relief. 
T\vent}'-five milligrams of cortisone twice daily by 
mouth would correct tlie sjanptoms of adrenal in¬ 
sufficiency if tlie patient is not under any stress. A 
larger dosage should be used in a patient who is ill. 
Altliough metastases to the adrenal glands are quite 
common, complete destruction of the adrenal glands 
resulting in adrenal insufficiency is e.vtremely rare. 
The diagnosis of adrenal insufficiency can be estab¬ 
lished by measurement of the blood or urine 17- 
hydro.\ycorticoids and by administration of ACTH 
to determine whether the adrenal glands can be 
stimulated. 

The second possible indication for use of corti¬ 
sone in patients with advanced cancer might be for 
relief of symptoms. There is no evidence to indicate 
that large doses of cortisone produce any significant 
inhibiting effect on the growth of the tumor. How¬ 
ever, relief of pain and improvement in the sense 
of well-being and in appetite are not infrequently 
seen in patients in the terminal stages of cancer, 
unassociated widi any inliibitory effects on the 
tumor itself. These effects of cortisone are usually 
short-lasting. The relief of symptoms and im¬ 
provement in well-being may continue for several 
weeks and thus constitute worthwhile palliative 
therapy. 


The answers here published have been prepared by competent au¬ 
thorities. They do not, how'ever, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony¬ 
mous communications cannot “be answered. Every letter must contain 
the writer’s name and address, but these will be omitted on request. 


“PASSING OUT” SPELLS 
To THE Editor:—A 10-year-old girl has had “pass¬ 
ing out" spells for the past two years. These at 
first lasted only a few seconds, but they now last 
up to half a minute. The child has no memory of 
the spells. Frequently there is incontinence of 
urine. Skull x-rays were normal. An electroen¬ 
cephalogram in 1957 revealed diffuse abnormal 
waves consistent with petit mal convulsive dis¬ 
order and possibly grand mal variance. Trial 
therapy with diphemjlhydantoin sodium resulted 
in aggravation of the symptoms. Large doses of 
vita7nin B provided no restdfs. This year the pa¬ 
tient was seen by a neurosurgeon who verified 
the diagnosis of petit mal and prescribed meth- 
suximide, 0.3-Gm. capsules, three times daily. 
This also appears to aggravate the symptoms, 
with development of more frequent attacks, cojx- 
siderable irritability, atid behavior changes. At 
the age of about 5 years this child had recurrent 
fever up to 105 F (40.6 C) and was found to 
have a kidney and bladder infection. No source 
of this was ever discovered. She continues to 
have occasional evening fever of 99 to 100 F 
(37.2 to 37.8 C) but no urinary symptoms. There 
have been no operations, hospitalizations, or seri¬ 
ous illnesses. Please advise as to diagnostic or 
therapeutic measures not yet used. 

George R. Farrell, M.D., San Diego, Calif. 

Ansiver.— The urinary infection does not appear 
to be associated with the neurological problem. Al¬ 
though the febrile episodes may aggravate the con¬ 
vulsive disorder, they cannot be the cause of it. 
The description of the seizures is not that of major 
convulsions, since tliey last such a short time and 
are described primarily as loss of consciousness. In¬ 
continence of urine does occasionally occur in 
minor seizures. It is more frequent in psychomotor 
seizures than it is in petit mal. There is no abnor¬ 
mal activity described in tlie period of loss of con¬ 
sciousness, and the electroencephalographic find¬ 
ings are more consistent with petit mal than \rith 
psychomotor seizures. 

Also, the result of the therapeutic trials would 
suggest that this is not a psychomotor seizure, since 
diphenylliydantoin sodium might well be expected, 
in adequate doses, to reduce psychomotor seizures 
rather than to aggravate them. Indeed, aggravation 
of the symptoms by diphenylhydantoin suggests 
tliat these are petit mal, since this is a common oc¬ 
currence. A therapeutic trial of trimethadione, be- 
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ginning with 0.3 Gm. per day and increasing to a 
maximum of 2.7 Gm. per day, if necessary, to con¬ 
trol seizures might be indicated. This should be 
covered wnth a small amount of phenobarbital, % 
grain (15 mg.) three times daily, so as to avoid 
the possibility of inducing major seizures by the 
use of trimethadione. 

Tlie electroencephalogram should be repeated- 
in tlie sleeping state as well as in the waking state. 
There is also the possibility tliat tliis child has a 
progressive degenerative disease, since irritability 
and behavior changes are developing. However, 
with the concern of the parents and die undoubted 
effect of the repeated seizures on the child, partic¬ 
ularly if there is severe urinary incontinence, it is 
quite likely that the irritability and behasior 
changes are due to emironmental pressures rather 
dian to any progressive disease. If dierapy with 
trimethadione is not effective, paramediadione 
should be tried, and if this also is not effective, 
then phensuximide. 

PSORIASIS THERAPY 

To THE EnrroH:—A lay magazine describes appar¬ 
ent improvement in psoriasis after aminopterin 
and methotrexate (A-methopterin) therapy. The 
rationale for such treatment does not seem 
readily apparent. Is there any basis for it? 

Charles E. Krause, M.D., Caldwell, Idaho. 

Answer.— The rationale of die use of aminopterin 
or methotre.xate in psoriasis is not too readily ap¬ 
parent In psoriasis, it is believed that diere is in¬ 
creased keradnization of the epidermal cells as 
well as increased water vapor loss. One of the 
effects of aminopterin and methotre.xate is to inliibit 
epidielial proliferation. Both are potentially dan¬ 
gerous drugs and can produce serious to.xic effects. 
These may be ulceration of die buccal mucosa, 
diarrhea, cramps, diinning of die hair, delayed 
woimd healing, and depression of die number of 
leukocytes. 

DIARRHEA AND LIVER DISEASE 
To THE Editor;— For the past few years a woman 
has had a severe case of chronic diarrhea. There 
is some palmar erytherna. A needle biopsy of the 
liver showed fatty infiltration and S0% retention 
of sulfobromophthalein. Are there any records 
of such liver findings in people past the age of 
50 who have no symptoms of any liver disorder? 

B. G. Barentine, M.D., Laurel, Miss. 

Axsv'er.— Chronic diarrhea associated xvith fatty 
infiltration of the liver and a 30% sulfobromo- 
phdialein retention in a person over 50 years of age 
is suggestive of an intestinal disease xvith a second- 
ar\' hver disorder. In order to give a reasonable 
reply to the above question, it would be necessary 
to know about the nature of the intestinal disorder 


causing the diarrhea. Regional enteritis, ulcerative 
colitis, or a neoplastic disease should naturally I^ 
ceive consideration. Sulfobromophthalein retention 
of the magnitude described usually indicates more 
than fatty infiltration of the fiver. Such retention is 
most unlikely in patients xvith normal livers. More 
information than is available is needed for an ade¬ 
quate reply to the question., 

CUTTING OF VAGUS NERVES 
AND DIZZY SPELLS 

To THE Editor:—A 55-year-old physician under¬ 
went a gastrectomy six months ago; at the same 
time both vagus nerves were cut. During the last 
four weeks the patient has had recurrent attack 
of dizzy spells with nystagmus, nausea, and vom¬ 
iting. Results of the past-pointing test were pos- 
itioe. The attacks last from 1 to 10 hours. There 
is no tinnitus or hearing impairment. Could there 
be any relationship between the cutting of the 
vagus nerves and the “Meniere-like” attack? 

Joseph Berberich, M.D., New York 

Answer.— If both vagus nerves are severed (it is 
doubtful that bodi were completely severed) there 
is no feed-back efferently, so, although a branch of 
tlie vagus nerve goes to the labyrinth, this should 
not be the cause of the patient’s synuptoms. It is 
more probable that medication postoperatively or 
tlie original anesthetic is tlie cause of the vertigo 
and nystagmus. It is also conceivable that neurolog¬ 
ical examination might prove tliat tliis patient has 
Meniere’s syndrome, multiple sclerosis, or other 
neurological disease superimposed on the original 
condition. This patient should have a neurological 
survey. 

TREATMENT OF SYPHILIS 
To THE Editor:— IV/mf is the proper oral dosage^ 
of penicillin in treating various forms of syphilis 
Are the “mycin” drugs any better? 

Arthur F. Edwards, M.D., Los Angeles. 

Answer.— I can see no indication for the oral 
administration of penicillin in the treatment of 
sy'philis. The dosage schedule for injectable pen** 
cillin is so well established and tlie drug is so in¬ 
expensive that it would seem pointless to use peni¬ 
cillin orally. In fact, I know of no series of cases 
reported in the literature in which it has been so 
used in the treatment of syphilis. 

The broad-spectrum antibiotics are nearly all 
effective in the treatment of syphilis. This has been 
definitely demonstrated, first ivith o-xytetracycline, 
and at present tetracycline would certainly be just 
as effective. One gram a day for from 10 tu ” 
days should be adequate therapy in most cases. 
Probably more prolonged administration and higher 
dosage would be necessary for active general pare- 



Vol. 171, No. 9 


QUESTIONS AND ANSWERS 


173/127S 


sis or tabes dorsalis, but these cases today are rare. 
If medication must be by the oral route, tetracy¬ 
cline reactions, in all probability, would be far less 
in number and in degree than tliose possibly en¬ 
countered with orally given penicillin. 

DRIED LIPS 

To THE EniTon:—A GO'ijcar-okl man for 20 years 
has had drying and cracking of his lower lip. He 
does not smoke. For the past 10 years he has had 
artificial dentures. Recently he has had a small 
malignant growth removed from a corner of the 
lower lip by radiation therapy. The lower lip is 
still dry and cracked. Is the origin of this condi¬ 
tion known? Is there any therapy? 

liLD., Florida. 

Ansm'er.— The query is from a physician in 
Florida, and presumably the patient has lived there 
for man)’ years. In this case, dryness of the lower 
lip is probably due to prolonged e.vposure to the 
intense Floridian actinic radiations. The cancer of 
his lip might also be due in part to the sun’s rays. 
When he is outdoors, liis lips should be protected 
with a sun-screening agent in an emollient base. 
There are many such products on the market. A 
person with cheilitis of long standing, witli fissures, 
and especially with a history of an epithelioma, 
should be examined closely for evidence of other 
cancerous growths. In some cases it is advisable 
to have a “stripping operation’’ of the lip to pre¬ 
vent further trouble. Consultation with a derma¬ 
tologist or with a head-and-neck surgeon is ad¬ 
visable. 

PENICILLIN ALLERGY 

To THE Editor;—/?! the Southern Medical Journal, 
February, 1959, page 186, there is a convincing 
article on imniediate reactions to penicillin. The 
question has been brought up in staff meeting as 
to whether scratch tests to detect penicillin al¬ 
lergy might be a cause of promoting allergic 
responses to the drug. Also, since the form most 
commonly given is procaine penicillin, would it 
be necessary to skin test with this, or can one 
state whether a reaction would be due to the 
procaine or to the penicillin? We would appre¬ 
ciate advice in this matter from an allergist and 
an opinion of the medicolegal factors involved 
in testing for penicill.in sensitivity before giving 
injections. 

Ward B. Breidenthal, M.D., Banner Elk, N. C. 

Ansiver.— There is no evidence from either ex¬ 
perience with penicillin or tlie use of other allergens 
that scratch tests predispose to an increase in inci¬ 
dence of allerg)'. Since an immediate type of al¬ 
lergic reaction to procaine is rare (a few equivocal 
reports of such reactions have been made), one 


can safely assume fliat an allergic reaction after 
administration of procaine penicillin is due to peni¬ 
cillin sensitivit)'. 

The last part of the inquirer's final sentence is 
unclear. Presumably he wishes to know what tlie 
medicolegal responsibility is if the patient is not 
tested for sensitivity to penicillin and has a severe 
reaction after its administration. As an allergist who 
is not an authority on medicolegal aspects of such 
a case, this consultant would venture the opinion 
that a thorough inquiry concerning previous reac¬ 
tions to penicillin is more important than skin tests 
with the substance. A patient who gives a histor)' 
of previous reactions should be tested by skin and 
ophthalmic tests if penicillin administration is 
urgent. Since the value of skin tests in determining 
the likelihood of systemic reactions is in contro¬ 
versy, this consultant doubts legal liability if no 
skin test was done, providing that a reliable his¬ 
tory indicates that the patient has never received 
penicillin or that he has never had reactions from 
its administration. 

SUDAN RED TEST FOR FAT 
To the Editor:—F lense give information about the 
Sudan red test for detection of fat in the urine. 
On two occasions, elderly patients operated on 
for hip prosthesis have died with what looked 
like embolic phenomena. Autopsies did not show 
any cause of death. We are trying to work out 
a laboratory test that will help to determine 
whether fat emboli may have occurred. 

Thornton Kell, M.D., Ardmore, Okla. 

Answer.— Various azo dyes, including Sudan 2, 
3, and 4, have been used as stains for fat. Their 
ability to stain fat depends on their solubility in 
oil, and they probably color by means of a physical 
process. Of the Sudan compounds, Sudan 4 prob¬ 
ably is the best for this purpose. It is customarily 
used as Her.xheimer’s solution, which consists of 
1 Gm. of Sudan 4 dissolved in a mixture of 50 ml. 
of 70% alcohol and 50 ml. of acetone. 'When urine 
is to be stained, a drop of urine is placed on the 
slide, care being taken to skim the specimen off the 
surface of the collected urine. An equal amount of 
Herxlieimer’s solution is added and the specimen 
examined under the microscope. 

Normal urine does not contain fat, but because 
fat is found in the urine under a variety of condi¬ 
tions, it is unlikely that a test of tliis nature will be 
reliable in determining the presence or absence of 
fat emboli. Usually, when fat emboli are present in 
the body, they are found in the lungs. One must 
be careful to distinguish between fat within and 
outside of the capillaries, the latter being found 
normally. Herxheimer’s solution may be used in 
this process of detection. It is important that the 
tissue never be exposed to alcohol of more than 
70% concentration and that all other fat solvents. 
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such as xylene and pure acetone, be avoided. Such 
tissues usually are fixed in formaldehyde and frozen 
sections prepared. After these have been placed in 
70% alcohol, they are stained with Herxheimer’s 
solution. Slides are mounted in glycerol. 

PARONYCHIA OF FUNGOUS ORIGIN 
To THE Editob:—P lease give an opinion on hoto 
best to treat a fingernail which has transverse 
ridges with other irregularities and pockmarks 
in the nail and with a raised, rolled area of the 
skin at the base of the nail, slightly red and 
slightly painftd but never approaching the red¬ 
ness, the pain, or the appearance of acute 
paronychia. 

J. T. Phillips, M.D., Norton, Va. 

Answer.— This nail dyscrasia fits into the clinical 
picture of paronychia due to the fungus Candida 
albicans (yeast infection). To confirm this clinical 
opinion, microscopic e,xamination should be per¬ 
formed. Many of these infections respond to a solu¬ 
tion containing 5% nystatin or 8% sodium capry- 
late. The patient must Iceep the area out of water 
and avoid contact with raw fruits and vegetables. 
Oral administration of nystatin can be used. It is 
presumed that the possibility of diabetes has been 
investigated. 

STEROID LEVELS IN CHILDREN 
To THE Editor:—W hat are the normal values for 
17-ketosteroid and 17-hydroxtjcorficost'eroid de¬ 
terminations in children according to the more 
popular methods of these determinations? 

G. C. Haskell, M.D., Springfield, Ohio. 

Answer.— The plasma 17-ketosteroid level in 
normal adult men and women averages 60 meg. 
per 100 ml. In tlie newborn infant, the level is 
equal to or higher tlian that of tlie normal adult 
during the first day of life and falls to low levels 
by the end of the first week. During infancy and 
childhood, plasma 17-ketosteroids are practically 
absent until the onset of puberty, the concentra¬ 
tion remaining below 2 mg. until the 8th year. In 
adult females urinary excretion is between 5 and 
14 mg., TOth an average of 9 mg, in 24 hours; for 
adult males it is 8 to 22 mg., with an average of 
14 mg. The urinary output from tlie 10 to tlie 14th 
day of life is 1.2 to 2.5 mg. per 24 hours and falls 
to 0.5 mg. by the third to fourth week. There is 
little change until tlie Stii year, when diere is a 
gradual rise from approximately 2 mg. to 8 mg. by 
the 15tl\ year (Wilkins: Diagnosis and Treatment 
of Endocrine Disorders in Childhood and Ado¬ 
lescence, ed. 2, Springfield, Ill., Charles C Thomas, 
Publisher, 1957, p. 306). 

The. plasma 17-liydroxycorticosteroid level in 
normal healdiy adults varies between 4 and 10 
meg. per 100 ml., and the urinari' output, from 3 


to 9.3 mg. per 24 hours (Nelson and associaies- 
7. Clin. Endocrinol 11:1021, 1951). In 40 norma! 
children Ely and co-workers (Pediatrics 13:403, 
1954) "found the mean plasma value to he 12.0 an4 
the standard error of the mean ± 1.29 meg. per KM 
ml, a range of 0 to 28.7 meg. Klein and others 
(J. Pediat. 43:385, 1953) found the mean free cor- 
ticoid level in children to he 13 meg., with a 
standard error of the mean of ± 1.21. After birth, 
the 17-hydroxycorticosteroid level of the infants 
plasma falls to low levels by the third day and then 
rises to adult levels within 7 to 14 days. 

USE OF OLD-FAVORITE REMEDY 
Tb the Editor:— Use of elixir of iron, quimne, and 
strychnine, prescribed in our hospital for a num¬ 
ber of years, is being challenged by our clinical 
director, who states that it is outmoded and that 
newer drugs are better. Several staff memhm 
disagree. Its general tonic effect is well known, 
and I feel, from years of experience, that it does 
something for the tired-out patient who also has 
hypertension, especially middle-aged and older 
persons. It makes them feel better and eat better, 
and for some reason they lose that tired niui 
always-sleepy feeling. The blood pressure effect 
is admittedly mild. 

Alfred W. Andreasen, M.D., Danville, Kij. 

Answer.— Elbcir of iron, quinine, and strychnine 
has a long clinical history, with wide confirmation 
of its value as a “tonic.” Elixirs and tonics, how¬ 
ever, are no longer fashionable in the American 
liard-driving, Irighly commercialized therapeutics 
market; reference to them is found only in Euro¬ 
pean pharmacology' textbooks. K. O. Mpller, in the 
most recent edition of his widely used ‘Tharma- 
kologie als theoretische Grundlage einer rationellen 
Ph.-umacotherapie” (New York, Grune & Stratton, 
Inc., 1947) fully describes tire significant thera¬ 
peutic indications for strychnine as a tonic. Bitter¬ 
ness of both quinine and strychnine even in the 
flavored elixir is enough to give a stimulus to ap¬ 
petite. Strychnine does facilitate ganglionic nerve 
transmission. Quinine has rvide effects, often help¬ 
ing to stabilize cellular function, particularly with 
reference to water and electrolyte balance. It is 
well known that iron is useful in chronic debilitat¬ 
ing conditions, particularly rvhere iron deficiency 
may be part of a picture of anemia. 

It would seem tliat the tried and tested tonic 
value of elixir of iron, quinine, and strychnine de¬ 
serves continued recognition. Its effects are no 
dramatically quick as in the case of many neW 
drugs which seem to have a stimulating effect on 
the central nervous system, but it does improve 
the over-all condition in tired middle-aged or older 
persons, in patients convalescing from debilitating 
disease, and in conditions where there is a let-down 
feeling or mild depression. 



Vo!. 17J, No. 10 


27 


WASHINGTON NEWS 


Study Group Urges Medical 
School Expansion . . 

Court Rules on Medical Partnership . . 
HEfF W'riting Rules . . 


FEDERAL REPORT ON MEDICAL 
EDUCATION NEEDS 

A broad program of federal, state, and private 
aid to boost tire number of physicians and medical 
schools was recommended by a special advisory 
group to the Public Health Service, officially called 
Bie surgeon general’s group on medical education, 
which declared that expansion of existing medical 
schools and establishment of new ones “must be 
greatly accelerated.” 

Contending that the present ratio of physicians 
to population (about one physician to every 740 
persons) is the “minimum essential to protect the 
health of the people,” the 23-member consultant 
committee recommended that by 1975 medical 
schools graduate 11,000 physicians annually, 3,600 
more tlian now. Current plans for expansion of 
schools and facilities “would not be adequate to 
maintain tire current ratio of physicians to popu¬ 
lation,” the committee said in a 95-page report to 
Surgeon General Leroy E. Burney. 

Among oUier proposals, the group suggested 
federal grants-in-aid to help construct new medical 
schools, federal scholarship assistance for medical 
students, and community and private help to main¬ 
tain high training standards. 

The advisory group, headed by Frank Bane, 
former e.xecutive director of the council of state 
governments, has been studying tlie problem for 
more than a year. Congressional action on proposals 
to assist medical schools were held up last session 
until the report could be completed and the admin¬ 
istration could make its oum recommendations, if 
any, based on the report. 

One of the major legislative steps called for was 

a 10-year program for -—--’-r'al school 

facilities. Under this ■ ' y y, ■■ the fed¬ 

eral government would appropriate funds on a 
matching basis (that is, with a nonfederal source 
putting up the same amount) for expansion and 
improvement of existing schools and construction of 
new schools of basic sciences, new four-year medi¬ 
cal schools, and the necessary teaching hospitals. 

In addition, according to the report, “diere should 
be more generous public and private support for 
die basic operations of medical schools. This sup¬ 
port must come from many sources, including state 
and local appropriations, endowments, gifts and 
grants, universities, and reimbursements for patient 
care.” 


As for federal research grants, the Bane commit¬ 
tee said, these should cover the full indirect costs 
so that medical schools are properly reimbursed for 
the contribution of medical education to medical 
research. 

Commenting on tliese proposals, the study group 
declared, “Probably the greatest immediate obstacle 
to expanding tlie nation’s medical educational ca¬ 
pacity in existing schools and in the development of 
new schools is the problem of financing the needed 
facilities. In addition, many schools are beset by 
problems of attempting to carry out teaching ac¬ 
tivities in overcrowded and obsolescent buildings 
despite the considerable construction which has 
taken place in recent years. A program to meet the 
accumulated needs is urgently required.” 

The consultant group is convinced tliat tire na¬ 
tion’s supply of physicians will continue to lag be¬ 
hind the needs created by an increasing population, 
unless the federal government makes an emei'gency 
financial contribution on a matching basis toward 
the construction of medical school facilities. “Only 
witlr such a federal stimulus will adequate funds 
become available for needed construction.” 

Other recommendations of the committee were 
as follows. 

Medical students 

Aggressive action by foundations, individual per¬ 
sons, industry, and voluntary agencies to obtain 
additional private support of medical students, in¬ 
cluding both low-cost loans and scholarships for 
persons who otherwise would be unable to finance 
a medical education. 

State loans, grants, or scholarships for selected 
medical students.' 

Federal educational grants-in-aid for medical 
students. 

Special consideration under the federal student 
loan program “in order that medical students may 
receive loans in proportion to their urgent needs 
for assistance.”. 

Medical school standards 

Increases in facilities and students “should be 
made in a manner which protects the qualitj' of 
medical education.” 

Greater attention must be given to the problems 
of existing schools whose educational plants or pro¬ 
grams are now inadequately financed (estimated at 
15% .of medical schools). 

“Schools should consider the effect of unreason-, 
ably restrictive admission policies on the quality of 
their students and the need for a student body with 
diversified interests and background.” 

Evaluation should be made of experiments to 
shorten the period of medical, training. 

Planning 

Medical schools should make every effort to in¬ 
crease enrollment consistent with the maintenance 
of good educational programs. 
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\Vhen federal funds become available to aid 
medical education, a national committee should be 
established to .advise the surgeon general on the 
administration of such funds—the work of the group 
should be closely coordinated with that of the Na¬ 
tional Advisory Council on Health Research Facili¬ 
ties and the Federal Hospital Council, which are 
concerned with administering federal grants for 
research facilities and hospital construction. 

The study group made similar recommendations 
for dentists and ufamed there would be a shortage 
of dentists unless such programs are undertaken. 

In addition to Dr. Bane, members of the study 
committee are Robert C. Anderson, Ph.D., director, 
southern regional education board; Fred C. Cole, 
Ph.D., president, \^^ashington and Lee University; 
Edwin L. Crosby, M.D., director, American Hos¬ 
pital Association; Ward Darley, M.D., executive 
director. Association of American Medical Colleges; 
Harold L. Enarson, Ph.D., director, western inter¬ 
state commission for higher education; Alvin C. 
Eurich, Ph.D., vice-president, fund for tire ad¬ 
vancement of education; Harold Hillenbrand, 
D.D.S., secretary, American Dental Association; 
Norvin C. Kiefer, M.D., chief medical director. 
Equitable Life Assurance Society of the United 
States; Vernon W. Lippard, M.D., dean, Yale Uni¬ 
versity School of Medicine; Clayton G. Loosli, 
M.D., dean, University of Southern California 
School of Medicine; John McK. Mitchell, M.D., 
dean. University of Pennsylvania School of Medi¬ 
cine; Emory W. Morris, D.D.S., president, W. K. 
Kellogg Foimdation; Julian P. Price, M.D., member. 
Board of Trustees, American Medical Association; 
I. S. Ravdin, M.D., vice-president for medical af¬ 
fairs and professor of surgery. University of Penn¬ 
sylvania; John G. Searle, president, G. D. Searle & 
Co.; Marion W. Sheahan, deputy general director. 
National League for Nursing, Inc.; Very Rev. Rob¬ 
ert J. Slavin, O.P., Ph.D., president. Providence 
College; Charles E. Smith, M.D., dean, School of 
Public Health, University of Califoniia; Morris 
Thompson, Sc.D., president, Kirksville College of 
Osteopathy and Surgery; Edward L. Turner, M.D., 
director. Division of Scientific Activities, American 
Medical Association; and Douglas E. H. Williams, 
executive secretary, Dunbar Community Associa¬ 
tion, Inc. 


TAX RULING ON MEDICAL PARTNERSHIPS 

The U. S. Tax Court held that a physician and 
his wife may form a partnership for tax purposes 
provided the wife truly acts as a partner in the 
business. The decision was handed down in a case 
involving a Seattle radiologist, the late Dr. Harold 
E. Nichols, and his wife Beulah. The Internal 
Revenue Serxdce contended tlie partnership was 
invalid and sought to collect back taxes. However, 
the tax court held that Mrs. Nichols performed all 
of the work necessary to qualify as a full-fledged 
partner and rejected the government’s suit. 

In another decision, the court said that the cost 
of dancing lessons suggested by a physician for 
Aerapeutic purposes are not deductible in most 
cases as medical e.xpenses. 


J.A.M.A., Nov. 7,1959 

HEW SPELLS OUT WITING RULES 
FOR EMPLOYEES 

Arthur S. Flemming, Secretary of Health, Educa¬ 
tion and Welfare, announced a new policy govern¬ 
ing outside writing activities of the agency’s 60,0ffl 
employees, many of whom are physicians and 
scientists in medical fields. 

Unless there is a real or apparent conflict of 
interest with the government, an employee is free 
to engage in such work, said Flemming. However, 
he said the employees "must not even have the 
appearance of acting in private capacities contrar)' 
to the public interest they serve in their govern¬ 
ment positions.” 

The secretary said there is no disposition to 
censor and that tlie heads of the various operating 
agencies, including the Public Health Service and 
the Food and Drug Administration, will make the 
decisions in individual cases. Appeals may be car¬ 
ried to the HEW Secretary. 

Flemming told a press conference that the new 
program will provide maximum opportunity to 
engage in this field consistent with laws and ref¬ 
lations. He noted that it was important for scientists 
to continue to publish articles in tlie line of duty. 

Previously there had been no outside writing 
provisions to guide HEW employees, Fleitiming 
said, disclosing that the new rules will be incor¬ 
porated into a manual. 

Mdrere information is secured that is available 
to anyone and an employee writes on his own time 
and with his own materials, witliout any other 
restrictions on him, tlren he is free to engage in the 
activity. “Conflict of interest” is the real test, ac¬ 
cording to Flemming. 

The new policy stemmed from a controversy 
earlier this year over the outside wiring of Dr. 
Henry Welch, chief of FDA’s anribiorics division 
Flemming told the news conference that Dr. Welch 
had resigned from most of his private editorial 
positions. 

Flemming commended Dr. Welch as an outstand¬ 
ing scientists who had done nothing contrary to me 
best interests of government. He pointed out that 
the outside work was undertaken only after Dr- 
Welch had consulted with his superiors and ob¬ 
tained their approval. 

Dr. Welch resigned his editorial positions with tlie 
ublications Antibiotics and Chemotherapy, Anh- 
iotic Medicine and Clinical Therapy, and WD 
magazine. At the same time. Medical Encyclopedia, 
Inc., the publishing house in which Dr. Welch has 
a financial interest, will discontinue publishing 
“Antibiotics Annual.” 


MISCELLANY 

The Veterans Administration reported that phy¬ 
sicians at the Washington, D. C., and Richmonu, 
Va., VA hospitals have announced successful re¬ 
sults in clinical trials of a new drug used for lower¬ 
ing high blood pressure. The drug, guanethidine, 
had a potent effect in reducing high blood pressure, 
similar to the effects of ganglionic-blocking drugs 
but without their undesirable reactions. 
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Underweight Children Gain and Retain Weight 

with Nilevar® 


One of the most convincing evidences of the 
anabolic activity of Nilevar, brand of norethan- 
drolone, has been its ability to improve appetite 
and increase weight in poorly nourished, under¬ 
weight children. 

A highly important feature of the weight gain 
thus produced is that it is not ordinarily mani¬ 
fested by deposition of fat but as muscle tissue 
resulting from the protein anabolism induced by 
Nilevar. 

Anorexia and “Weight Lag” Study—Brown, 
Libo and Nussbaum have reported* consistent 
and definite increases in rate of weight gain in 
eighty-six patients, ranging in age from 7 weeks 
to 1514 years. This beneficial action of Nilevar 
was observed in the patients with organic and 
traumatic disorders as well as those whose only 
complaints were poor appetite and/or persist¬ 
ent failure to gain weight. 

In this study, the weight gained was not lost 


after discontinuance of Nilevar therapy al¬ 
though many patients did not continue the sharp 
gains effected by the drug. 

The authors are of the opinion that Nilevar 
is a highly useful anabolic agent for influencing 
weight gain in underweight children. 

When Nilevar is administered to children a 
dose of 0.25 mg. per pound of body weight is 
recommended and continuous dosage for more 
than three months is not recommended. 

Nilevar is supplied as tablets of 10 mg., drops 
of 0.25 mg. per drop and ampuls of 25 mg. in 1 
cc. of sesame oil. Further dosage information in 
Searle Reference Manual No. 4. 

G, D. Searle & Co,, Chicago 80, Illinois. 
Research in the Service of Medicine. 


♦Brown,S.S.j Ubo.H.W., ond Nussboum, A.H.i Norelhondrotone 
•In the Succeuful Monogement of Anorexia ond "Weight log*' In 
Children, ScienlUiC Exhibit presented ot the Annual Meeting of the 
^ American Acodemy of Pediatrics, Chicogo, Oct. 20»23, 1953. 



30 


J.A.M.A.J Nov. 7,19S) 


MEETINGS 


A^^E^ICA^' .MEDICAl, ASSOCIATION: Dr. F. J. L. BJasingame, 535 
North Dearborn St., Chicago 10, Executive Vice-President. 

1959 Clinical Meeting, Dallas, Texas, Dec, 1-4. 

1960 Annual Meeting, Miami Beach, Fla., June 13-17, 

1960 Clinical Meeting, Washington, D, C., Nov. 29-Dec. 2. 

1061 Annual Meeting, New York City, June 26-30. 

1961 Clinical Meeting, Denver, Nov. 28-Dcc. 1. 

1962 Annu.al Meeting, Chicago, June. 

AMERICAN 

1959 

November 

AcA»i:My OF Medjcine of Cleveland Seminaix on Recent Advances in 
Diagnoms and Thewapy of Maeignant Disease, Cleveland, Nov. 18- 
19. Dr. H. S. Van Ordstrand, 2009 Adelbert Rd., Cleveland 6, Chairman. 
American Academy for Cerebral Palsy, Statler Hilton Hotel, Los 
Angeles, Nov, 30-Dec. 2. Dr. Glidden L. Brooks, Bro\vn University, 
Providence 12, R. L, Secretary. 

American Association of Blood Banks, Edgewater Beach Hotel, Chi¬ 
cago. Nov. 4-7. Dr. John B. Alsever, Southwest Blood Banks, 1211 W. 
Washington St., Phoenix, Am., Secretary, 

American College of Chest Physicians, Dallas, Texas. Nov. 29-30. 
Mr. Murray Komfeld, 112 E. Chestnut St., Chicago 11, Executive 
Secretary. 

Amf.rican Medical Women’s Association, Arlington Hotel, Hot Springs, 
Ark., Nov. 12-15. Mrs. Lillian T. Maially, 1790 Broadway, New York 19, 
Executive Secretar>’. 

Association of Military Surgeons of the United States, MayBower 
Hotel, Washington, D. C., Nov. 8-11. Lt. Col, George M. Beam, AUS, 
Ret,, Suite 718, New Medical Bldg., 1726 Eye St., N. W., Washington 6, 
D. C., Executive Secretary. 

Central Society for Clinical Research, Drake Hotel, Chicago, Nov. 

6-7, Dr, Austin S. Weisberger, 2065 Adelbert Rd., Cleveland 6, Sccretnr}'. 
Chicago Heart Association, Symposium on Cerebral Vascular 
Diseases, Knickerbocker Hotel, Chicago, Nov, 7, Dr. C. Bruce Taylor, 
c/o Chicago Heart Assn., 22 W. Madison, Chicago 2, Chairman. 
Conference on Electrical Techniques in Medicine and Biology, 
Sheraton Hotel, Philadelphi.i, Nov. 10-12. Dr, Heminn P. Schwan, Moore 
School of Electrical Engineering, University of Pennsylvania, Philadel¬ 
phia, Chairman. 

District of Columbia, Medical Society of, Statler-Hilton Hotel, Wash¬ 
ington, D. C., Nov. 23-25. Mr. Theodore Wiprud, 1718 M Street, N. W., 
Washington 6, D. C. 

Gerontological Societi*, Inc., Statler Hotel, Detroit, Nov. 12-14. Mrs. 
hiarjorie Adler, 660 S. Kingshighway Blvd., St. Louis 10, Administrative 
Secretary. 

Illinois Academy of General Practice, Morrison Hotel, Chicago, HI., 
Nov, 9-12. Dr. H. Marchmont-Robinson, 14 E. Jackson Blvd., Chicago 
4, Executive Secretary'. 

International College or Surgeons, Second Western Regional 
Meeting, Stardust Hotel, Las Vegas, Nev., Nov, 22-24, Dr. F. M. 
Turnbull Jr,, 1930 AVilshire Blvd., Los Angeles 57, Secretary-Treasurer. 
Lvter-Society Cytolocv Council, Statler-Hilton Hotel, Detroit, Nov. 
19-21. Dr. Paul A. Younge, 1101 Beacon St., Brookline 46, Mass., 
Secretar>'-Tre usurer, 

Michigan Academy of General Practice, 18th Annual Fall Post¬ 
graduate Clinic, Sfaeraton-Cadiliac Hotel, Detroit, Nov. 11-12. Dr. 
F. P. Rhoades, 970 Maccabees Building, Detroit 2, Convention Manager. 
Nationai. Proctologic Association, Chicago, Nov. Dr. George E. 

Mueller, 59 E. Madison, Chicago 2, Secretary. 

National Society for Crippled Children and Adults, Palmer House, 
Chicago, Nov. 29-Dec. 2. Dr. Dean W. Roberts, 2023 W. Ogden Ave., 
Chicago 12, Exec«ti%’e Director. 

Puerto Rico Medical Association, Santurce, Nov. 24-28. Mr. J. A. 

Sanchea:, Box 9111, Santurce 29, Puerto Rico, Executive Secretary'. 
Radiological Society of North America, Inc., Palmer House, Chicago, 
Nov. 13-20. Dr. Donald S. Childs, 713 E. Genesee St., Symeuse 2, 
N, Y,, Secretary-Treasurer. 

San Diego Academy of General Practice, Hotel Riviera, Las Vegas, 
Nev., Nov. 12-14. For information writer Dr. Harold Peterson, 5950 
El Cajon Blvd., San Diego 15, Calif. 

Society for the Scientific Study of Sex, Barbizon Plaza Hotel, New 
York City, Nov. 7. Mr. Robert V. Sberwin, Suife 704, 1 E. 42nd St., 
New Y’ork 17, Executive Secretary. 

Southern Medical Association, Atlanta, Nov. 18-19. Mr. V. O. Foster, 
2601 Highland Ave., Birmingham 5, Ala., Executive Secretary-Treasurer. 
Southern Thoracic Surgical Association, Edgewater Gulf Hotel, Edge- 
water Park, Mbs., Nov. 19-21. Dr. Hawley H. Seiler, 517 Bayshore 
Blvd., Tampa 6, Fla.* Secretary'. 

Sounrvs'ESTERN Medical Association, Roswell, N, M., Nov. 5-7. Dr. 

Russell L. Deter, 1501 Arizona St., El Paso, Texas, Secretary. 
Western Surgical Association*, The Broadmoor, Colorado Springs, Colo., 
Nov. 19-22. Dr. John T. Rejmolds, 612 N. Michigan Ave., Chicago 11, 
Secrelaiy. 

December 

American Academy of Dermatology and Sypiiilolocy, Palmer House, 
Chicago, Dec. 5-10. Dr. Robert R. Kierland, First National Bank Bldg., 
Rochester, Minn., Secretar>’-Treasurer. 

AxfEHXCAN Associatiov FOR THT ADrAxc£.^f£XT OF Scirycs, Morrison 
Hotel, Chicago. Dec. 26-31. Mr. Sidney S. Negus. Medical Coll, of 
Virginia, Richmond. Va., Director of Public Information. 


American Psychoanalytic Association, Biltmore Hotel, New Yoil Cir 
Dec. 4-6. Dr. David Beres, 151 Central Park,West, New YoA-os 
retaiy. “ ’ 

American Rheumatisxc Association, Henry Ford Hospital iHtr^ 
Michigan, Dec. 11. Gerard W. Speyer, 10 Columbus Circle, KesvYS 
19, Executive Secretary. 

Association for Research in Nervous and Mental Disuse, Iil. 
Hotel Roosevelt, New York City, Dec. 11-12. Dr. Rollo J. Massslid. 
700 W. 168th St., New York 32, Secretary-Treasurer. 

FmsT Annual Graduate Medical Education* Conterekce-Resicexct 

Training Program, Univ. of Pennsylvania, Philadelphia, Dec. 34. 
Dr. Alfred S. Frobesc, Graduate School of Medicine, U. of PeDnsjh-asIj, 
Philadelphia 3, Chairman. 

^^EDICAL Society of the United States & Mexico, Valley Ho 
Scottsdale, Ariz., Dec. 2-4 (follmved by two-day session Desert lea, 
Las Vegas, Nev.). Dr. A. H. Tallakson, 2025 N. Central Ave., Pboedr, 
Ariz., Convention Co-Chairman, 

New York Heart Association, Symposium on Salt and 'Water Metabo¬ 
lism, Biltmore Hotel, New York City, Dec. 11-12. Dr. Alfred P. Fishnaa, 
N. Y. Heart Association, 10 Columbus Circle, New York Cit>‘, Chmaa. 
New York State Sociejt of Anesthesiologists, Inc., Postgnduik 
Assembly in Anesthesiology, Hotel New Yorker, New York City, Dec. 
9-12. Dr. Edwin J. DcPolo, 131 W. 11th St., New York 11, Seerda^-. 

1960 

January 

Ameiucan Academy of Allergy, Hollywood Beach Hotel, Hollpvood- 
by-the-Sca, Fla., Jftn. 11-13. ^^r. James O. Kelley, 756 N, Milwauht 
St., Milwaukee 2, Wis., Executive Secretary, 

American Academy of Orthopaedic Surgeons, .The Palmer Hwue, 
Chicago, Jan. 23-28. Mr. John K. Hart, 116 S. Michigan, Chicago 5, 
Executive Secretary. 

American College of Surgeons, Sectional Meeting, the BroRTi Hotel 
Louisville, Ky., Jan. 21-23, For information write: Dr. H. P. Saunders, 
40 E. Erie St., Chicago 11. 

Big hfouNTAiN Medical Meeting, Big hfountain Sla Resort, IVhiteBsb, 
Mont,, Jan. 20-30. Dr. George H. Gould, Kalispell, Mont, Chairmia. 
Northwest Society’ for Clinical Research, Seattle, Jan. 9. Dr. Joba 
R. Hogness, 721 Minor Ave., Seattle 4, Secretary-Treasurer, 

Rocky hfou.vTAiN Traumatic Surgical Socxetv, Aspen, Colo., Jm. 28- 
30, Dr, Charles Houston, 420 Hyman St., Aspen, Colo,, Eiecutirt 
Secretary. 

Western Association or Physicians, Carmel, Calif., Jan. 27-29. Dr. 

Wade Volwiler, Dept, of Med., U, of Washington, Seattle 5, Secreta^'. 
Western Society for Clinical Research, Cnrmcl-by-the-Sea, CaU.. 
Jan. 28-30. Dr. William N. Valentine, U, of California Medical Center, 
Dept, of Medicine, Los Angeles 24, Secretary. 

February 

Alaska State Medical Association, Anchorage, Feb. 18-20. Dt, Georgf 
Hale, 501 *%** Street, Anchorage, Alaska, Chairman. 

American Academy of Occupational hlEmciNE, Williamsburg 1^» 
WilUamsbuTg, Va.* Feb. 10-12. Capt. Lloyd B. Shone, Bureau of 
cine and Surgery, Navy Dept, Washington 25, D. C„ Secret^*. 
American College of Allergists, Inc., Americana Hotel, Bal 

Miami Beach, Fla., Feb. 28-Mar. 5. Mr. Lloi Bauers, 2160 Rand Tover. 
Minneapolis 2, Executive Vice-President. , 

American College of Radiology, Roosevelt Hotel, New Orle^h I"® 
3-6. Mr. William C. Stronach, 20 N, Wacker Dr., Chicago 6, Executive 
Director. , 

American College of Surgeons, Sectional Afeeting for Surgfon* 
Nurses, Statler Hilton, Boston, Feb. 29-Mar. 3. For information « 

Dr. H. P, Saunders, 40 E. Erie St, Chicago 11. rh’aco 

American ORTHOPSYCinATnic Association, Inc., Sherman Hotel, Lnsc ? » 
Feb. 25-27. Marion ^F. Langer. Ph.D., 1790 Broadway, New Yoric 
Executive Secretary. 

California Medical Association, Ambassador Hotel, Los Angeles, • 
21-24. Mr, John Hunton. 450 Sutter St, San Francisco 8, 
Secretary. 

Central Surgical Association, Drake Hotel, Chicago, .j. 

Dr. Angus D. McLachlin, Victoria Hospital, London, Ont.» 
Secretary. 

Congress on Medical Educatto.v and Licensure, Palmer 

cago, Feb. 7-9. For information write; Council on Medical ^ ^ rj 
and Hospitals, American Medical Association, 535 N. Deatoo 
Chicago 10. . 

National Association op Methodist Hospitals and HoMr^s, ^ 
Hilton Hotel, Columbus, Ohio, Feb. 16-18. Mr. Olin E. Oeschger, 
Rush St., Chicago 11, General Secretary. 

Obstetrical and Gynecological Assembly of Southern 
Los Angeles, Feb. 6-7. Dr. Kenneth Morgan, 1020 Wilshire 8 
Angeles 57, Secretary. « 

Socxsrr of UmvBmiTY Surgeons, Minneapolis, Feb. ll-l^* 

Eiseman, 4200 E. Ninth Ave-, Denver 20, Secretary. , rsity^ 

Symposium on Fundamental Cancer Research (14th), 

Texas, Houston, Feb. 25-27. For information write: University 
M. P. Anderson Hospital & Tumor Institute, Houston 2o, 

March 

American Bnoxcno-EsoPHAGOLOCicAL Association, 

Miami Beach, Fla., Mar. 15-16. Dr. F. Johnson Putney, I"!*- 
Philadelphia 3, Secretary. Chica*^ 

American Academy of Forensic Sciences, Drake 

Mar. 3-5. Dr. W. J. R. Camp, 1853 W. Polk St., Chicago 12, ‘ 

Treastirer. 

(Continued on page 32) 
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MEDICINE IN THE TEACIHNG HOSPITAL OF TODAY AND TOMORROW 

Walter Bauer, M.D., Boston 


B O SERVE as president of the Association 
of American Physicians is both an honor 
and a privilege. My most awesome duty 
has been this presidential address. I found 
it an even more lonely task than had been e.xpected. 
Not until my thoughts and ideals were shared with 
some of my colleagues did the exirerience become 
rewUrding. On reviewing the pace of human prog¬ 
ress and the many resulting problems, one becomes 
increasingly aware that the potentiality for future 
progress has never been so great. There is, however, 
a wide disparity between achievement.and poten¬ 
tial. It is this theme that I wish to develop. 

We are living in An e.vciting period of great 
change and transition. Contemporar)' political, cul- 
tyral, economic, and scientific upheaval is affecting 
every facet of human existence—and in no sphere, 
I submit, are these forces more complexly inter¬ 
woven than in the science, or art, or profession of 
medicine in the world of today. Yes, the circum¬ 
stances of daily life are changing more rapidly than 
they have ever changed before in man’s e.xperience. 
We must reckon with tliese many forces if we are 
to supply stability of purpose to our teaching hospi¬ 
tals. We must also be promptly and delicately re¬ 
sponsive to changes in our environment as well as 
to changes in .objectives. 

I should like to discuss certain aspects of tliis 
problem as they concern medicine, for 1 feel deeply 
that some of our difficulties may be unique to our 
times and that tlie moment is at hand for forthright 


Good medical care must still depend on 
the dedicated and well-trained physician. 
The integration of medicine depends on the 
integration of medical teachers. The educa¬ 
tional experiment here described involved 
the creation of integrated units within a 
teaching hospital, each unit being a miniature 
department of medicine made up of full-time 
and part-time physicians, clinical investiga¬ 
tors, and, in some instances, basic scientists. 
The units are devoted to such fields as 
hematology, gastroenterology, and cardi¬ 
ology, and the arrangement is not to be 
confused with the division of a hospital into 
arthritis wards, gastroenterology wards, pul¬ 
monary disease wards, and so on. The unit 
team plan provides superb opporfunifies. for 
broadening the viewpoints of medical stu¬ 
dents and house staff alike. Teaching is im¬ 
proved, research is stimulated, and the 
purpose of the whole enterprise, to give the 
individual patient the best possible care, is 
constantly kept in view. 


consideration of how best to meet them now and in 
the future. I will address myself to some of the 
problems now facing the university teaching hospi¬ 
tal and its department of medicine. 


Jackson Professor of Clinical Medicine, Honard Medical School, and Chief of the Medical Sen-ices, Massachusetts General Hospital. 
Prc-sidentiftl address, read !>eforc the Association of American Physicians, Atlantic Cit>\ May 5, 1959. 
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We must keep in mind the special role of the 
teaching hospital in contemporary medicine. Its 
function is a creative one. Here, new physicians are 
trained and graduated. Here, the character and 
content of medical practice are continuously re¬ 
shaped as new researches are conducted and new 
ideas are conceived and tested. And here, last but 
not least, the patient is cared for in a manner that 
not only gives him the best that medicine has to 
offer but also displays a standard and style of care 
that students and house staff may strive to emulate 
in the years beyond their training. This should be 
patient care in medicine’s grand tradition, embody¬ 
ing humanit)', wisdom, dignity, and compassion. 
But it is something more; it is razor-edged scientific 
analysis, probing, observing, recording, doubting, 
alert to ever)' aberration—from the patient’s de¬ 
meanor to the enzymes in his serum. The teaching 
hospital does indeed have a special creative role, 
placing on it responsibilities, both grave and in¬ 
escapable. What we do and think in our teaching 
hospitals will influence the thought and practice of 
our colleagues everywhere and, in turn, the health 
and happiness of our generation. 

Current Problems 

Tlie great problem we now face is: How can we 
provide and maintain a properly balanced program 
of patient care, teaching, and research in the face 
of the torrential outpouring of new knowledge? 
Much of this knowledge has clear relevance for 
medicine, and more could have relevance if the 
right person were on hand to perceive and exploit 
its latent importance. Problems never come ear¬ 
marked as problems. How, then, can we investigate 
an unknou’n in medicine if it has to be approached 
in biochemical terms by men who must both 
recognize a clinical problem and conceive a bio¬ 
chemical solution? If we are to promote meaningful 
and competent research at the more fundamental 
levels of biological organization, how can we simul¬ 
taneously imbue our students with the chief human¬ 
istic aim of medicine—which is, that the patient’s 
interest comes first and the investigator’s second? 
How can we best integrate the new movement in 
scientific medicine witlr the work and thought of our 
e.xperienced clinicians, who may be alienated by its 
esoteric techniques and minute concern with the 
capers of carbon atoms? 

These are the questions to be answered and the 
problems to be faced. Few would deny the major 
premise that a new scientific revolution is upon us. 
Starting soon after World War II, there has oc¬ 
curred an incredible ouqmt of basic biological re¬ 
search in fields adjacent to or potentially adjacent 
to medicine. The factors mciting this revolution— 
the advent of radioactive isotopes, perfection of 
procedures and methods of protein 
p-.:-- ■, ■' -eased financial support of research, 

etc.—are beyond the scope of this discussion. Suffice 
it to say that many of our young physicians have 


participated in this development. Some of them 
have had a period of formal scientific training at 
our universities or similar institutions. Others have 
somehow managed to train themselves in scientific 
disciplines even while working in clinical areas. 
This is mirrored in our medical journals and ik 
content of our research meetings—fully illustrated 
by yesterday’s program, where we noted that “tk 
s)'ndrome” is giving way to what might be called 
“the gospel according to Saint Geiger.” 

We are standing in the middle of what miglit 
reasonably be called a blizzard of scientific progress. 
The rate at which progress is being made has led 
to increasing difficulty in keeping abreast of tk 
published reports of that progress. The inevitable 
consequences have been an increase in specializa¬ 
tion, a tendency toward sepai-ation of practice from 
research, and, as some would say, the invasion ol 
one field by persons whose backgrounds and train¬ 
ing have been in other areas. In addition to this 
increase in specialization, there has arisen an in¬ 
creasing difficulty of communication not only be¬ 
tween persons in different scientific disciplines but 
also between persons within a given field. How, in 
the face of these difficulties, can we achieve and 
maintain a high standard of patient care, teaching, 
and research—a modus opcrandi which will enable 
us to preserve the unity of the whole of internal 
medicine? How can we mount this whirlwind and 
make it take us where we want to go? I am sure 
there are no right answers to these questions-that 
is, no answers that are right for each department of 
medicine or for each member of such a department. 


An Experiment in Medicine 

The major purpose of our annual meeting is to 
consider together the results and implications of 
e.xperimental medicine. Because of this, I am en¬ 
couraged to outline for you, in the foi-m of a prog¬ 
ress report, the results of an e.xperiment in progress 
at the Massachusetts General Hospital—an e.xperi¬ 
ment in how to accommodate ourselves most ef¬ 
fectively to meet the challenges and opportunities 
of present-day academic medicine. The approach 
which I shall outline is neither new nor unique, and 
the validity of its results can never be unassailably 
fortified with the armor of standard deviations and 
chi squares. Nevertheless, I am convinced that tins 
experiment or some parallel approach must be 
vigorously pursued in every teaching hospital. 

This program has been based on bvo general 
premises. The first is that specialization is necessary 
and that it is here to stay. Himsworth has pbrascu 
this point aptly; 

The present situation lias arisen because medical kno"I 
edge has grown to such an e-xtent that it is no longer, an 
never again wilt be, within the capacity of" any indh’ioy--' 
man to master more than a small fraction of it. Specializ.ila» 
has become a necessity. To decry this not only ignores far» 
it is to deny the very means that have made our reccn 
progress possible. Specialization is a natural phenonicno • 
It is comparable in human affairs to differentiation of fy'r' 
tion in biology. ... It is the same with human organization''- 
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Specialization liolcls out to tlicin—ho tlicy intellectual or 
social-tlio promise of vast e.'ctcnsions in power; hut it docs 
so only on condition tlial integration keeps pace with 
specialization. 

According to Hiin.swortli, then, tlic difficulties 
arise not from specialization but from failure of in¬ 
tegration. This leads to our second general premise 
—that integration must e.visl both among and within 
individual persons, particularly those key men who 
lead team eflForts. Unle.ss it does, the results may be 
disappointing. 

Uniis in Medical Service.—Om medical seiwice is 
composed of autonomous units, each covering one 
of the specialties of internal medicine. We have a 
hematolog)'^ unit, a gastroenterology unit, a cardi- 
olog)' unit, and various others—12 in ail—covering 
most of the categories into which internal medicine 
has been divided. 

In medicine, as in all of biology, we are primarily 
concerned with the details of structure and its re¬ 
lationship to function. Therefore, one may well ask: 
“What is the composition of these specials units, 
what responsibilities do they assume within the 
department of medicine, and how' do their struc¬ 
tures help them to attain their avow'ed goals?” 

Each unit is a group, of variable but w'orkable 
size, made up of full-time and part-time physicians, 
clinical investigators, and, in some instances, basic- 
scientists. Dr. Dana M. Atchley, in a personal com¬ 
munication, has w'ritten as follow's: “I think we 
should speak of the 'clinical scientist’ and the “basic 
scientist’ because no clinician these days can be a 
good clinician if he is not a scientist in his attitudes 
and training.” 

Each unit must serve as a miniature department 
of medicine, dedicated to total competence within 
its designated area of interest. The sw-eep of its 
activities must carr\^ from basic laboratory research 
to tire imaginative application of its discipline to 
the cure of the ill. This is no less than an injunction 
to these units to maintain a high standard of e.x- 
cellence in mastering the skills of their specialh’ 
areas, in applying these skills effectively, in the 
acquisition of new" facts, and in the teaching of its 
discipline to other students of medicine. 

Functions of the Vnits.—Where can the harassed 
chief of a medical service find a physician to carry 
out all of these activities effectively within a special¬ 
ty area? In American medicine—die answ'er comes 
back clearly—it is “nowdiere.” A specialty unit can 
no longer be the lengthening shadow' of one gifted 
person, miraculously adapted to the laboratory, the 
lecture hall, and the clinic. Basic laborator}' re¬ 
search in all medical specialties obsessively de¬ 
mands the devoted attention of first-rate minds for 
maximal returns. Alternatively, seasoned clinical 
wisdom based on critical evaluation of e.xperience, 
which is the hallmark of the excellent physician, 
cannot be acquired as a gratuitous by-product of 
laboratory' research. Proficiency in clinical medicine 
is painfully acquired and must be constantly cul¬ 
tivated or else it degenerates into the marketing of 


shopworn sophistries. Faced with this dilemma, w'e 
have accepted the fact that it is the unit, not the 
person, which must responsibly insure the pursuit 
of medicine in its broadest sense as an area of both 
theoretical and applied biology. 

How' is this carried out in practice? One of our 
smallest units, for example, is composed of physi¬ 
cians w’ho have had extensive training in organic or 
biological chemistry, physicians w'ho have had ex¬ 
perience in the physiological and metabolic tech¬ 
niques of classic clinical research, and clinicians in 
private practice who maintain an interest in this 
medical specialty. The w'eekly activities of this unit 
attempt to correlate these various approaches. There 
is a seminar at which the basic scientific founda¬ 
tions of the discipline are e.xplored, led by either a 
member of the unit or a guest speaker. The unit 
holds its own w'eekly “grand rounds” at w'hich the 
clinical problems of one or fw’o patients are e.xplored 
in detail, attempting the most precise scientific 
analysis of the illness, its pathogenesis, and treat¬ 
ment. Finally, there is a specialty clinic and a con¬ 
sultation round at wdiich a large number of specific 
clinical problems are met in the daily evaluation 
and care of patients. All of these functions are at¬ 
tended by students and all members of the unit, 
irrespective of their primary interests. Each makes 
his major contribution within the area of his greatest 
competency but serx'es further to challenge the ac¬ 
curacy and significance of observations and ti-adi- 
tional teaching of the other areas of the discipline. 

One of the larger groups, the connective tissue 
unit, is comprised of persons representing a wide 
variety of backgrounds and disciplines, w'ho share 
a common interest in the connective tissue, its com¬ 
ponents, and its dise-ases. Senior members include 
practicing physicians, four clinical investigators, a 
biologist, a protein chemist, and an organic chemist 
interested primarily in the carbohydrates. Together 
with a number of clinical and research fellow's and 
students, these persons share the responsibilities 
previously mentioned and, of cour.se, conduct their 
ow'n research. 

The physician members of each unit also visit on 
the general medical w-ards and participate in the 
teaching of general internal medicine to second- 
year, third-year, and fourth-year students. Each of 
the senior investigators is responsible for determin¬ 
ing the direction of, and conduct of, his ow-n re¬ 
search w'ork. Collaborative research problems are 
undertaken when they spring from common interest. 

To present one’s w'ork and ideas, either formally 
in a conference or informally over a cup of coffee, 
before tliis group of persons w'hose interest is keen 
and W'hose backgrounds are so varied, has proved 
to be a privilege w'hich each member values above 
all others. 

Value of Unit System.—Is such a unit just another 
malignant example of the “togetherness” so in¬ 
creasingly evident on the contemporary American 
scene? Does any interreaction occur-- when the 
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scientist and the clinician are brought together? 
Here lies the crux of the problem. For the success¬ 
ful functioning of this system, we have attempted to 
appoint a particular type of man to head each unit 
—a man who by some means has managed to plant 
a solid foot in a scientific discipline beyond the 
scope of clinical medicine, generally in biochemis¬ 
try, bioph3'sics, or physiology. I have the strong 
conviction tliat in the careful selection of unit heads 
lies the key to the success of this plan. By combining 
clinical medicine and basic science in their training, 
and by displaying superior competence in both 
fields, they represent a new breed of physician. Just 
as the biochemist once was a shrange breed, tr ained 
in both chemistry and biology, he managed, never¬ 
theless, to survive and flourish. Likewise, this new 
breed of plwsician, born of necessity', the product 
of modem medicine’s complexity, will also surw've 
and flourish. They will flourish along with their con¬ 
ventionally trained colleagues—in teaching hospitals 
where, we hope, their unique viewpoint will pro¬ 
mote strong leadership and progress. They will re¬ 
spect the achievements of the clinicians and talk 
their language. Their scientific background and 
training should enable them to produce research of 
competence, comparable to that of the nonclinically 
trained scientist. 

It is true that such men are hard to find, and a 
chief of medicine who wishes to develop a unit 
system of this sort must take the time and make the 
effort to find, to nurture, and to encourage this 
small but important group of young physicians who 
show promise of development in this direction. This 
may be one of his most important responsibilities. 
Equally important, he must also recruit the much- 
needed quota of able part-time physicians—clini¬ 
cians who, because of previous training, wish to 
maintain an interest in a given medical specialty, 
as well as to participate in the teaching of students 
and house staff. He must also do everything in his 
power to attract top-flight scientists. 

Through the efforts of such people, it should be 
possible to mount a team effort that will develop 
cohesion and direction. We, at the hospital, like to 
think of each unit as a balanced one, with due at¬ 
tention paid to all levels of work. Each member 
should select and occupy his own position in the 
spectrum, from pure science to clinical medicine, 
and should command respect for his abilities and 
accomplishments. We would like to believe that in 
such units the whole may be greater than the sum 
of its parts. There should be little room in such units 
for suspicions and condescending attitudes so often 
marring the relationships between scientists and 
clinicians. 

In tins way, viervpoints can be shared, horizons 
broadened, and opportunities increased for indi- 
rdduality and self-development. By cooperative ef¬ 
fort, members of a unit may take time off in sabbati¬ 
cal leaves or other changes of pace, so necessary for 


the maintenance of a fresh point of view. In tkis 
way, a better appreciation of the many roads that 
lead to medical knowledge may be achieved. It is 
already becoming clear from our experience with 
this plan how exciting and fruitful the results of 
such team efforts can be when guided by the sort of 
men about whom I have been talking. 

Relationship of Units.—You may well ask how 
these units relate to one another and function as an 
integrated department of medicine. The head of the 
department meets with the chiefs of units at stated 
intervals. Here, problems are aired with candor and 
sometimes heat. This not only helps us in effecting 
unity of purpose in the care of patients and teach¬ 
ing but also familiarizes each unit with the research 
interests and aims of the others. These and other 
regularly held exercises help to further our common 
objectives without encroaching on individuality of 
expression or action. 

Such a department of medicine has all the spe¬ 
cialty subdivisions in medicine for purposes of in¬ 
vestigation and teaching, y^et the foundation of 
internal medicine is the general medical ward in 
which all of the various specialty members partici¬ 
pate in the care of the sick, no matter whether tlie 
patients have the diseases in which they are well 
versed. It is the general medical ward that is the 
basic area of integration, both of the person and of 
the discipline itself. I, personally, deplore the de¬ 
partments of medicine that have arthritis wards, 
gastroenterology wards, pulmonary disease wards, 
and others, and distribute their patients on admis¬ 
sion to these specialized services. In my opinion, 
medicine cannot be done that way in the last an¬ 
alysis. It can be and must be studied in the specialty 
areas, but the care of the patient in the final integra¬ 
tion has to be done by an internist working in a 
general medical service. I emphasize this point be¬ 
cause there is a trend in the other direction in the 
United States and abroad. 

Effective Hospital Program 

We return, then, to our original question; How 
can a teaching hospital effectively carry out a pro¬ 
gram of medical care, teaching, and research? How 
does the integration achieved in the units help in 
the pursuit of these three goals? Let us consider 
them one by one. 

Teaching.—As for teaching, the exposure to the 
unit teams provides superb opportunities for build¬ 
ing into medical students and house staff a broad 
point of view. We have long since conceded that 
the undergraduate phase of medical education can 
no longer turn out physicians ready for the practice 
of medicine. It has to be satisfied with the building 
of general competence, leaving the acquisition ot 
special knowledge and skills to the graduate train¬ 
ing program—especially residency training. Much 
has been written in recent years about integrating 
the medical curriculum. Is it not reasonable to 
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exiiect that this goal will be more closely ap¬ 
proached if our teachers arc better integrated? This 
must surely be a prerequisite for the success of an 
integrated curriculum, no matter how carefully it 
is planned. 

Education is a simple process. It begins when 
two people of different life experiences meet and 
talk. It is this communication between those who 
are willing to learn from one another which is the 
essence of the educational cx-perience. Obviously, 
we cannot teach our patients all of medicine. What 
we can teach them, however, is the habit of being 
self-taught. As has recently been said, “It is our job 
as educators to see to it that our students, on gradu¬ 
ation, be not rifle bullets, constantly decelerating, 
but self-propelled missiles.” 

Rcscarc/i.—What about research—such an essen¬ 
tial component of the modem university medical 
center? As physicians dedicated to the prevention 
and treatment of disease, we are vitally interested 
in furthering this goal. This we can attain by a 
better understanding of our patients, their diseases, 
their disturbed physiologx', tlie biology of the in¬ 
volved tissue, and the chemistry and/or biology of 
potential etiological agents. Having assumed re- 
sponsibilitv' for teaching, we must imbue our stu¬ 
dents with an intellectual curiosity' at all these 
levels. Finally, what better antidote for the dangers 
of cant and dogmatism than research? The un¬ 
founded statement, the unsupported conviction, or 
the traditional belief are not likely to survive long 
in the questioning attitude engendered by research. 
To paraphrase an Elizabethan dramatist—research 
does make better doctors of us all. 

Most medical research can be carried out more 
effectively within a teaching hospital than in a 
research institute devoid of an association with 
medical care and teaching. This is obsiously true 
for traditional clinical research, of whatever varieh'. 
It is becoming increasingly evident that this is also 
true for the more basic scientific disciplines. In 
recognition of this fact, research institutes such as 
the Rockefeller Institute and the National Institutes 
of Health have seen fit to provide themselves with 
hospital facilities to further their research pro¬ 
grams. Within the hospital setting the scientist is 
made constantly aware of the problems involved in 
medical care wliile being stimulated by association 
with students and physicians concerned with the 
validity and application of medical knowledge. It 
is our hope that more scientists will do their re¬ 
search in hospitals. If they do, the emit system may 
be the means by which tlrey wiU become aware of 
the unsolved problems of clinical medicine. We 
also hope diat our units will attract scientists to 
their units, for this would add as much to medicine 
as it would to science. 

Fundamental research should be an integral part 
of the modem teaching hospital and can no longer 
be considered a luxury. The full-time scientist in 


the hospital must be regarded as the professional 
equal of the clinician and not his handmaiden. We 
trust that some of these important men will wish to 
remain permanently in the hospital research setting. 
Undoubtedly, some will return to other academic 
departments in medical schools and universities, 
cariy'ing witli them a new' awareness of the appli¬ 
cability’ disciplines to medicine. 

Medical Care,—Finally, last to be mentioned but 
surely not least, we come to patient care—the goal 
and purpose of the whole complicated enterprise. 
This remains our primary' concern. There are many 
opportunities in this area for self-delusion and cant. 
We must impress on our students and house staff 
the importance of thinking of each patient as a 
w'hole human being, a man or a woman of certain 
social and economic background, w’ith hopes and 
fears and feehngs of guilt and pride. Students so 
indoctrinated will be mindful of the fact that all the 
symptoms of a given patient are not necessarily due 
to a genetically determined enzy'me deficiency, 
however crisply revealed before our ey’es by the 
incontestable techniques of biochemisti"y'. Unless 
our students are so trained, they w’ill not bring to 
bear in future y'ears the w’isdom and xasion needed 
in helping patients attain better health and more 
happiness. 

We must face this problem honestly. We must 
avoid the pitfalls of lip service and inconsistency. 
Here again the unit system can be of help. Beyond 
the scope of any single person, it has the potential 
for demonstrating that no sharp boundaries can be 
drawn betw'een the scientific analy'sis of disease 
and the compassionate care of the sick. We trust 
tliat unit chiefs w'ill ahvay'S keep clearly in mind 
that the primary' concern of a teaching hospital is 
tlie care of the sick and that it is w’ithin this frame- 
w'ork that the actixities of the unit must be carried 
out. For the same reasons they should be aw’are 
that the definition of good medical care is as 
elusive as good medical care itself. Whatever cri¬ 
teria w'e use must constantly be review'ed and rigor¬ 
ously judged from the standpoint of their effects on 
the patient rather than on the education or con¬ 
venience of the phy'sician. 

Good medical care, even in a scientific age, must 
still depend on the dedicated and w’ell-trained 
phy’sician. If w’e cultivate this attitude and create 
an enx’ironment in which it is commonplace, our 
medical students should learn that a good medical 
Iiistory' is characterized as much by detailed know’l- 
edge of the personality' of the patient as by an 
accurate analysis of the physical manifestations of 
his disease. With interest focused on the indradual 
person, our goals must still be health and happiness. 
Each member of our house staff must still keep one 
thought uppermost as he approaches each new 
patient; How' can I help this patient, and as I do 
so, what can I learn? 

32 Fruit St. (14). 
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DIAGNOSIS OF LEFT-SIDED SUJBPHRENIC ABSCESS 

Capt. ^^artm C. Rosner 
and 

Capt. Morton A. Bosniak, (MC), U. S, A. F. 


Prior to the advent of chemotherapy and anti¬ 
biotics the diagnosis of subplirenic abscess was in¬ 
deed a grim one, and all too often made only at 
autopsy. Ochsner and De Bakey' reported 985 
deaths in 1,096 patients (89.8%) not subjected to 
operation, whereas there were 637 deaths among 
1,492 patients (32.87c) in whom operation was per¬ 
formed. Numerous authors have emphasized the 
even graver difficulties associated with left-sided 
subphrenic abscess. Although roughly 257o of sub- 
phrenic abscesses are on tlie left side, clinicians 
ha\'e been incHned to disregard this variet)' and dis¬ 
card tlie diagnosis of subdiaplwagmatic suppuration 
when a right-sided subphrenic abscess has been e.v- 
cluded. Because of the mobility' of the structures 
situated beneath the left side of the diaphragm the 
characteristic clinical signs maj' be difficult to eluci¬ 
date. Yet this ver>' feature promotes a burrowing, 
multiloculated kind of abscess, u'ith a tendency to 
rupture into the thorax or abdominal siscera, ac¬ 
counting for the higher o^'er-all mortalitj' in die 
left-sided as opposed to the right-sided lesions; thus 
Neuhof and Schlossmann * cited a 15% mortality in 
the former contrasted with 357o in the latter. 

Since the inception of antibiotic therapy survey 
of the literature rei'eals a striking paucity of com¬ 
mentary' on subphrenic abscess; but Rabinwriting 
in 1951, stated, “The use of chemotherapy and anti¬ 
biotics in recent j'ears has diminished the number 
of cases of subphrenic abscess, but the mortality 
generally still remains high and tlie course after 
drainage, prolonged. ... Although these drugs have 
diminished the number of cases of subphrenic 
abscess, tliey have also increased the number in 
which the onset is insidious.” 

The purpose of this paper is to present a tj'pical 
case of left-sided subphrenic abscess, with a brief 
review of the diagnostic criteria, clinical and roent- 
genographic, and a suggested modification in roent¬ 
genologic teclinique wliich may aid in the diagno¬ 
sis; it is hoped thereby to call fresh attention to a 
serious condition, which, although less frequently 
encountered than in the past, may- be all the more 
difficult to diagnose. 

Report of a Case 

A 37-y'ear-old staff sergeant was admitted for the 
second time to tlie 7510th U. S. A. F. Hospital on 
Sept. 2, 1958, witli epigastric pain and tenderness 

Assistant Chief, Medical Sendee (Captain Rosner), and Chief, Radi- 
ologv’ Service (Captain Bosniak), "olOlh U. S. A. F. Hospital. Captain 
Bosniak is now at the Department of Radiology, Xcw York Hospital- 
Comeil Medical Center, Mciv York. 


A patient who bad undergone two laparot¬ 
omies progressed well until the 11 tb day 
after the second operation; removal of a 
drain on that day was followed by fever, 
pain, and other symptoms suggesting the 
presence of an abscess. The location of the 
abscess under the left bemidiaphragm was 
revealed by roentgenography after the 
stomach had been moderately distended by 
having the patient drink a carbonated 
beverage. The abscess was then drained at 
a third laparotomy. All infection was cleared 
by therapy with chloramphenicol, and the 
patient recovered. Filling the stomach with 
air and carbon dioxide has certain ad¬ 
vantages over filling with barium sulfate. In 
this case the altered contour of the stomach 
settled the diagnosis, and the same technique 
made it possible to follow the recovery 
process. 


reliei'ed by alkali or food. A duodenal ulcer had 
been demonstrated roentgenographically in 1954 
and again in December, 1957. The patient h.id 
undergone periods of intensive therapy witli proper 
diet and antacid and antispasmodic medication, but 
his sy’mptonis recurred, pei'sisted, and increased up 
to the time of the present admission. There was no 
history' of significant disease, and admission physi¬ 
cal examination of this tall, asthenic man was un- 
revealing e.xcept for mild epigastric tenderness; 
results of blood cell count, fasting blood sugar and 
blood urea nitrogen level determinations, urinalysis, 
chest x-ray, and electrocardiogram were within nor¬ 
mal limits. A final trial of medical therapy was un¬ 
successful in completely relieving his pain, and a 
gastrointestinal series revealed the suspected pos¬ 
terior penetrating duodenal ulcer. He was trans¬ 
ferred to the surgical service and subj'ected to a 
70% gastric resection on Sept. 25. On Oct. 4 the 
patient developed cramping epigastric pain and 
vomiting with the roentgenographic picture of me¬ 
chanical obstruction of the small intestine; after 
intubation failed to relieve the obstruction, lapa¬ 
rotomy was performed with lysis of adhesions. 
Postoperatively the patient was placed on therapy 
TOth 600,000 units of procaine penicillin and 0.5 
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Gni. of streptomycin twice a day, and lie remained 
afebrile and progressed satisfactorily. The antibiotic 
therapy was discontinued after four days. 

On Oct. 15, the day the drain was removed from 
the left upper quadrant stab wound, lie began to 
c.sliibit a spiking temperature u'itli peaks of 102 F 
(38.9 C). The fcs'cr was accompanied by headache, 
anore.xia, left posterior tlioracic discomfort, and 
left shoulder pain. Drainage of a small stitch ab¬ 
scess rei’caled Aerobacter acrogcncs on culture. 
Three blood cultures were sterile; throat and spu¬ 
tum cultures contained no pathogens; and a urine 
culture grew out Proteus I'ulgaris, although the 
urinalysis showed neither pyuria nor albuminuria. 
A chest .\-ray (fig. 1) showed fluid at the left lung 
base, although the possibility of underlying paren¬ 
chymal disease could not be e.\cluded. He was 
treated with o.\:)'tetrac)'cline (Terramycin), 1 Gm. 
per day for four das’s, for possible pneumonia, but 
without improvement, 

A medical consultation was requested on Oct, 18. 
A thoracentesis performed then was producth'e of 
750 cc. of clear yellow fluid, with the characteristics 
of a transudate. In addition, the patient had moder¬ 
ate left upper quadrant tenderness and guarding, 
and a small amount of purulencc was observed at the 
former drainage site. A post-thoracentesis .v-ray 
showed elevation of the left heniidiaphragm, which 
had a somewhat ragged contour, absence of par¬ 
enchymal lung disease, and disk atelectasis at the 



Fig. 1.—Initial roentgenogram of chest, showing pleural 
effusion at left base somewhat obscuring elevated left hemi- 
diaphragm. 


left base. It was felt that a left subphrenic collection 
or abscess was likely, and roentgenologic consulta¬ 


tion was requested. Fluoroscopy disclosed an im¬ 
mobile, elevated left hemidiaphragm. Air was intro¬ 
duced into the stomach by the administration of a 
carbonated beverage and an impression was noted 
on the superior lateral aspect of the stomach bub¬ 
ble, along with medial and inferior displacement of 
the stomach remnant by a subphrenic mass (fig, 2). 

It was decided to institute intensi\'e antibiotic 
therapy, and the patient was treated with 20 million 



Fig. 2.—Roentgenogram of abdomen, showing superolater¬ 
al impression on stomach bubble by left subdiaphragmatic 
mass. Displacement infcriorly and somewhat medially can 
also be seen. 

units of penicillin intravenously during each 24-hour 
period and 0.5 Gm. of streptomycin intramuscularly 
twice a day. By Oct. 20, two days after the com¬ 
mencement of the intensive antibiotic therapy, the 
patient had become afebrile and asymptomatic ex¬ 
cept for minimal, left-sided, posterior thoracic dis¬ 
comfort and mild left upper quadrant tendemess. 
When tire patient’s temperature rose to 101 F 
(38.3 G) on Oct. 24, with concomitant increase in 
left upper quadrant tenderness, laparotomy was 
performed, rvith drainage of a left subphrenic ab¬ 
scess. Gulture of the pus revealed hemolytic Staphy¬ 
lococcus aureus initially sensitive to all antibiotics, 
but a second culture and sensitivity test of the 
drainage on Oct. 28 revealed the organism to be 
insensitive to all antibiotics e.vcept chloramphenicol 
and er)’tlrromycin. He was treated with the former 
drug and made an uneventful recover)'. Repeat 
examination of the stomach remnant on Jan. 12, 
with use of the same radiologic techniques as were 
previously used to demonstrate the abscess, shou'ed 
complete resolution of the previously described 
changes (fig. 3). 

Clinical and Diagnostic Picture 

Although left-sided subphrenic abscesses due to 
suppuration in the left lung base and even the 
pelvis have been reported, the most frequent clini- 
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cal picture is one of prior upper abdominal surgery 
with lesions of the stomach, duodenum, and occa¬ 
sionally biliary tree predominating.'* In a small 
number of cases there may be a relatively acute 
onset of symptoms 10 days to three weeks after sur¬ 
gery, but in most the onset is so insidious that the 
diagnosis may not be suspected for many weeks or- 
months." 

Usually, but not invariably, fever and leukocyto¬ 
sis are present, along with signs of generalized to.v- 
icity such as chills, diaphoresis, anorexia, weakness, 
malaise, and weight loss. This is perhaps the signal 
for the clinician to recall Carter’s modification of 
the old adage: “Pus somewhere, pus nowhere, pus 
not under the right diaphragm, pus under the left 
diaphragm.’’ ’ 

A variety of signs and symptoms referable to the 
thora.\-, the abdomen, or both may be present. 
Cough may occur, due to compression or basal 
collapse of the lung, and hiccough, due to diaphrag¬ 
matic irritation.” Pain in the lower part of the chest 
and along the costal margin is often manifest, while 



Fig, 3.—Roentgenogram taken three months after opera¬ 
tion. Stomach bubble is in normal anatomic position. 


authors differ markedly concerning the frequency 
of pain referred to the left shoulder and neck.*' 
Abdominal pain and gastrointestinal symptoms such 
as vomiting, although frequent, are less common. A 
valuable clue is a local fulness of tlie chest, with a 
loss of elasticity of the chest wall and obliteration 
of the intercostal spaces. Of importance among the 
early findings is a point of tenderness on the chest 
wall where the abscess is most superficial, or, quite 
as significant but more often overlooked, an area of 
localized edema; either may not only reveal the 
diagnosis but provide the best localizing sign short 
of actual pus on aspiration.” Upper abdominal ten¬ 
derness is a less useful sign, particularly soon after 
a gastrectomy. 

Of vital significance is the presence of pleural 
effusion over tlie left diaphragm, and, less pro¬ 
vocative, basilar atelectasis.” Neuhof and Schloss¬ 
mann” reported “a pleural or pulmonopleural in¬ 


J.A.M.A., N'ov. 

flammatory process” in 78% of tlieir cases, am! a 
thoracoabdominal complex of signs in 317o. Ila 
discovery of a pleural effusion after abdomW 
surgery should immediately alert the clinician to 
the likelihood of a subphrenic abscess. A grievouslv 
frequent error has been to attribute such a srinpa. 
thetic effusion to postoperative pneumonia, \vhic!i 
rarely causes a pleural effusion and is almost in- 
evitably accompanied by abundant sputum produc¬ 
tion from a purulent bronchitis. Before antibiotics 
the clear sympathetic effusion would become aa 
infected empyema, but today the fluid remains 
clear, e.xcept in neglected cases; but a subplirenic 
abscess should at least be suspected in any em¬ 
pyema which does not clearly originate in the lung.’ 

A difference of opinion exists as to tire advisabil¬ 
ity of exploratory aspiration for pus by introducing 
a needle through the diaphragm. In Neuhof and 
Schlossmann’s series ” pus was obtained by this 
means in 14 of 17 puzzling cases, and they strongly 
endorsed this procedure, with the needle left in situ 
as a guide to operation; they cautioned against false 
security derived from a negative result of aspira¬ 
tion, since the needle may be too short to reach a 
mediosplenic abscess under the central point of the 
diaphragm. Others, including Ochsner and De 
Bakey,* Rabin,” and Harley,® interdict this proce, 
dure, warning of the possibilities of perforation 
of a viscus or plemral contamination. Rabin ’ fur¬ 
ther advised care in decisions concerning the origin, 
of pus aspirated through the seventh or eighth 
interspace, since infrapulmonary empyema is easily 
confused with a subphrenic abscess. He stressed the 
importance of a recent tooth extraction or uncon¬ 
sciousness in the differential diagnosis, attributing 
most infrapulmonary empyemas to perforated lung 
abscesses. , 

To furtlrer confuse the clinical picture Hochberg 
emphasized that 5% of his 139 cases had fever, 
chills, and costovertebral angle pain and tender¬ 
ness, and Beach and Tynan were concerned about 
the occasional difficulty of differentiation between 
a perinephric abscess and a subphrenic abscess with 
csncomitant perinephritis. Of paramount impor¬ 
tance, then, is the radiologic evidence. 

Roentgenologic Aspects 

The roentgenologic changes generally encoun¬ 
tered in cases of subdiaphragmatic abscess ha'® 
been described in many exhaustive and extenmo 
reports on this subject. The case presented hero 
offers an opportunity to review these chatiges os 
well as to describe a modification of technique m 
the study and detection of left-sided subpbreiue 
abscess. Adequate roentgenologic examination, o 
course, is necessary in any suspected case of 
phrenic disease, but the types of study and 'o 
findings will vary with tire side of involvement an 
the extent of this involvement. Because of the i 
ference of the anatomy of the right and left su 
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phrenic spaces the roentgenologic findings in dis¬ 
ease of these areas will differ. On the right the space 
and the .spread of an abscess is limited inferiorly by 
the liver. Therefore, manifestation of disease on this 
side v’ill affect the right diaphragm and the thora.v 
more readily than will disease on the left, where 
the space is bounded inferiorly bj- the spleen, stom¬ 
ach, colon, and left lobe of lis'or—organs that can 
easily be displaced and moved. Consequently, ab¬ 
scess on this side, although it will affect the dia¬ 
phragm and thora.v, will also displace and affect 
the organs of the left upper quadrant, thereby giv¬ 
ing the investigator a further chance to evaluate 
this area and make the diagnosis. 

The routine roentgenogram of the chest fre¬ 
quently gives the first indication of disease under 
the diaphragm. Pleural effusion, considerable in 
amount or possibly minimal, occurs in the majority 
of cases of subphrenic abscess.'" To detect small 
pleural effusion a roentgenogram made with the 
patient in the decubitus position with the involved 
side domi is frequently valuable. 

Fi.xation of the affected diaphragmatic leaflet in 
an elevated position is the most common and im¬ 
portant roentgenologic sign of subphrenic disease." 
This was found to be present in over 80% of Ochs- 
ner and De Bakey’s cases. If a lateral film is ob¬ 
tained, localized flattening and elevation of the 
normal diaphragmatic contour, usually posteriorly, 
can also be frequently seen.'" It has been noted that 
elevation of the diaphragm is more common in 
right-sided lesions and often not seen in those on 
the left because of previously mentioned anatomic 
differences.'" Fixation of the diaphragm will occur 
in left-sided lesions, not infrequently, even without 
elevation." Moreover, Neuhof and Schlossmann ■' 
state that neither diaphragmatic elevation nor fix¬ 
ation was present in 40% of their series of jjatients 
with left-sided subphrenic abscesses, wlrile these 
diaphragmatic changes are rarely absent on the 
right.'" 

It must be remembered, however, tirat while an 
elevated, fixed diaphragm is characteristic and sug- 
gestwe of subphrenic disease, other conditions may 
produce similar findings. For e.xample, the most 
common and important of these is splinting of the 
diaphragm with a relative decrease in excursions 
secondary to recent surgery in the involved area. 
This is especially ti-ue of surgerj' of the right upper 
quadrant.'” 

The lung tissue above the elevated diapliragm is 
somewhat compressed, leading to disk atelectasis, 
which, when seen, should always suggest disease 
below the diaphragm. Occasionally, but much more 
rarely, more e.xtensive atelectasis or even pneu¬ 
monitis occurs in the basilar segments of tlie adja¬ 
cent lung. The e.xtensive roentgenologic changes 
which are seen rvith the more severe thoracic com¬ 
plications are beyond tlie scope of this discussion.'® 

Much has been wTitten on the value of free air, or 


an air-fluid level, under tlie affected diaphragm in 
diagnosing this condition. There is no more definite 
roentgenologic sign than this when it occurs; how¬ 
ever, the frequency reported in the literature varies, 
the figure most often quoted being about 25%."’ 
The incidence appears to be much lower, how¬ 
ever, in left-sided abscesses, and it is moi'c likely 
to be missed on this side because gas from the 
stomach and colon obscures the area.” The air 
apparently originates from perforation of a wscus 
and not from anaerobic bacterial growth, as was 
previously considered. Air may be jrresent under 
the diaphragm two or three w'eeks after abdominal 
surgeiA', and this must be kept in mind when a 
diagnosis of subphrenic abscess is made on the 
basis of this sign.® 

Left-sided subphrenic abscess can be further 
delineated by keeping in mind the anatomic rela¬ 
tion of the stomach to the subdiaphragmatic space. 
It has been suggested that when barium is placed in 
tire stomach, displacement by a left subphrenic 
inflammatorj' mass can be demonstrated. Carter ® 
and Friedman'” advise that after ingestion of 
barium the patient be placed in the Trendelenburg 
position; the fundus of the stomach will normally 
be against the inferior diaphragmatic surface. How¬ 
ever, if an abscess is present the stomach may be 
disi>laced inferiorly or possiblj' medially or an¬ 
teriorly. Neuhof and Schlossmann “ describe filling 
the stomach with air, by means of Seidlitz powder, 
and thereby risualizing the densit)' of the abscess 
through the lucency of the gastric air bubble. These 
authors also described the anterior displacement of 
the stomach bubble by an abscess mass. 

In die present case the patient was given a car¬ 
bonated beverage to drink, and when he was in die 
upright position the air bubble was seen to be 
inferiorly placed; but, more important, an actual 
impression on the lateral superior aspect of the 
stomach bubble was produced (fig. 2). A similar 
study was performed on this patient tiiree months 
after drainage of a left-sided subphrenic abscess, 
and the stomach bubble was then seen to be in its 
nonnal position with no residual impression (fig. 3). 
A review of the literature fails to reveal a similar 
published experience, aldiough controversy exists 
as to the significance of indentation versus dis¬ 
placement of the barium-filled stomach in left-sided 
subphrenic masses.® 

We believe tiiat air is superior to barium as a 
contrast medium in the stomach in die study of 
left-sided subphrenic abscess, because it is much 
lighter than barium and therefore the stomach wall 
can be indented more easily, allouing a small ab¬ 
scess to be seen more readily. Also, air will expand 
the fundus of die stomach to a greater e.xtent than 
barium and dierefore has a greater chance of com¬ 
ing in contact ivith a subplirenic collection. In case 
of a perforation it is much safer to administer air 
and fluid than barium. Tlie advantage of using air 
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becomes even more obvious if an intestinal per¬ 
foration is suspected and the patient is receiving 
notliing by mouth; tlie examination for subplirenic 
abscess can still be performed by passing a naso¬ 
gastric tube into the stomach and administering 
approximately 120 cc. of air in this way. After the 
appropriate films are taken the air can easily be 
withdravm. 

Finally, other procedures, such as diagnostic 
pneumoperitoneum and kymography, ha\'e been 
employed but found to be of limited use. 

Comment 

Probably the most important factor in the diag¬ 
nosis of left-sided subphrenic abscess is the clini¬ 
cian’s readiness to consider the diagnosis. The case 
reported here illustrates that a left-sided subphrenic 
abscess could and did develop despite routine post¬ 
operative antibiotic therapy, which may actually 
mask the situation and so demand greater alertness 
to the possibility on the part of the clinician. A 
clinical picture consistent with suppuration, within 
a variable length of time after upper abdominal 
surgery, should automatically suggest the possibility 
of a diagnosis of left-sided subphrenic abscess; the 
presence of a pleural effusion, or, less frequently, a 
thoracoabdominal complex should spur the clini¬ 
cian to attempt demonstration of the abscess by 
radiologic techniques. In this regard, it is the belief 
of the authors that the use of air to inflate the 
stomach or stomach remnant will greatly assist in 
delineating the abscess, particularly while it is still 
small. It is then, when the patient has not yet been 
debilitated by a lengthy battle against a chronic 
suppurative process nor as yet suffered a grave 
complication, such as ruptiue of the abscess into a 
viscus or the tliorax, that he is more likely to 
respond to treatment. 

The advice of Zaslow and Sachs concerning 
treatment of the abscess u’ith antibiotics-appears 
judicious. These authors reported the cure of sub¬ 
phrenic abscess with intravenous therapy with 
o,xytetracycline and quoted Maingot’s recommenda¬ 
tion that conservative treatment be attempted for 
three to six days, drawing on Crile’s extensive 
e.xperience with penicillin treatment of intraabdomi¬ 
nal abscesses. They proposed such therapy only so 
long as improvement continues and recommended 
instituting immediate surgical drainage at the ces¬ 
sation of resolution or the first sign of deterioration. 
In such a case, they believed, intensive antibiotic 
tlierapy at least promotes localization of the abscess 
and makes the patient a better operative risk. Just 
such a plan was followed in the case reported here, 
until striking improvement after the administration 
of massive doses of peniciUin intravenously but 
subsequent deterioration, necessitating surgical 
drainage. 


Concerning the proposal of Beach and Tjuan"* 
that the clinician “cling and wait” for the abscess to 
point, because of possible confusion with a peri¬ 
nephric abscess, perusal of the literature caused us 
to feel that all too often the abscess might "poinr 
into a viscus or the thorax. If roentgenologic tech¬ 
niques, including the one described in this paper, 
cannot further illuminate the situation, the exceed¬ 
ingly small number of cases of perinephric abscess 
that may be confused with subphrenic abscess' 
still do not justify accepting the risk of a perforation 
imposed by waiting, even with protective anti¬ 
biotics. 
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Infection of the renal parenchyma is the usual 
cause of perirenal abscess. Rupture of an abscess 
in the cortex of the kidney into the surrounding 
fat, wntli formation of a secondary collection in the 
space confined by Gerota’s fascia, is thought to be 
the usual course of events. Infection anywhere in 
the body which causes bacteremia may lead to a 
cortical renal abscess and eventually to perirenal 
inr’olvement. Primary infections in certain organs 
are frequent sources of renal cortical abscesses. 
Among these arc dental and tonsillar abscesses, 
furuncles of the skin, and acute prostatitis. Within 
the kidney, pyonephrosis, nephrolitliiasis, post- 
traumatic infecrion, and renal tuberculosis are com¬ 
mon causes. Before the era of modern antibac¬ 
terial agents, hemolytic Staphylococcus aureus was 
the offending organism in SOTo of reported cases. 
Odier organisms cultured were hemoh'tic strepto¬ 
coccus, Escherichia coli. Pseudomonas, Aerobacter 
aerogenes, and Proteus. 

Reviews on perirenal abscess by Nesbit and 
Dick,' Hammer,® Campbell,® and Atcheson ^ stress 
the severely febrile course of the patient prior to 
drainage, srith chills, marked tenderness and pain 
in the affected flank, and the usual absence or 
paucity of urinarr’ sjauptoms or findings. Nesbit 
emphasizes that routine urine examinations may 
show completely normal findings in the presence 
of staphylococcic urinarj’ tract infections and that 
staining of tire urinary sediment is necessarj’ to 
reveal the presence of the bacteria. The illnesses 
reviewed were usually of short duration and ac¬ 
companied by a marked leukocytosis and slight 
anemia. 

Aids in the diagnosis of perirenal abscess har’c 
been described by Beer® and Lipsett,** who em¬ 
phasized characteristic roentgenographic findings 
such as absence of the psoas shadow on the affected 
side and elevation of the diapliragm. Otliers de¬ 
scribe fixation of the kidney® and scoliosis of tire 
vertebral column with the concavitj' of the cur\’a- 
ture toward the involved side.® Retrograde pyelo- 
grams may indicate the presence of a perirenal 
abscess by demonstrating contrast medium in tire 
perirenal space which communicates with the 
renal pelvis." 

Prior to the advent of effective antibacterial 
tlrerapy, patients who developed a perirenal ab- 
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Diagnostic criteria, clinical course, and 
therapeutic results in cases of perirenal ab¬ 
scess were studied in 12 patients hospitalized 
with that diagnosis in the years 1937-1942. 
The data were compared with those from a 
similar group of 13 patients hospitalized in 
the years 1952-1958. The pattern of renal 
infections has changed in recent years. The 
later group of patients were older, were less 
acutely sick On admission, and had to be 
hospitalized longer. Their course wos ex¬ 
emplified by that of a 52-year-old wonion 
with o long history of calculi and other 
urologic troubles; these had culminated in 
marked fever and paralytic ileus after a 
retrograde pyelogram was taken, when con¬ 
trast medium extrovosoted into o large 
perirenal cavity, fiecovery followed incision 
and drainage of the perirenal abscess. The 
authors consider this the treatment of choice 
for perirenal abscess and conclude that anti¬ 
bacterial agents are ineffective in chronic 
parenchymal renal disease. 


scess were treated by incision and drainage as 
soon as the diagnosis was made. The literature 
preceding the development of modern antibacterial 
agents stresses the importance of early diagnosis 
of this condition and the necessiri' for immediate 
drainage in order to effect a cure and avoid com¬ 
plications. Failure to drain the abscess early often 
results in spread of infection to neighboring tis¬ 
sues. Nesbit and Dick ‘ reported 16.5% pulmonarj’ 
complications in 85 perirenal abscesses with six 
perinephrobronchial fistulas. Kuester reported 
that 34 of 230 abscesses ruptured into the peri¬ 
toneal cavihx Often the purulent material dissects 
along tile psoas muscle of the involved side to 
point in the inguinal canal. 

Incision and drainage of the abscess was ac¬ 
knowledged to be the proper therapy, and Camp¬ 
bell ® states tliat a patient rarely recovered uatliout 
operation. Even with drainage, tlie mortality was 
24.5%, according to Hunt," witli 6.6% of deatlis 
occurring immediately postoperatively and 17.9% 
ssithin five years after operation. 
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becomes even more obvious if an intestinal per¬ 
foration is suspected and the patient is receiving 
nothing by mouth; the examination for subphrenic 
abscess can still be performed by passing a naso¬ 
gastric tube into the stomach and administering 
approximately 120 cc. of air in this way. After the 
appropriate films are taken the air can easily be 
withdrawn. 

Finally, other procedures, such as diagnostic 
pneumoperitoneum and kymography, have been 
employed but found to be of limited use. 

Comment 

Probably the most important factor in the diag¬ 
nosis of left-sided subphrenic abscess is the clini¬ 
cian’s readiness to consider the diagnosis. The case 
reported here illustrates that a left-sided subphrenic 
abscess could and did develop despite routine post¬ 
operative antibiotic therapy, which may actually 
mask the situation and so demand greater alertness 
to the possibility on the part of the clinician. A 
clinical picture consistent with suppuration, within 
a variable length of time after upper abdominal 
surger)', should automatically suggest the possibility 
of a diagnosis of left-sided subphrenic abscess; the 
presence of a pleural effusion, or, less frequently, a 
thoracoabdominal complex should spur the clini¬ 
cian to attempt demonstration of the abscess by 
radiologic techniques. In this regard, it is the belief 
of the authors that the use of air to inflate the 
stomach or stomach remnant will greatly assist in 
delineating the abscess, particularly while it is still 
small. It is then, when the patient has not yet been 
debilitated by a lengthy battle against a chronic 
suppurative process nor as yet suffered a grave 
complication, such as rupture of the abscess into a 
viscus or the thorax, that he is more likely to 
respond to treatment. 

The advice of Zaslow and Sachsconcerning 
treatment of the abscess with antibiotics''appears 
judicious. These authors reported the cure of sub- 
plirenic abscess with intravenous therapy with 
oxytetracycline and quoted Maingot’s recommenda¬ 
tion that conservative teeatment be attempted for 
three to six days, drawing on Crile’s extensive 
e.xperience with penicillin treatment of intraabdomi¬ 
nal abscesses. They proposed such therapy only so 
long as improvement continues and recommended 
instituting immediate surgical drainage at the ces¬ 
sation of resolution or the first sign of deterioration. 
In such a case, they believed, intensive antibiotic 
tlierapy at least promotes localization of the abscess 
and makes the patient a better operative risk. Just 
such a plan was followed in the case reported here, 
with striking improvement after the administration 
of massive doses of penicillin intravenously but 
subsequent deterioration, necessitating surgical 
drainage. 


Concerning the proposal of Beach and Tynan 
that the clinician “cling and wait” for the abscess to 
point, because of possible confusion with a peri¬ 
nephric abscess, perusal of the literature caused us 
to feel that all too often the abscess might ‘point" 
into a viscus or the thorax. If roentgenologic tech¬ 
niques, including the one described in this paper, 
cannot further illuminate the situation, the exceed¬ 
ingly small number of cases of perinephric abscess 
that may be confused with subphrenic abscess' 
still do not justify accepting the risk of a perforation 
imposed by waiting, even with protective anti¬ 
biotics. 
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Infection of tlic renal parenchyma is the usual 
cause of perirenal abscess. Rupture of an abscess 
in the cortc.v of the kidney into tlie surrounding 
fat, with fomiation of a secondary collection in the 
space confined by Gerota’s fascia, is thought to be 
the usual course of events. Infection anywhere in 
tlie body which causes bacteremia may lead to a 
cortical renal abscess and eventually to perirenal 
involvement. Primars' infections in certain organs 
are frequent sources of renal cortical abscesses. 
Among these are dental and tonsillar abscesses, 
funmcles of the skin, and acute prostatitis. Within 
the kidney, pyonephrosis, nephrolithiasis, post- 
traumatic infection, and renal tuberculosis are com¬ 
mon c.auses. Before the era of modern antibac¬ 
terial agents, hemolytic Staphylococcus aureus was 
tire offending organism in 80% of reported cases. 
Other organisms cultured were hemolytic strepto¬ 
coccus, Escherichia coli. Pseudomonas, Aerobacter 
aerogenes, and Proteus. 

Reviews on perirenal abscess by Nesbit and 
Dick,' Hammer," Campbell,and Atcbeson ■* stress 
tlie severely febrile course of the patient prior to 
drainage, with chills, marked tenderness and pain 
in the affected flank, and the usual absence or 
paucit)' of urinarj’ sjouptoms or findings. Nesbit 
emphasizes that routine urine e.xaminations may 
show completely normal findings in the presence 
of staphylococcic urinary tract infections and that 
staining of tlie urinarj’’ sediment is necessary to 
reveal the presence of the bacteria. The illnesses 
reviewed were usually of short duration and ac¬ 
companied by a marked leukocytosis and slight 
anemia. 

Aids in the diagnosis of perirenal abscess have 
been described by Beer^ and Lipsett,” who em¬ 
phasized characteristic roentgenographic findings 
such as absence of the psoas shadow on the affected 
side and elevation of the diapliragm. Others de¬ 
scribe fi.\ation of the kidney ~ and scoliosis of tlie 
vertebral column witli tlie concavify of the curva¬ 
ture toward the involved side.® Retrograde pj'elo- 
grams may indicate the presence of a perirenal 
abscess by demonstrating contrast medium in the 
perirenal space which communicates with the 
renal pelvis.” 

Prior to the advent of effective antibacterial 
therapy, patients who developed a perirenal ab- 
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Diagnostic criteria, clinical course, and 
therapeutic results in cases of perirenal ab¬ 
scess were studied in 12 patients hospitalized 
with that diagnosis in the years 1937-1942. 
The data were compared with those from a 
similar group of 13 patients hospitalized in 
the years 1952-1958. The pattern of renal 
infections has changed in recent years. The 
later group of patients were older, were less 
acutely sick on admission, and had to be 
hospitalized longer. Their course was ex¬ 
emplified by that of a 52-year-old woman 
with a long history of calculi and other 
urologic troubles; these had culminated in 
marked fever and paralytic ileus after a 
retrograde pyelogram was taken, when con¬ 
trast medium extravasaied into a large 
perirenal cavity. Recovery followed incision 
and drainage of the perirenal abscess. The 
authors consider this the treatment of choice 
for perirenal abscess and conclude that anti¬ 
bacterial agents are ineffective in chronic 
parenchymal renal disease. 


scess were treated by incision and drainage as 
soon as the diagnosis was made. The literature 
preceding the development of modern antibacterial 
agents sti'esses the importance of early diagnosis 
of this condition and the necessity for immediate 
drainage in order to effect a cure and avoid com¬ 
plications. Failure to drain the abscess early often 
results in spread of infection to neighboring tis¬ 
sues. Nesbit and Dick ' reported 16.5% pulmonary 
complications in 85 perirenal abscesses with six 
perineplirobronchial fistulas. Kuesterreported 
that 34 of 230 abscesses ruptured into the peri¬ 
toneal cavity. Often the purulent material dissects 
along the psoas muscle of the involved side to 
point in the inguinal canal. 

Incision and drainage of the abscess was ac¬ 
knowledged to be the proper therapy, and Camp¬ 
bell ” states that a patient rarely recovered without 
operation. Even with drainage, die mortality was 
24.5%, according to Hunt," wth 6.6% of deaths 
occurring immediately postoperatively and 17,9% 
m’thin five years after operation. 
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The addition of potent antibacterial agents to 
the physicians armamentarium was accompanied 
by excessive optimism regarding the eradication 
of this bacterial infection. Occasional enthusiastic 
reports appeared in the literature about the suc¬ 
cessful treatment of renal carbuncles and renal 


for a long time, with suppression of their acute 
septic episodes in part but with gradual decline 
of their general physical condition. In each pa¬ 
tient, drainage of the collection of purulent ma¬ 
terial resulted in a restoration of general well-being 
and health. 


Table l.—Salient Features of Twelve Patients with Perirenal Abscess 
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Admission 
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F 

2 wk.l 

103.0 
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2 
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Hemolytic Staph, aureus 


3. 

27 
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$ Pain in upper right quatirant. 








!! Pain In left flank. 











Table 2.—Characteristics of Disease in 

Pa¬ 
tient Age. 
Xo. Tr. 

Sc.x 

Length 
of Illness 
Prior to 
Admission 

Tempera- Hemo- 
ture at clobin 
Admission, Level, 
F Gm.To 

5VhitC Blood 
Cell Count 
at Admis¬ 
sion, per 
Cu. Min. 

Blood 

Urea 

Nitrogen 

Level, 

Mg.% 

Organism In Abscess 

Organism In Urine 

13 

45 

F 

2 mo. 

100.4 

10.5 

12,400 

15 

Aerobacter, Pseudomonas 

Aerobacter, Pseudomonas 

14 

51 

F 
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12 

Aerobacter 

Aerobacter 

15 
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49 

Proteus, Aerobacter 

Proteu.s 

16 

46 

F 

1 wk. 
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14.1 
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14 

Proteii.« 

Proteus 

21 

65 

51 

5 mo. 

90.0 

10.7 

10,300 

16 

Nonhemolytic streptoccus, 7,300 cc. fluid In 
abscess cavity 

No growth 

±1 

58 

5t 

9 wk. 

98.0 

7.4 

9,800 

33 

Esch. coli, 600 cc. fluid in a!>'5cess cavity 

No growth 

2.3 

.5.3 

F 

2 ino. 

100.8 

0.1 

9,200 

14 

Proteus, 700 cc. in abscess cavity 

Proteus 
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F 

7 mo. 

100.8 

7.4 

0,000 

43 

Aerobacter, 3,000 cc. fluid in abscess cavity 
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O", 


51 

l yr. 

99.4 

5.9 

5,000 

22 

Proteus, 300 cc. fluid in abscess cavity 

Proteus 

Av. 

47 


13 Wk. 

100.5 

S.2 

12,400 

30 




• Di«i. 


cortical abscesses by means of these agents. It 
soon became evident that tlie antibacterial drugs 
did not always eradicate the infection but often 
masked the true signs and symptoms of the dis¬ 
ease process. 

Recently, uathin a short time interval, several 
gravely ill patients with perirenal abscesses were 
admitted to the University Hospital. These per¬ 
sons had been treated vuth antibacterial agents 


In order to determine the effect of modern anti¬ 
bacterial therapy on the treatment of perirenal 
abscesses, a survey was made of the experience 
with this lesion in the University Hospital in the 
era preceding the antibacterial agents and in a 
recent similar period of time. Table 1 lists the 
salient features of 12 patients admitted to the 
University Hospital svith a diagnosis of perirenal 
abscess between July, 1937, and October, 1942. 
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Most of these patients were in the second and 
third decade of life and ^\’erc admitted to tlie hos¬ 
pital with a relatively short history of illness and 
with a high fe\'cr. Leukocytosis was marked and 
anemia rare. In 8 of the 12 patients the offending 
organism was a hemolytic Staphylococcus aureus. 


Kclttted Infection 
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Peivfc fnflnnunatory 
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llenal calculus on rljrht. 

ti/ e/3i> 
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Sore throat 

rlKht, calculus 
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3/28 42 
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since PVW 
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V 0/42 

0/ 8/42 

PyclolithiasN, 13 yr. nco 

llllutcral renal cnlculiis 

10/31/42 

11/29/12 


Thirteen Patients tvitlt Perirciutl Abscess 


renal calculi and all had a history of urinary tract 
infection without a history of a distant focus of 
infection. This may indicate that the antibacterial 
agents are effective in preventing the spread of 
bacteria from infections such as sinusitis and ton¬ 
sillitis to the kidney parenchyma. It would also 
appear that, in cases of long-standing renal infec¬ 
tions, especially when calculi are present, the anti¬ 
bacterial agents are ineffective in preventing spread 
of the abscess and in reaching and eradicating the 
central focus. Most of the patients had low-grade 
fever, and some were afebrile at the time of ad¬ 
mission. Leukocytosis was not as marked as in the 
patients listed in table 1, and moderate to severe 
anemia was usually found. All had been ill for 
long periods of time, the shortest period being one 
week and the longest one 3 ^ear, witli an average 
duration of illness of 13 weeks prior to admission. 
Staphylococci were only occasionally encountered, 
whereas Proteus and coliform organisms seemed 
to predominate. Despite tire fact that almost all 
of the patients had been given two or more sup¬ 
posedly potent antibacterial agents, the infections 
persisted and produced weight loss, cachexia, and 
anemia. 

The course of one of the patients in the most 
recent series was thought to merit a detailed de¬ 
scription because it clearly demonstrates the extent 
to which antibacterial agents may mask the clini¬ 
cal picture and hinder a patient’s recovery from 
what should be an acute and brief illness. 


HcluteU Infection 

IJthlasts 

Antibiotic Given 

Admls* 

Sion 

Date 

Pis. 
charge 
Pa to 

Xcpbrolithotoiny on rlsht in 19.KI. 

Biliilcral 

Poiiifiniii, .W.WIO units siiltmliazine, 0.5 Gm. 

8/13/52 

S/2-/.-.2 

on left in 1940 

Nephrolithotomy, 1950 

Bilateral 

q.I.il.; streptomycin, 0.5 Gm. q.i.d.; 1 mo. 

PenicIUin. 300,000 units t.I.d.; streptomycin, 0.5 Gm. 

3/10/.52 

3/15/52 

Urinary tract 

Bllntcral 

lu.d.: G Tvk. 

Penicillin, 300,000 units t.i.d.: suHadiaziae, 

7/2G/51 

8/21/51 

Urinary tract 

Bilateral 

0.5 Gm. q.i.d. 

Penicillin, 300,000 units, q.I.d., 8 days 

12/29/r.t 

1/23/55 

Urinary tract 

Biluternl 

Chloramphenicol, 250 Gm, q.l.d., 3 u'k. 

2/24/.V, 

3/ 

Urinary tract 

Bilateral 

Penicillin: streptomycin; sultl.vo.xazole; and 

9/10/.W 

S/lW.'r.', 

Chronic pyelonephritis 

None 

cblornmphcnicol; since 1948 

10/ 2/5.'. 

10/ 2/.-.r, 

Chronic pyelonephritis 

Pyelolithotoiny 1014, calculus 10.V> 

Chloramphcnicfd, 2.'>o (hn, tj.i.d., 1 a k. 

2/ 2/5S 

2/ll/.->v8 

Urinary tract 

Right renal pelvis since age 18 

Penicillin; streptomycin; 5 mo. 

T/15/,%8 

8/ 4/,'.8 

Urinary tract 

Bilateral since 1950 

Ponieillin: chloramphenicol: .‘^.ulfisoxazole: 9\vk. 

9/10/58 

1(1/ 5/5-4 

Urinary tract 

Right renal Ji ureteral calculus 

t'hloramphcDlcol, 2r»o Gm. q.i.d.: nitrofurantoin. 

9/29/5S 

10/22/58 

Urinary tract 

Right renal calculus 

100 Gm, q.i.d., 2 mo. 

('hloramphcnicol, 10 wk.: polymyxin; kanamycin 

10/23/58 

nnr,/:s 

Chronic pyelonephritis 

None 

C'hloramphcmcol: nitrofurantoin; sulfisoxazole: 3 mo. 

10/30/58 

12/ 9/5S 


Fifty per cent of the patients had concomitant 
renal calculi or other urinary tract disease. Eleven 
patients recovered after incision and drainage of 
the abscess. 

Table 2 demonstrates some significant changes 
in the disease picture as demonstrated by 13 pa¬ 
tients admitted to the University Hospital with the 
diagnosis of perirenal abscess between August, 
1952, and October, 1958. These patients were older, 
the average age being 47 j'ears. The majority' had 


Report of a Case 

A 52-year-old female had an attack of renal 
colic in 1947. At that time, she passed a calculus, 
presumably from the right upper part of the uri- 
narj' tract. An intravenous urogram after the at¬ 
tack was reported to be normal. In 1950, she had 
another attack of pain in the right flank and hema¬ 
turia and again passed several calculi. She remained 
asj'mptomatic until January, 1958, when she was 
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treated for anorexia, fatigue, and weight loss. She 
had pyuria but no other definitive sjunpioms until 
Feb. 14, when she had an episode of hematuria. 

An intravenous pyelogram at that time revealed 
poor function on tlie right side, and a retrograde 
pyelogram on Feb. 18 (fig. 1 and 2) revealed 



Fig. 1.—Ureteral catheter shown in place. Two calculi are 
seen within right renal shadow. Note normal right psoas 
shadow. 


e.xtravasation of the contrast medium from the 
upper calyx into an irregular cavity which ap¬ 
peared to extend beyond the parenchymal shadow. 
Two small calculi were seen on the right below 
the diaphragm in close proximity to this cavity. 
After the retrograde pyelogram had been made, 
the patient became e.xtremely ill with marked fever 
and a paralytic ileus. The blood urea nitrogen 
level rose to 52 mg.%. Aerobacter aerogenes was 
found in tlie urine culture. The patient was treated 
until chloramphenicol and prednisone (Meticorten) 
and general supportive therapy. She slowly re¬ 
covered and was discharged from the hospital on 
March 30, 1958. Therapy with antibiotics was con¬ 
tinued, but her symptoms of anorexia, weight loss, 
and fatigue persisted and she had to be read¬ 
mitted July 18, 1958. Early in September, 1958, the 
antibacterial tlierapy was discontinued and the 
patient immediately experienced febrile episodes 
with a temperature of 102 F (38.9 C) ever}' eve¬ 
ning. She also developed gradually increasing pain 
in the right flank and was readmitted to the hos¬ 
pital on Oct. 10, 1958, with nausea, vomiting, and 
diarrhea. Chills and fever persisted despite ad¬ 
ministration of antibacterial agents, and she was 
transferred to the Universit}' Hospital on Oct. 23. 


At the time of admission, the patient had con¬ 
stant pain in the right flank. She had lost 40 lb. 
(IS kg.) in the four months preceding admission 
and was in a state of exh'eme weakness and ex¬ 
haustion. There was bilateral pitting ankle edema. 
She had some dyspnea, and a temperature of 100 F 
(37.8 C) each evening. At the time of her admis¬ 
sion, the blood pressure was 96/66 mm. Hg and 
the pulse 108 per minute. She was pale and weak. 
A large fixed and tender mass filled the right side 
of the abdomen. A roentgenogram of the chest 
revealed a markedly elevated right side of the 
diaphragm (fig. 3). Despite supportive therapy, 
the patient’s general condition was slow to improve 
and the blood urea nitrogen level increased daily. 
It was felt that the expanding abscess was inter¬ 
fering with drainage from the right kidney. The 
hemoglobin level was 7.4 Gm.%; the white blood 
cell count was 6,000 per cubic millimeter, Mth 
72% neuti'ophils, 24% lymphocytes, and 4% eosino¬ 
phils. The blood urea nitrogen level was 43 mg.%. 



contrast medium into perirenal area. 


Urinalysis revealed a specific gravity of l.OlO, 2-f 
protein, and no sugar. The specimen was loaded 
with white blood cells and bacteria. Urine culture 
revealed Pseudomonas. The patient was given «' 
transfusion with whole blood until the hemoglobin 
level was 12 Gm.%. 

Incision and drainage of the abscess in the rigin 
retroperitoneal space was carried out on Nov. 
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Tluce thousand cubic ccnlimclcrs of thick white 
pus was removed and the cavity drained. Aero- 
bacter acrogcncs was isolated from the purulent 
material. The postoperative course u’as marked by 
constant improvement in the patient’s appearance 
and strengtli. She was discharged on Nov. 15. 



L. 

Fig. 3.—Roentgenogram showing elevation of right side 
of diaphragm. 

Siunmarj' and Conclusions 

Thfe clinical course of patients with perirenal 
abscess treated before and after the advent of 
modern antibacterial agents has been compared. It 
appears likely that these agents have controlled 
some of the more common sources of renal infec¬ 
tion, such as tonsillitis and furunculosis, since the 
patients in the more recent series were older and 
almost invariably had serious intrarenal disease. 
At the same time, it is apparent that the antibac¬ 
terial agents are ineffective in eradicating chronic 


parenchymal renal disease. This treatment maj' 
mask the symptoms produced by perirenal abscess 
so that.the correct diagnosis is not made. Extreme 
clinical deterioration of the patient may result. It 
is appai'ent that incision and drainage remains the 
treatment of choice in this disease process. 

3400 Spruce St. (4) (Dr. Murphy). 
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T HYROUDITIS.—The two types of th>TOiditis most frequently encountered are 
subacute thyroiditis and Hashimoto’s disease. Subacute thyroiditis is a self¬ 
limited disease of unknown etiology, characterized by a tender gland with a 
diminished !'■''* uptake in the acute phase. Although there is no cure, adrenal steroids 
and x-ray treatment offer good symptomatic relief. Hashimoto’s disease is a distinct 
and increasingly common clinical entit>’ which must be differentiated from other 
types of nodular goiter. This can usually be done by finding a rubbery', diffusely 
enlarged gland, a BMR below 0 per cent, and a normal to high 1*^“ uptake. Patients 
with Hashimoto’s disease will have myxedema or will eventually develop it, and the 
proper tr eatment is desiccated tliyroid. . . . Very little need be said regarding Riedel’s 
Wpe of invasive fibrous thyroiditis, since most physicians will never see a case and, 
if they do, the proper preoperative diagnosis should be carcinoma.—J. B. Selby, M.D., 
The Diagnosis and Treatment of Thyroiditis, The Journal of the Kentucky State 
Medical Association, July, 1959. 
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PROBLEMS IN THE EVOLUTION OF OBSTETRICS 

Nicholson J. Eastman, M.D., Baltimore 


We are commemorating the lOOtli anniversary 
of the founding of the Section on Obstetrics and 
Gynecology of the American Medical Association, 
which was established in 1859 under the name 
“Section on Practical Medicine and Obstetrics.” 
Several circumstances serve to make this meeting 
of our Section a noteworthy occasion. Thus, it is an 
honor to welcome as our official guest the distin¬ 
guished president of the Royal College of Obste¬ 
tricians and Gynecologists. 

As we celebrate this centennial, moreover, it may 
be permissible to note in passing that we are in the 
best company, for the year 1959 happens to be one 
rich in centennials. In the field of English literature, 
the year of 1859 saw the publication of Tennyson’s 
“Idylls of the King,” of Dickens’ “Tale of Two 
Cities,” and of Edward Fitzgerald’s translation of 
“The Rubaiyat of Omar Khayyam.” In January of 
the same year our own Dr. Oliver Wendell Holmes, 
of puerperal infection fame, began the publication of 
his “Professor at the Breakfast Table” in tlie Atlantic 
Monthly. In the sphere of biology, the year of 1859 
witnessed the appearance of a volume which has 
probably had a more profound effect on modem 
scientific thought than any other single work—Dar¬ 
win’s “Origin of the Species.” In an area nearer to 
our own, Florence Nightingale’s “Thoughts on Nurs¬ 
ing,” published also in 1859, marked the beginning 
of a new epoch in patient care. 

In the fields of literature, biology, and nursing, 
the year 1859 was an illustrious one. But what, in 
the same year, was taking place in obstetrics and 
gynecology? Alas, there was little that was good 
and much tliat was bad. Although Semmelweis had 
demonstrated the cause of puerperal infection 10 
years previously, the widespread and vitriolic at¬ 
tacks which were being made on his theory, just 
100 years ago, were too much for his sensitive 
nature and were responsible, as we all know, for 
his subsequent insanity and death. Likewise, Simp¬ 
son’s introduction of anesthesia into obstetrics had 
met with denunciation in many quarters, and by 
1859 he was spending a goodly part of his time in 
rebutting the attacks of the many who maintained, 
on Biblical grounds, that it was sinful so to interfere 
with natural childbirth, a theme which recalls to 
mind a certain present-day altercation. Many dedi¬ 
cated physicians of that period, it is true, were 
devoting their best energies to the improvement of 

From the Department of Obstetrics, the Johns Hopkins University 
School of Medicine and Hospital, 

Chairman’s address, read before the Section on Obstetrics and 
Gynecolog>' at the 108th Annual Meeting of the American Medical 
Association, Atlantic City, June 10, 1959. 


Obsfefr/cs in the past has been concerned 
with such questions as the propriety of using 
anesthesia during lobor and the desirability 
of using sutures to close the uferine wound 
after cesarean section. Obstetrics in the 
future will have to face equally fundamental 
questions. New knowledge is needed in order 
to solve the problems of premature birth, 
stillbirth, neonatal death, congenital malfor¬ 
mations, and toxemia of pregnancy. Belter 
utilization of existing knowledge is needed 
also, especially in training the personnel that 
will be required if adequate, individualized 
care is to be given to future obstetric pa¬ 
tients, in view of the soaring birthrate. 


obstetrics; but for the most part, maternity care 
was in the unclean hands of a vast horde of un¬ 
trained, ignorant, superstitious, and often alcoholic 
old women; it was a clandestine and lowly trade 
rather than a profession. 


Early Development of Cesarean Section 

To recite the many hfesaving advances which 
have elevated obstetrics from its low level in 1859 
to its present status in 1959 would be to recount a 
series of events well known to everyone in our 
specialty, and to review them now would seem 
unnecessary. But since this is the American Medi¬ 
cal Association and since we celebrate today tlie 
action taken by certain American worthies in 1859, 
it would seem appropriate to dwell briefly on the 
greatest single contribution which has been made 
by American physicians to obstetrics over the past 
100 years. I refer to the well-nigh forgotten role 
of frontier America in the early development of 
cesarean section. 

Throughout the greater part of the 19th centur)', 
cesarean section was the most fatal of surgical 
procedures. In Great Britain and Ireland, the ma¬ 
ternal mortahty from the operation had mounte 
in 1865 to the appalling figure of 85%. In Parfe’ 
during the 90 years ending in 1876, not a single 
successful cesarean section had been performed. 
Tire results in Germany, Austria, and Italy were so 
poor that the newly introduced operation of Porro, 
which included hysterectomy as well as hysterot¬ 
omy, was superseding the old and almost univer¬ 
sally fatal cesarean section. 
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The fuming point in the clc\'elopinent of cesarean 
section was clear-cut and decisive. It was the ap¬ 
pearance in 1882 of a monograph by Max Sanger, 
tlien a 28-year-okl assistant of Credd in tlie Univer- 
sit)' Clinic at Leipzig in which the routine emiiloy- 
ment of uterine sutures was recommended in ce¬ 
sarean section. Prior to Sanger’s monograph, uterine 
sutures in cesarean section had been denounced in 
Europe as superfluous as well as hannful. In 1770 
Andre Lewet, the foremost obstcti-ician of 18th 
centur}' Paris, had taught that uterine sutures in 
cesarean section “were not only prejudicial but 
were absolutely useless because of the prodigious 
contractions which the uterine muscle undergoes 
following delivery.” Blundell, in his “Principles and 
Practice of Obstetric Medicine,” published in 1840, 
dismissed the subject with the remark that “sutures 
to the uterus have not hitherto been in general 
employ.” 

Sanger deprecated the growing tendency to aban¬ 
don the old classic cesarean section in favor of the 
new Porro procedure, since he believed that careful 
coaptation of the uterine wound with sutures would 
obviate all difficulties and permanently establish 
the superiorit)' of the older operation. But whence 
came Sanger’s idea? Certainly not from his o\ra 
experience, because his monograph, although recit¬ 
ing in extenso the advantages of uterine sutures as 
he envisaged them, was actually based on only a 
single successful case in which he had tried tlrem. 
Nor did it come from his colleagues in the sophisti¬ 
cated centers of Europe, for, as we have seen, 
sutures were not in favor there. It came, as Sanger 
vcT)' graciously and generously ackmowledged, from 
frontier America, where siugeons working in the 
outposts of the newly developed Midwest had 
reported no less than 17 cesarean sections in which 
uterine sutures had been used. Eight mothers lived 
and nine died—an incredibly good record for those 
days. Sanger’s monograph includes a table showing 
the details of these 17 operations. This table was 
the documentation of his contention and the basis 
of his monograph. Confirmation of Sanger’s con¬ 
victions in respect to uterine sutures in cesarean 
section followed quickly. Within a few years suture 
of the uterus was generally recognized as an in¬ 
dispensable part of cesarean section and the mod¬ 
em operation came into being. 

But how did these American surgeons hit upon 
the idea of using sutures in cesarean section? The 
first of these operations was performed by a Ken¬ 
tucky surgeon, Frank E. Polin, in December, 1852; 
he used silver wire sutures, and most of the other 
16 sections performed in the Midwest behveen 1867 
and 1880 were done with silver wire sutures. It is 
significant that in tlie January preceding Polin’s 
operation, there appeared the celebrated paper of 
the Alabama surgeon, J. Marion Sims, on the use 


of silver wore sutures in vesicovaginal fistula and, 
although Sims did not mention the use of silver 
wire in cesarean section, it appears that tiie general 
idea bore fruit at the hands of these frontier prac¬ 
titioners, By demonstrating the earliest successful 
ri'pe of uterine suture in cesarean section and by 
furnishing the supporting data, for Sanger’s mono¬ 
graph, these pioneers made a contribution of im¬ 
measurable importance to obstetrics, which we 
can look back on with pride. 

Research Problems of the Future 

Having looked back, let us also look forward and 
ask ourselves, “What are the major problems and 
challenges which obstetrics in the United States 
faces in the years to come?” In view of the dramatic 
reduction in maternal and perinatal mortality which 
has been achieved during the past few decades, it 
might seem off-hand that all is well with American 
obstetrics and that we can now rest on our oars. 
But all is not well with our obstetrics, and any glib 
self-satisfaction about its status not only is out of 
place but ean do our specialty irreparable harm. In 
looking to the future our problems fall quite natu¬ 
rally under rivo headings: those concerned with the 
need for new knowledge and those concerned with 
the best utilization of e.xisting knowledge. 

Premature Birth.—In regard to the need for new 
knowledge, the transcendent problem in obstetrics, 
not only in the United States but throughout tlie 
world, is the cause and prevention of premature 
birth. More tlian half of all neonatal deaths are the 
result of premature birth. One-third of all cases of 
cerebral palsy are attributable to the same cause. 
Although some premature births can be explained 
on tlie grounds of knoum factors such as abruptio 
placentae, placenta previa, multiple pregnancy, and 
certain maternal complications which demand arti¬ 
ficial termination of pregnancy, such as preeclamp¬ 
sia, about 60% of premature births occur without 
e.xplanation. The importance of these une.xplained 
premature deliveries lies not only in the toO they 
take in lives of newborn infants and in neuropsy¬ 
chiatric normalcy but in the circumstance tliat they 
represent in essence some defect in one of the basic 
phenomena of reproduction, uterine contractility’; 
there is reason to suspect that this defect in turn 
stems from some even more basic disorder of the 
endocrine system. Whatever tlie cause of premature 
labor may be, its elucidation and prevention would 
be the greatest boon that the discipline of obstetrics 
could confer upon mankind. 

Fetal Physiology.—The second most important 
research problem in obstetrics, as I see it, is fetal 
physiology and its derangements. This field encom¬ 
passes, let it be noted, tlie science of genetics and 
ail that tlie genes contribute to fetal normalcy or 
abnormalcy, both physical and mental. It includes 
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also, of course, the many-sided problem of fetal 
enWronment—the oxygen supply of the fetus, its 
nutritional needs, its immunological relationships to 
the mother, its acid-base balance, its enzyme sys¬ 
tems, and many other environmental circumstances 
essential to fetal well-being. As we all know to our 
sorrow, any pronounced deviation from the normal 
in any of these factors may cause stillbirth, neonatal 
death, and congenital malformations; in subletbal 
degree it seems probable that they are responsible 
also for various types of neuropsychiatric disorders. 
This area is a faiiydand for investigation and well 
worth a lifetime of research to any young man who 
approaches it with dedicated zeal coupled with 
working knowledge of a pertinent basic science. 

Toxemias of Pregnancij.~As for that age-old 
enigma of obstetrics, the cause of the toxemias of 
pregnancy, I would rank it third in importance to 
the two problems just surveyed. Most maternal 
deaths from the toxemias today are the result of 
neglect, either self-neglect by the patient or negli¬ 
gence on the part of the doctor. The majority could 
be prevented by the timely application of existing 
knowledge. Preeclampsia per se is not a cause of 
premature labor but looms large in tlie over-all pic¬ 
ture of prematurity because it often forces the 
obstetrician’s hand to terminate a pregnancy pre¬ 
maturely. I am cognizant of other ways in which 
the toxemias may prove injurious to both maternal 
and fetal welfare, but in my opinion the elucidation 
of the first hvo problems mentioned would con¬ 
tribute more to human happiness and progress than 
further knowledge about the toxemias. 

Individualized Care of Mothers 

The three problems which we have just reviewed 
represent areas of obstetrics in which new knowl¬ 
edge is urgently needed. Let us turn now to the 
other phase of our inquiry, namely, how existing 
knowledge may best be utilized in the United States 
over the next decade. Here we face a crucial prob¬ 
lem. Indeed, on its correct solution we stand or fall. 
The problem is this; How, with a diminishing per¬ 
sonnel and a soaring birth rate, can we hope to give 
to the mothers of 1970 the meticulous, individual¬ 
ized care which they deserve? 

In an article which appeared in the January, 
1954, issue of Children, published by the Children’s 
Bureau, I set forth this problem in detail with full 
documentary data, both in respect to the physician 
shortage which may be anticipated in the 1960s 
and in regard to the concomitant increase in births. 
During the intervening five years, the same prob¬ 
lem, with new, confirmatoty data, has been laid 
before the American Public Health Association and 
the American College of Obstetricians and Gyne¬ 
cologists by Dr. John ^Vhitridge Jr. of our clinic. 
The problem has hence been adequately publicized 


and is doubtless familiar to you all. Accordingly, a 
bare statement of the essential facts of the issue 
will suffice for our present purposes. 

The most recent and authoritative estimate of 
the number of births which will take place in the 
United States during 1970 is 6 million. This repre¬ 
sents a 50% increase in the number of births over 
those in 1958, and let it be remembered, 1970 is 
less than 11 years off. Why is a sharp rise in births 
anticipated? In the mid-40’s any overworked ob¬ 
stetrician could have warned his commissioner of 
public schools to expect a huge increase in first 
grade pupils around 1952, and exactly this hap¬ 
pened. The same obstetrician, on the basis of the 
soaring birth rates in the 1940’s, could have told 
university authorities to expect an enormous in¬ 
crease in students in the 1960’s. On this problem, 
the Bayne-Jones consultants on medical education 
and research, in their final report to the Secretarj' 
of the Department of Health, Education, and Wel¬ 
fare, as of June, 1958, stated: 

By 1970, the college-age population will be 26 million. 
This represents nearly a 75 per cent increase above the pre.s- 
ent level of 15 million, as contrasted with more than a 10 
per cent decline (almost 2 million in absolute terms) in this 
age bracket over the past decade. It should be emphasized 
that all persons included in this 1970 estimate are now in 
elementary school. 

Drawing from this vastly expanded population base and 
spurred by strong social and economic incentives, college 
enrollments will increase steadily and will probably reach 
6.4 million by 1970 as contrasted with 3.4 million in 1957. 
The higher education system of the country clearly faces a 
decade or more of extreme stress. 

Likewise, unless our counti'y is stricken by some 
major and unprecedented calamity, the marriage 
bureaus of 1970 will confront a period of extreme 
stress, because students of college age are rapidly 
becoming young men and women of marriageable 
age. More marriages result in more babies. This 
is the basis for predicting that the volume of ma¬ 
ternity work in this country will augment sharply 
in the 1960’s and reach a 50% increase over the 
present amount by 1970. 

Who is going to care for this stupendous num¬ 
ber of births? As for medical personnel, all authori¬ 
tative studies forecast for the 1960’s a decrease in 
the number of physicians in relation to population. 
On this issue, the Bayne-Jones report makes the 
following statement: 

A minimum of 14 and as many as 20 new medical schooh 
will have to be built if the existing number of physicians 
per 100,000 is not to fall. . . . Even if funds in the order of 
$500 million to $1 billion dollars were made available im¬ 
mediately for construction of new medical schools, it seems 
certain that the number of physicians per 100,000 population 
will decline between now and 1970. 

This then is the problem—a 50% increase in 
births between now and 1970 and a diminishing,, 
number of physicians in relation to population. In . 
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laying tins issue before you, it is niy main purpose 
to reiterate its urgency and to implore the several 
organizations devoted to our specialty to give it 
serious thought and take appropriate action. Two 
programs which might conceivably alleviate the 
shortage of obstetric personnel anticipated for the 
1960’s are as follows. 

Group Practice.—The most practical and realistic 
way of meeting the problem—one that we know by 
experience will work—is more group practice. By 
this is meant the care of obstetric patients by a 
group of foitr or five obstetricians who work inter¬ 
changeably as a unit. For example, on a given day, 
while obstetricians A and B are seeing antepartum 
and postpartum patients in the office and handling 
telephone calls throughout the whole da)’, obstetri¬ 
cian C is spending a full 24 hours in the delivery 
suite, rnitnaging labors and answering calls tluough- 
out the entire night, while obstetrician D is com¬ 
pletely off dut)' for 24 hours. From the viewpoint 
of a well-ordered life, there would be no night calls 
w’hatsoever except for the man on 24-hour dut)’ in 
the deliver)’ suite; ever)’ fourth day each man 
would be entirely free. From the standpoint of 
good maternit)’ care, the patients w’ould be assured 
of the serrices of a wide aw'ake and alert obstetrician 
w’ho, w’hen on deliver)' dut)’, w’ould be able to give 
his imdivided time to the needs of the parturients. 
From the viewpoint of the threatened paucit)' of 
personnel, four obstetricians in such group practice 
can handle perhaps eight times the number of cases 
w’hich any one obstetrician could manage in solo 
practice. This means a doubling of w’ork output for 
the group. Finally, there is good reason to believe 
that programs of this t)pe would make obstetrics 
a more appealing specialty to our medical gradu¬ 
ates. 

As w’e all know’, the chief objection to such group 
practice will come from many patients xvho insist 
on care throughout by their favorite obstetrician 
and by no one else. Although this objection w’ill 
long be a hindrance to the development of such 
programs, it may be answ’ered in two w’ays. 
1. Group practice of the t)’pe described is not new 
but has w’orked successfully and to the complete 
satisfaction of patients in many localities. 2. Little 
by little, expectant mothers must be led to under¬ 
stand that any competent obstetrician who is w’ide 
aw’ake and alert is a safer and more trustw’Orthy 
man tlian the best obstetrican in the xvorld w’ho is 
harassed by overw'ork and groggy from lack of 
sleep. 

Obstetric Assistants.—The work output of a group 
of obstetricians could be increased in both quantity 
and quality if they could have the round-the-clock 
assistance of a few graduate nurses W’ho have re¬ 
ceived special training in the conduct of normal 


pregnancy, labor, and the puerperium. By training 
is meant not less than eight months’ full-time clinical 
tutelage under the supervision, control, and accredi¬ 
tation of obstetricians. The best appellation for such 
auxiliary personnel would be “obstetric assistants.” 
With proper training such nurses would be compe¬ 
tent to perform, if need be, the follow’ing services: 
in antepartum care—histor)’ taking, blood pressure 
determinations, venipunctures, abdominal palpa¬ 
tion, fetal heart obserx’ations, and attention to the 
more common complaints such as nausea, heart- 
bum, constipation, and e.xcessive w'eight gain; in 
labor—in addition to the procedures just mentioned, 
they w’ould be available to carry out rectal exam¬ 
inations, emotional support of the parturient, and, if 
need be, nearly the entire conduct of labor e.xcept 
actual deliver)’. This w’ould be undertaken only in 
an emergency, but they should be trained for this 
eventuality. If, at any time, the slightest abnor¬ 
mality developed, the obstetrician would be notified 
immediately. It must be emphasized that these 
obstetric assistants w'ould at all times serx’e under 
the direct supervision and control of obsteti'icians, 
and ahvays in hospitals or in doctors’ offices. 

The term “nurse midw’ife” is often applied to tliis 
type of personnel, w’hich I have designated, by 
preference, as “obstetric assistants.” Most nursing 
groups and organizations devoted to the develop¬ 
ment of these obstetric assistants much prefer the 
term “nurse midw’ife.” Moreover, many nurses so 
trained choose to serve in underdeveloped countries 
and can be accredited by such international bodies 
as the World Health Organization only as "nurse 
midwi\'es.” For these two reasons tliis appellation is 
gaining currency despite the stigma w'hich the 
w’ord “midwife” carries in the United States. But, 
by whatever name they may be called, my ow’n 
e.xperience w’ith these nurses indicates beyond 
question tliat they have much to contribute to 
maternity care in the United States and that, w’hen 
the need e.xists, they can do a great deal to relieve 
ovenvorked obstehlcians of routine bmdens. 

But, as indicated, it is my purpose to pose this 
question of paucity of obstetric personnel in the 
1960’s rather than to answ’er it. It is an urgent 
problem, because personnel cannot be developed 
overnight. In addition, the need for more maternit)’ 
beds requires investigation, because already, in most 
hospitals, the stay of maternity patients has been 
reduced to a shameful and irreducible minimum. 
If steps are not taken to meet these tw’o problems, 
the problem of obstetric personnel and tlie problem 
of hospital facilities over the next decade, and if 
the mothers of 1970, just 11 years hence, are neg¬ 
lected because of inadequate persormel and 
shortage of maternit)' beds, their neglect tomorrow 
xvill be the direct result of our apathy ,and in¬ 
decision today. 
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MANAGEMENT OF URETERAL INJURIES 

William J. Staubitz, M.D., Imre V. Magoss, M.D., Melbourne H. Lent, M.D., Eugene M. Sigman, M.D. 

and 

Oscar J. Oberkircber, M.D., BuEFalo 


Injur)' to one or both ureters has been a hazard in 
surgerj’ of the pelvic organs since surgeons first 
began operating in this area. These injuries have 
become more prevalent during die last few decades, 
since surgeons have adopted a more radical ap¬ 
proach to tlierapy of malignant disease involving 
the pelvic organs and colon. This paper reports a 
study of the management of ureteral injuries occur¬ 
ring in an institution in which advanced mahgnant 
lesions are treated by both extensive surgery and 
irradiation. 

The incidence of ureteral injuries as reported by 
different authors varies between 0.5 and 10%.^ The 
exact incidence has never been established, because 
many of these surgical accidents may not be re¬ 
ported and also because unilateral injuries may 
remain asymptomatic and, consequently, may not be 
recognized. 

We shall not attempt to establish a rate of ureteral 
injury in this study because, while complete pre¬ 
therapy and post-therapy urologic evaluations are 
done routinely on all gynecologic patients, they are 
done only when requested on patients of other 
services. Tlierefore, it is possible that certain pa¬ 
tients undergoing rectocolonic surgery may have 
suffered unilateral injuries which have not mani¬ 
fested themselves clinically. 

Causes and Types of Injury 

Abdominal and pelvic surgical procedures are 
regarded as the most frequent cause of ureteral 
injury. Anatomically, tlie ureters are well protected 
from external trauma; however, their proximity to 
the large intestine and pelvic viscera makes them 
vulnerable to surgical and radiologic trauma. 

In the patliogenesis of these surgical accidents 
five factors appear significant: (1) control of 
hemorrhage after a slipped or broken ligature, with 
hast)' attempts to reclamp tlie usually retracted 
bleeding vessel without direct vision; (2) removal 
of large tumors, when the size of tlie lesion itself or 
the operative manipulation may alter the normal 
anatomic landmarks; (3) interference with the 
blood supply, without direct injury to the ureter; 
(4) closure of the posterior peritoneum, with kink¬ 
ing or displacement of the ureters (subsequent 
healing and scarring may result in further obstruc¬ 
tion, necrosis, and/or fistulas); and (5) needle 
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Ureteral injuries occurring in 22 patients 
during surgical and irradiation therapy of 
abdominal cancer were studied, with the 
intention of improving the monagemenf of 
this operative hazard. The most frequent 
type of damage was physical trauma from 
accidents of surgical technique: puncture, 
crushing, or ligation of the ureter. Fibrosis, 
secondary to radiation of tumors close to 
the ureters, occurred in three patients. A 
majority of the injuries were diagnosed and 
repoired at the time they occurred; this is 
the best plan of management. When an in¬ 
jury was not noticed, the signs and symptoms 
usually observed in the immediate postopera¬ 
tive period were pain, fever, azotemia, 
anuria, ond urine draining from an obnormal 
site. A blood-free operative field and care¬ 
ful surgical dissection will keep accidents at 
a minimum, but if one does happen the 
surgeon must be prepared to repair the 
ureter, with varied techniques, depending on 
the site, type, and extent of the injury. Pre- 
operatively an outline of the urinary tract 
should be obtained [by roentgenography) 
and indwelling ureteral catheters inserted if 
possible. 


punctures, necrosis from clamps, and the indiscrim¬ 
inate use of transfixion sutures without the benefit of 
direct vision. » 

Our series of 23 ureteral injuries occurred in 22 
patients. The highest incidence of injury followed 
the Wertheim radical hysterectomy for carcinoma of 
the cervix. Among eight patients with nine ureteral 
injuries one patient suffered a bilateral injury and 
seven patients had unilateral involvement. The 
right meter was injured in tlmee instances and the 
left in six. Five injuries resulted from necrosis, the 
exact cause of which was never determined but was 
thought to be interference with the blood supply; 
three injuries were caused by transection and one 
by ligation of the ureter. 

Surgery of rectocolonic lesions, both malignant 
and benign, accounted for five accidents to the 
ureter. Tliree injuries occurred during a Miles 
abdominoperineal resection for tumor of the recto- 




Vol. 171. No. 10 


UKETEUAL INJUniES-STAUBITZ ET AL. 


121/1297 


sigmoid: two ureters were tiansected and one 
developed necrosis because of angulation. The 
fourth injur>' occurred when a ureter was transected 
during an anterior resection for carcinoma of the 
sigmoid colon and the fifth when a ureter was 
transected during surgery for diverticulitis of the 
descending colon. 

Four injuries were caused by radiation therapy, 
both external and interstitial, for malignancy of the 
cerx'ix and vagina. Specimens obtained from the 
sites of obstruction in these eases indicated fibrosis 
only. 

The five remaining accidents occurred during 
pelvic surgery for lesions of the female genital 
tract. In one case a left ureter was ligated during 
removal of a large granulosa cell tumor of the 
ovars'. Four injuries occurred during hysterectomy 
for benign lesions: the right ureter was ligated in 
three cases and suffered a crushing injury' in one. 

Symptoms and Diagnosis 

The most common symptom of ureteral injur>', 
not recognized at the time of surgery, is abnormal 
urinarj' leakage. Of 16 cases in which it was present 


flank pain, fever, or increasing azotemia, indicate 
possible ureteral injury, and more detailed diag¬ 
nostic studies should be made. Intravenous pyelog¬ 
raphy will show whether the kidneys are functioning 
and whether ureteral and pelvic dilatation is present 
on one or both sides. It may even demonstrate an 
abnormal course of one of the ureters. Any ab¬ 
normal pyelographic finding suggests ureteral in- 
jurj' on the side of the abnormality. 

Instillation of indigo carmine into the bladder 
will demonstrate whether a vesicovaginal or vesico- 
perineal fistula is present. In either case, the dye is 
seen coming tirrough the abnormal tract. If there is 
urinary’ drainage from the vagina or perineum, but 
none of the instilled dye comes through, a ureteral 
fistula may be tentatively diagnosed. 

Cytoscopy in the case of a %'esical fistula xvill 
demonstrate an actual opening in the bladder or 
may demonstrate necrosis or marked edema in the 
suspected site. Wfiien a ureteral injury or fistula is 
present, the bladder may appear normal or show 
only the usual postoperative edema of a mild de¬ 
gree. In the case of a ureteral fistula due to transec¬ 
tion or necrosis the ureteral catheter usually meets 


Table 1,—J/nnogcniciit and Results of Ureteral Injuries Recognized at Time of Surgert/ 


Injury 


Prlimiry P!.4eHst‘arul Opcrtttlon Side ami Site Type Corrective Operation 

Corclnoma of cervix; AVertlielm’s I>eft lowers Cut EoUdo-t . - • - ■ i 

PIvertIcuHtls of slKinold; ubiloinlnoperlncal re«ectlon l-rcft lowers Cut EmMo** 

Carcinoma of FlRinoUl; anterior resection. Left middle % Cut End-to*' 

Fibroid uterus; hysterectomy Rl^ht lower Licatlon and End'to-» * » 

cruRhioR 

Carclnomn of rectum; nl»domluoi>erlneal rc.'cctlon Left lower Cut End-tO’Cnd anastomosis with inttibatlon (silk) 

I’arcinoma of cervix; ^Verthelm's Right lower Cut End-to-end annstomosl.s with Intubation, with 

Ttuhe 

(’arcliionia of cervix; ‘Werthehn’s Right lower % Cut End-to-end Rnastomosl.s with intubation, with 

T tube 


UcsuU 

Good 

Good 

Good 

Good 

Poor 

Poor 

Poor 


there were 11 ureterovaginal fistulas, 3 uretero- 
perineal fistulas, and 2 ureterocutaneous fistulas 
(draining through the abdominal wound). Other 
symptoms noted in these unrecognized cases were 
pain in five cases, fever in three, and azotemia in 
one. Anuria is the predominant symptom if both 
ureters have been ligated. This situation, however, 
was not present in any of the cases being reported. 

Injury to a ureter at the time of surgery is often 
diagnosed by direct observation; otherwise, diag¬ 
nosis must await the onset of symptoms. When there 
is no urinary output after pelvic surgery, bilateral 
ureteral ligation should be suspected. This condi¬ 
tion must be differentiated from acute renal shut¬ 
down due to shock, hemorrhage, or transfusion 
reaction. WTien bilateral obstruction is suspected 
cystoscopy, with passage of ureteral catheters, 
should be done immediately. If the catheters in the 
ureters meet obstruction on both sides, a diagnosis 
of bilateral ureteral injury must be made. If there 
is no ureteral obstruction, acute renal shutdown is 
the more likely diagnosis. 

Postoperative symptoms of abnormal vaginal, 
perineal, or abdominal wall leakage, as well as 


obstruction at the point of injur)'. Occasionally, the 
catheter finds its way into the fistulous tract and 
presents itself through the abnormal opening in 
the vagina, perineum, or abdominal wall. Radio¬ 
paque medium injected through the catheter in the 
obstructed ureter may find its way into the fistulous 
tract to be demonstrated roentgenographically. 

An incomplete injury or loose ligation of the 
ureter may allow the catheter to go through the ob¬ 
structed ureter to the kidney pelvis. Retrograde 
pyeloureterograms may then demonstrate the point 
of partial obstruction. If at all possible, retrograde 
studies of both kidneys should be done to rule out 
the presence of bilateral injury. Diagnosis of 
ureteral injury and its exact location thus requires 
the use of the entire urologic and radiologic 
armamentarium. 

Management 

The ureteral injmies in this series can be placed 
into two categories: those recognized at the, time 
of surgery and repaired immediately (shown in 
table 1) and those unrecognized and repaired from 
two weeks to two years later (shown in table 2). 
Management of most of these accidents was super- 
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\'ised by the urologic service. However, a few cases 
recognized at tire time of surger\' were managed 
without urologic consultation. 

Seven injuries were recognized and treated im¬ 
mediately. Five were managed by end-to-end 
anastomosis and intubation, with use of a no. 6 ure¬ 
teral catheter. The technique used in four cases was 
as follows: The cut ends of the ureter were trimmed 
obliquely to prevent a circular constricting scar and 
then approximated without tension at the anastomo¬ 
sis. With interrupted 0000 chromic catgut on an 
atraumatic needle, the sutures were limited to the 
adventitial and muscle layers, an effort being made 
to avoid the epithelium. In all four cases the site of 
anastomosis was drained, and the splinting catheter 
was removed on the seventh postoperative day. All 
four patients had a successful outcome. Figure 1 
illustrates the results in one of these cases. The 
fifth patient was treated with a similar technique. 


J.A.M.A., Nov. 7, 1959 

Ureteroneocystostomy was used as the only re¬ 
parative treatment in nine cases. This Avas possible 
because the injuries were low in the ureter and 
close to the bladder. Preliminary nephrostomy was 
done in one of these patients to help control severe 
infection and to improve kidney function prior to 
ureteral repair. 

Ureteroneocystostomy was done by simply free¬ 
ing the affected ureter from the surrounding tissues 
for several centimeters above the site of injur)' 
(fig. 2). The ureter was then divided just above the 
injury (fig. 2A). The cut end of the ureter was 
trimmed, split, and brought through a stab woimd 
(fig. 2B) in tire bladder wall as close as possible to 
the trigone (fig. 2C). The split edges of ureter were 
fixed to the bladder wall by fine chromic catgut 
mattress sutures (fig. 2D). The ureter was also 
fixed to the outer bladder wall with several anchor¬ 
ing sutures through the adventitial and muscle lay- 


Table 2.—Management and Results of Ureteral Injuries Unrecognized at Time of Surgery 


Primary Disease uucl Tlierapeutic Procedure 
Carcinoma of cei^Mx; radiation and Wertheim’s... 

Carcinoma of cendx; AVcrtheiin’s. 

Carcinoma of rectum; abdominoperineal re>ectlon 

Carcinoma of cervix; radiation. 

Carcinoma of cendx; Wertheim's. 

Carcinoma of cendx; tVertheim’s. 

Carcinoma of rectum; abdominoperineal resection 
Carcinoma of cervix; radium therapy. 

Fibroid uterus; hysterectomy. 

Fibroid uterus; hysterectomy. 

Ovarian granulosa cell tumor: right oophorectomy 

and excision of cendx. 

Carcinoma of cer\ix; radiation therapy. 

Cervicitis and ovarian cyst; removal of cervical 

stump and salpingo>oophorectomy. 

Carcinoma of cervix: 'SVertheim’s. 

R’ 

Epidermoid carcinoma of vagina; radiation 

therapy and vaginectomy. 

Carcinoma of cen-ix; tVertheim’s. 


Injury 

Intenml 

Side and Site 

Type 

Operation 

Left lower % 

Not known 

10 wk. 

Left lower 

Not known 

3 mo. 

Right lower 

Not known 

3 mo. 

Left lower % 

Fibrosis 

3 mo. 

Left lower H 

Not known 

•2V4 ino. 

Left lower H 

Not known 

1 yr. 

Right lower 'A 

Cut 

2% wk. 

Riglit lower Vj 

Fibrosis 

2 wk. 

Left lower % 

Crushing 

2 mo. 

Right lower % 

Not known 

4M: mo. 

Left lower % 

Ligatioti 

15 days 

Right lower % 

Fibrosis 

2 yr. 

Right middle % 

TJgution 

854 wk. 

Right, site not 
known 

Not known 

C mo. 

Left middle 

Not known 

7 mo. 

Left lower % 

Not known 

8 wk. 


Corrective Operation 
Ureteroneocystostomy 
Ureteroneocystostomy 
Ureteroneocystostomy 
Ureteroneocystostomy 
Ureteroneocystostomy 
Ureteroneocystostomy 
Ureteroneocystostomy 

Nephrostomy followed by uretcroncocj’stostomy 
1. Ureteroneocystostomy 
•2. Ilenl substitute for lower % of ureter 
Ureteroneocystostomy and nephrectomy 
Deligntion, end-to-end anastomosis, and 
intubation 
Ureterolysis 


Result 

Good 

Good 

Good 

Good 

Good 

Good 

Good 

Good 

Poor 

Good 

Poor 

Good 

Good 


Deligntion and ureterotomy with T tube 


Good 


Nephrectomy 

Nephrostomy followed by uretorolysis and 
intubation 

Cutaneous ureterostomy followed by 
nephrectomy 


Poor 

Poor 

Poor 


except that silk instead of chromic catgut was used 
and the site of anastomosis was not drained. Post- 
operatively this patient developed a persistent 
ureteroperineal fistula from the site of anastomosis 
and ultimately required nephrectomy. 

The remaining two patients whose cases were 
recognized and treated immediately were managed 
by an end-to-end anastomosis over a T tube, with 
the long arm brought through the anastomosis and 
tlie abdominal wall. Both patients developed per¬ 
sistent ureterocutaneous fistulas and later required 
nephrectomy. 

Sixteen ureteral accidents were not immediately 
recognized. Of these 12 were surgical accidents and 
4 developed after radiation. These cases were 
managed by different techniques determined by 
the tvTpe, site, and extent of the injurj' and the 
status of kidney function. In each case, at the time 
of e.xploration and ureteral repair, a biopsy speci¬ 
men was taken from the site of injury to determine 
the presence or absence of malignancy. 


ers (fig. 2E). A no. 6 or no. 7 catheter was then 
passed up the ureter to the kidney pelvis, brought 
through a midline stab wound, and anchored to a 
suprapubic drainage tube (fig. 2F). This splinting 
catheter was removed 7 to 10 days later. Of these 
nine cases results were good in eight and one wai a 
failure, requiring later nephrectomy. The remain¬ 
ing seven patients with unrecognized cases were 
managed by seven different techniques, as listed 
in table 2. 

Results 

The results obtained in this series of 22 patients 
with 23 ureteral injuries are summarized in tables 
1 and 2. There were 15 good and 8 poor results. No 
operative mortality was associated with the ureteral 
repairs. Whenever a case ended in a nonfunctioning 
kidney or neplirectomy, the result was classified as 
poor. The results were considered good only if, after 
a sufficient follow-up period, the renal function or 
the involved side was preserved and the patient 
remained asymptomatic. 
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Seven ureteral injuries were recognized and 
treated immediately. Results were good in four 
cases. Unsatisfactory results occurred in three 
cases in which some of the basic principles of 
urologic surgery were not obsers'cd; these errors 
included the use of nonabsorbable suture material, 
T-tube drainage through the anastomosis, and fail¬ 
ure to drain the site of repair. 



Fig. 1—Postoperative excretory pyelogr.am of patient after 
repair of left urcibral injury by end-to-ciid anastomosis and 
intubation. Note normal appearance of left collecting system 
and ureter. 

The unrecognized cases in this series were re¬ 
paired after intervals of two weeks to two years, 
the average interval being six months. Results were 
good in 12 cases and unsatisfactory, resulting in a 
nonfunctioning kidney or necessitating a nephrec¬ 
tomy, in 4. Mhth one exception, the good results 
were obtained in cases repaired after an average 
interval of three months and tire bad results after 
an average interval of five months. The exception 
occurred in a patient with radiation damage, witli 
vaginal urinary leakage for two years. A satisfactory 
repair was obtained. 

Among the 16 unrecognized cases the lower thirgff 
of the ureter was involved in 13 cases, the middle 
third in 2, and in one case tire site was unknown. 
Ureteroneocystostomy was carried out in 10 of 
these patients and good results were obtained in 8. 
Of the two failures the kidney of one patient was 
saved by an ileal loop substitute of approximately 
two-thirds of the ureter during a second reparative 


operation, and a good result was obtained. The 
other ureteroneocystostomy which failed, so that 
the patient ultimately required neirhrectomy to 
stop the urinary leakage, was classified as a failure. 
The three remaining good results occurred in in¬ 
juries of the middle part of the ureter in one case 
and the lower part in two cases. Deligation and an 
end-to-end anastomosis with intubation was suc¬ 
cessful in one case. Ureterol)'sis without intubation 
was successful in another. The third case was 
managed by deligation and intubation with a 
T tube. The long arm of the T tube was brought 
out through a ureterostomy above the site of injur)', 
and a good result was obtained. 

Results were poor in four cases. One involved 
a ureteroneocystostomy and has been discussed 
above. A second patient was seen six months after 
surgeiy, when urologic study revealed a nonfunc¬ 
tioning, infected, hydronephrotic kidney. No attempt 
was made to repair the injury and nephrectomy was 
performed to stop the urinar)' leakage. In a third 
patient an emergency nephrostomy was required 
to combat infection; later, ureteroR'sis and intuba¬ 
tion failed to stop the leakage and a neplmectomy 
was required. The fourth patient had a cutaneous 
ureterostomy after e.xploration revealed a damaged 
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Fig. 2—Technique for ureteroneocystostomy: A, ureter is 
severed proximally to injured area; B, with blunt instrument, 
stab wound is made through bladder wall as close to ureteral 
orifice as possible; C, ureter is pulled into bladder through 
slab wound; D, fine chromic catgut sutures anchor adven¬ 
titia of ureter to serosa of bladder; E, "fish-mouthed” ureter 
is anchored to bladder epithelium with fine chromic catgut 
sutures; F, ureteral catheter splinted. 

segment of ureter approximately 6 cm. from the 
bladder and too short for end-to-end anastomosis. 
Tlie surgeon chose cutaneous ureterostomy and later 
nephrectomy rather than use of an ileal loop or 
bladder flap to bridge tbe defect. 
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Comment 

Although lu-eteral injuries will continue to occur, 
even witlr the most experienced surgeons, prophy¬ 
lactic measures can appreciably decrease tlieir inci¬ 
dence. 

Preoperative P/insc.—Preoperative evaluation of 
the genitourinary tract by means of excretorj^ and/or 
retrograde pyelography will reveal such aberrations 
as congenital anomalies, ureters deviated from their 
normal course by large tumors or inflammator\' 
masses, and primaiy^ incidental urologic diseases. 
Any one of these factors will render the ureter more 
susceptible to surgical trauma. 

In this institute, indwelling ureteral catheters 
have been inserted preoperatively only at the re¬ 
quest of the various surgical services. Whenever 
this preoperative measure was employed, no 
ureteral injury occurred. We believe that the pre¬ 
operative insertion of indwelling catheters is ad- 
risable in all pelvic surgical procedures. 

Operative Phase.—The failure to recognize a ure¬ 
teral injury during surgery eliminates the most 
favorable time for repair. The longer the time inter¬ 
val between obstruction and repair the less chance 
the kidney has for recover)'. 

The technique of repair depends on the site, type, 
and e.xtent of the injury. End-to-end anastomosis 
with intubation and ureteroneocystostomy has given 
us our best results. Use of the T tube as a splinting 
and drainage catheter after ureteral repair is not 
recommended and should be avoided; however, if 
one insists on its use, tire long arm should be 
brought out tluough a separate ureterostomy proxi¬ 
mal to the anastomosis and not tluough the suture 
line. 

Nonabsorbable suture material should never be 
used in urologic surgery where it may be in direct 
contact with urine flow. The site of anastomosis 
should be adequately drained. Anastomosis should 
never be attempted mth the rueters under tension. 

During the dissection and isolation of the ureters 
care must be e.xercised to leave tire ureteral 
adventitia intact, since it has an e.xtremely rich 
collateral blood supply. 


Postoperative Phase.—With a preoperative base 
line of the genitourinar)' tract available, the post¬ 
operative evaluation of these patients enables us to 
recognize asymptomatic ureteral injuries. Many 
authors agree that entablishing adequate drainage 
within two weeks may result in recovery of the 
completely obstructed kidney. However, when a 
urinary fiistula occurs, some form of drainage is 
established which maintains partial renal function 
and provides more time for repair. Nevertheless, 
the physician may be lulled into a false sense of 
security' when the fistula spontaneously ceases to 
drain, for in many such instances this represents the 
end-result of a ureteral injury', namely, a nonfunc¬ 
tioning kidney. 

Conclusions 

Because of the anatomic arrangement of die 
lower part of the ureter there is always danger of 
injury to it in extensive surgery or irradiation of 
the pelvis. Preoperative intravenous pyelograrns 
and preoperative insertion of rueteral catheters are 
the most useful aids in preventing ureteral injuries. 
Tlie use of these procedures indicates that the 
operator is alerted to possible ureteral injuries. 
Early recognition and early repair give the best 
result. 

In tire immediately recognized ureteral injuries 
end-to-end anastomosis with intubation is the pre¬ 
ferred treatment. Ureteroneocystostomy gives tire 
best results in the delay'ed repair of fistulas involv¬ 
ing the lower part of tire ureter. Adequate drainage 
and control of infection are essential. Postoperative 
observation is necessary', since ureteral stricture or 
loss of kidney function may develop. 

40 W. Nortli St. (2) (Dr. Staubitz). 
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A CCEDENT PREVENTION IN CHILDHOOD.-Fatal accidents now take a toll 
/\ each year of about 4,700 children past their infancy but not yet of school 
JL. JL age. These deaths account for more than one fourth of the total at ages 1-4. 
At this early stage of life, accidents cause about twice as many deaths as pneumonia 
and nearly 3 times the number from cancer in all its forms. This is far from a 
satisfactory' situation even though it represiWjJts^a substantial improvement over that 
of only a few years earlier. . . . The primaq- tS^sponsibility for the control of mis¬ 
haps among pre-school children rests upon th^r parents. They must provide good 
supervision, remove hazards, teach simple safety measures, and set good e.\'amples at 
all times. However, physicians, especially pediatricians, are making major contribu¬ 
tions in advising parents on the principles of accident prevention and by promoting 
community programs for child safety.—The Peak in Family Responsibilities, Statisti¬ 
cal Bulletin, Metropolitan Life Insurance Company'. August, 1959. 
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ACUTE LARYNGEAL OBSTRUCTION IN CHILDREN 

Francis W. Davison, M.D,, Danville, Pa. 


Croup is tlic diagnosis most frequently made 
when a physician sees a child witli acute laryngeal 
obstruction. This diagnosis is inadequate because 
tliere are at least si.v different causes of acute ob¬ 
struction. Fatalities can be pres'cnted if the correct 
diagnosis is made early and if proper therapy for 
the cause of the obstruction is promptly initiated. 
Terminology is important. I prefer a classification 
which indicates tlie anatomic site of the obstruction 
as well as the cause of the obstniction, because it 
fixes attention on the factors that must be promptly 
corrected if unnecessary tragic fatalities are to be 
prevented. 

Some years ago I advocated ' the following classi¬ 
fication of acute laryngeal obstruction in children: 
(1) acute obstructive supraglottic laryngitis (acute 
epiglottitis, edematous septic larjmgitis, influenzal 
lanmgitis, and edema of the glottis); (2) supra- 
glottic allergic edema (angioneurotic edema); (3) 
laryngeal diphtheria (membranous croup, true 
croup, and diphtheritic croup); (4) subglottic al¬ 
lergic edema (spasmodic croup, spasnrodic laryn¬ 
gitis, false croup, catarrhal spasm of the lar)’n.K, 
and laryngismus stridulus); (5) acute laryngotrache- 
obronchitis (subglottic latyrngitis, and nondiph- 
theritic croup) and virus croup and (6) foreign 
body in the larjmx or upper trachea. 

I was glad to see this classification copied in one 
of the pediatric te-xtbooks,® because pediatricians, 
who often see these children first, must recognize 
the different types of obstruction and must know 
promptly when to call an otolarjmgologist who has 
the ability to introduce a bronchoscope and per¬ 
form a tracheotomy. 

Each of these forms of acute laryngeal obstruc¬ 
tion causes the classic symptoms of stridor, retrac¬ 
tion of tire soft tissues above the clavicles and in 
the epigastrium during inspiration, and elevated 
pulse and respirator)' rates, but the urgency of 
treatment and type of treatment depend on the 
type of disease present. 

Acute Obstructive Supraglottic Laryngitis 

Acute obstructive supraglottic laryngitis (acute 
epiglottitis)" is a term applied to inflammation in¬ 
volving chiefly the epiglottis and aryepiglottic folds. 
It is a clinical entity and should be distinguished 
from all other types of acute laryngeal obstruction 
because it develops with great rapidity. Only four 
or six hours may elapse from tlie first symptom until 

From the Department of Otolaryngology and Broncho-Esophagologjv 
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Head before the Section on Lao’ngolog>% Oto1og>*, and Rhtnology 
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When children develop acute laryngeal 
obstruction if is important to know promptly 
whether bronchoscopy and tracheotomy are 
called for. During a 14-year period 140 
cases of acute laryngotracheobronchitis have 
been treated. Tracheotomy was found neces¬ 
sary in 28 cases. During 1958 steroid therapy 
was used in 13 cases of acute subglottic 
laryngitis and, in every case this obviated 
the need for tracheotomy. A case history 
illustrates the rapid improvement induced by 
hydrocortisone given by intravenous drip in 
infectious subglottic laryngitis in an atopic 
child. The history of a second case of sub¬ 
glottic laryngitis illustrates the extreme de¬ 
gree of crusting that can occur and the 
promptness of relief when crusts are removed 
by bronchoscopy and respiration is eased by 
tracheotomy. In the experience of the author 
prompt differential diagnosis, followed by 
modern methods of treatment, has been life¬ 
saving in nearly every case of acute laryn¬ 
geal obstruction in children. 


tlie time tracheotomy is urgently needed. Failure to 
recognize this fact may lead to a fatality, as is evi¬ 
denced by the following case report. 

Case l.-This child, a male, aged 2% years, was 
in good healtli until eigiit hours before admission, 
when he had an emesis and was noted to have a 
temperature of 103 F (39.4 C). Two and one-half 
hours prior to his admission on the pediatric serv'- 
ice, his respirations became noisy and rapid. The 
pulse rate on admission was 140 and the respirator}' 
rate 56 per minute. While a lumbar puncture was 
being attempted, the child ceased breathing. An 
emergency tracheotomy was performed, but res¬ 
pirations were not reestablished. One hour had 
elapsed from the time of admission until the time 
of death. Much work had been done, as evidenced 
by the large number of laboratoty reports in the 
cliart, but the child died because tlie attending 
physician did not know that a child with epiglottitis 
can breathe reasonably well sitting up and yet 
breathing can become totally obstructed by the 
swollen supraglottic structures when the child is 
placed in the horizontal position, which was used 
to permit performance of the lumbar puncture. For 
those who place great faith in tlie importance and 
veracity of cultures, I cite the following facts. This 
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child’s nose culture showed Diplococcus pneu¬ 
moniae, the throat culture showed a beta hemo¬ 
lytic streptococcus, and the blood culture showed 
Hemophilus influenzae. 

Coinnjenf.—The clinical picture is usually recog¬ 
nizable without direct larjmgoscopy, and direct 
larj’ngoscopy should be done only by someone who 
has at hand a 3.5-mm. or 4-mm. bronchoscope and 
knows how to introduce it rapidly and safely. The 
fiery red, tremendously swollen epiglottis can be 
seen if the child is e.xamined while being supported 
and restrained in the sitting position if the examiner 
uses a headlight and a small, child-size metal tongue 
blade. If it is done skillfully and quickly there will 
be only momentary increase in dyspnea. These 
children should not be restrained in the supine 
position. 

With this type of obstruction there is stridor on 
inspiration and a coarse, fluttering sound during 
expiration, due to vibration of the swollen aryepi- 
glottic folds. A croupy cough is never present be¬ 
cause a croupy cough is due only to subglottic 
swelling. I have never seen epiglottitis and sub¬ 
glottic edema in the same patient. Respii-ations are 
apt to be relatively slow in proportion to the pulse 
rate, because the patient has learned that rapid or 
forceful inspiration sucks the edematous aryepi- 
glottic folds into the larynx and thus increases die 
obstruction. Pale cyanosis is often present. The 
shock-like picture described by some authors is, in 
my opinion, due to hypoxia. I say this because it 
clears up immediately after introduction of a 
bronchoscope and perfomance of tracheotomy. The 
technique of tracheotomy is well described by 
Galloway.’ Ox'ygen is no substitute for tracheotomy 
but may be used as a temporary measure. These 
children have inspiratoiy stridor as well as the 
coarse fluttering sound during expiration, but there 
is seldom true hoarseness. As Miller ■" says, these 
children insist on sitting up and extend the head 
forward in order to increase the greatly narrowed 
supraglottic ainvay. Older children will complain 
of pain in the throat. Swallowing is very difficult, 
so saliva drools from the mouth. Use of a humidified 
tent is not necessary for patients having supra¬ 
glottic larjmgitis, unless a tracheotomy has been 
done. 

This type of infection is usually, but not always, 
due to H. influenzae, type B. Therefore, after 
tracheotomy, the most important part of the treat¬ 
ment is use of streptomycin given intramuscularly, 
20 mg. per pound of body weight per day in di¬ 
vided doses every six hours, and penicillin given 
intramuscularly. I prefer fortified procaine peni¬ 
cillin G, 1 million units given intramuscularly every 
six hours. The antibiotics selected should be given 
by injection to insiure prompt absorption. There was 
only one death in my series of 20 cases of epi¬ 
glottitis, and tliat was due to delayed tracheotomy. 
Ten patients required tracheotomy. 


Supraglottic Allergic Edema 

Allergic edema involving the supraglottic struc¬ 
tures (angioneurotic edema) can develop witli great 
rapidity and present exactly the same clinical pic¬ 
ture as that caused by acute supraglottic larj'ngitis, 
but direct laryngoscopy shows a pale watery edema 
of the epiglottis and the aryepiglottic folds in con¬ 
trast to the fiery red edema seen when the obstruc¬ 
tion is due to acute supraglottic laryngitis. Allergic 
edema will usually respond quickly to parenteral 
administration of epinephrine, but in one case it 
was necessary to insert a bronchoscope and leave 
it in position for a period of 15 minutes until the 
edema had subsided sufficiently to permit unem¬ 
barrassed respiration. 

In one case tire acute sujrraglottic allergic edema 
in a 6-year-old boy was the result of antitetanic 
serum given 10 days previously. The edema sub¬ 
sided quickly in response to 0.2 cc. of 1:1,000 
aqueous solution of epinephrine given subcutane¬ 
ously. 

Laryngeal Diphtheria 

Laryngeal diphtheria sometimes occurs when 
there is no membrane visible on the pharynx or 
tonsils so that accurate diagnosis must depend on 
direct laryngoscopy confirmed by smears and cul¬ 
tures. However, certain points in the history and 
physical examination should lead the examiner to 
suspect its presence. Usually diphtheritic laiyrngitis 
is slow in development, with a lapse of two or 
three days from the onset of hoarseness until 
dyspnea is sufficiently marked to require trache¬ 
otomy. Usually the temperature is not high and 
may be no more than 100 or 101 F (37.8 or 38.3 C). 
The cry is hoarse because normal vibration of the 
cords is hampered by the presence of membrane. 

A specimen for smears and cultures can be most 
conveniently obtained by using an aspirating col¬ 
lector through a direct laryngoscope. If there is a 
membranous type of exmdate or if direct smears 
show positive results for the presence of diphtheria 
organisms, it is advisable to give antito.xin without 
w'aiting for the culture report. Further details of 
the management of diphtheritic cases may be found 
in any of the standard pediatric textbooks. 

Subglottic Allergic Edema 

Gharacteristically, children with subglottic al¬ 
lergic edema (spasmodic croup, laryngeal stridor, 
spasmodic laryngitis, or false croup) aw'aken at 
night with dyspnea, croupy cough, and inspirator)' 
stridor. They usually have been quite well the pre¬ 
ceding day or may possibly have had a little rhin¬ 
itis but no fever. By morning the symptoms have 
cleared up, only to recur the next night and possib¬ 
ly for several succeeding nights. For generations 
this clinical picture has been referred to as spas¬ 
modic croup, the inference being that the obstruc¬ 
tion is due to adductor spasm of the vocal cords. 
This concept is erroneous for the following reason. 
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The sound of the croupy cough is identical with 
that produced by the subglottic swelling seen by 
direct laryngoscopy in cases of acute laiy'ngotra- 
cheitis. 

The diagrams in the figure show coronal sections 
of a normal laryn,v and tlie location of the sub¬ 
glottic swelling which produces a croupy cough. 
This swelling may be due to a transient allergic 
edema or to the indurated submucosal inflamma¬ 
tion present in cases of infectious subglottic laryn¬ 
gitis. 

In a few cases of so-called spasmodic croup that 
I have observed in hospital practice, direct laryn¬ 
goscopy showed pale watery edema of the sub¬ 
glottic tissues, and the obstructive s>Tnptoms cleared 
up witliin 15 minutes after subcutaneous adminis¬ 
tration of 0.2 cc. of aqueous solution of epinephrine. 
The rapid onset and later improvement in one to 
four hours in tliese patients ha\’ing subglottic al¬ 
lergic edema is quite comparable to the transitory 
nature of hi\'es in the skin. Croup has been referred 



A, coronal section of a normal lar>-nx. B, coronal section 
showing subglottic swelling, which is only cause of croupy 
cough; it may be due to allergic edema or to indurated sub¬ 
mucosal swelling of acute larj-ngotracheitis. 

to as a manifestation of allerg>’ by Vaughan," Rowe," 
Cohen,® Spain,® Urbach,'® and other physicians who 
are experienced in dealing with allergic persons. 

I have suggested the term subglottic allergic 
edema for this malady because it is descriptive of 
both the anatomic location and the etiology. It is 
distinguished from other forms of obstructive lar)m- 
gitis b^>' its sudden onset and by the complete or 
almost complete remission of symptoms during the 
daytime. 

All physicians to whom I have suggested the use 
of epinephrine for treatment of nocturnal spasmod¬ 
ic croup have reported that it was effective and 
have said in addition that use of diphenhydramine 
(Benadiyd) hydrochloride saved them many night 
calls for children who were subject to croup. 

Acute Laryngotracheobronchitis 

Acute laryngotracheobronchitis (subglottic laryn¬ 
gitis) most often begins as primary subglottic 
laryngitis. The children have a dr)', croupy cough 
and inspiratory stridor produced by subglottic 
swelling. In almost all cases the sound of the cry' 


is clear, indicating that tlie edges of the vocal cords 
are normal and free from membrane. The tempera¬ 
ture varies from 100 to 105 F (37.8 to 40.5 C). 
The dyspnea becomes progressively worse over a 
period of one to seven days before it is severe 
enough to require admission of the child to a 
hospital. 

Many of the patients have had previous head 
colds. Head colds cause nasal obstruction and 
mouth breathing so that the e.xtremely dry indoor 
air in winter impinges directly on the larynx with¬ 
out having previously been moistened by passage 
tlrrough the nose. 

The pathological changes observed by means of 
direct laryngoscopy and bronchoscopy are redness 
and swelling of the lateral walls of the trachea just 
below the vocal cords so that the subglottic space 
is reduced to an anteroposterior slit 1 to 2 mm. 
wade. Often the subglottic tissues are coated wa'th 
a layer of dr)', rough, gray adherent exudate w'liich 
e.xtends dow'nw'ard 0.5 in. below the level of the 
cords and increases tlie obstruction. Usually tin's 
e.vudate does not have the appearance of diphthe¬ 
ritic membrane. The sw'elling of the subglottic tis¬ 
sues is firm and indurated as is demonstrated by 
the fact that it requires considerable pressure to 
introduce even a 3.5-mm. bronchoscope. This sub¬ 
glottic swelling is not due to simple w'ater)' edema 
but to infiltration of tlie submucous tissues of the 
conus elasticus w-itli inflammatory cells, as post¬ 
mortem e.xaminations have shown. Holinger ” has 
called our attention to the fact that the subglottic 
tissues are surrounded by a firm cartilaginous ring, 
so that inflammator)' sw'elling can take place only 
at die e.xpense of the airway. 

Our cultures and those of many odier obsen'ers 
indicate that any of the pathogenic gram-positive 
cocci can be die bacterial agent responsible for this 
disease. Moreover, smears made from the intra¬ 
tracheal e.xudate aspirated through the broncho¬ 
scope introduced just prior to tracheotomy show'ed 
gram-positive cocci mi.xed w'ith neutrophils, so it 
seems unnecessar)' to postulate a virus infection as 
the cause of the disease. In addition, most patients 
have show'n such prompt response to treatment 
W’ith penicillin that it seems evident that die in¬ 
fection is due to penicillin-sensitive organisms. The 
viral origin of acute subglottic laiyaigitis has been 
stressed by Rabe.® It is, of course, possible diat a 
virus initiates the infection. This is an academic 
concept of no practical importance because it does 
nodiing to help us prevent or cure the infection. 

Treatment 

The most urgent part of treatment is relief of 
airway obstruction. The patients are placed im¬ 
mediately in a humidified oxygen tent. The rela- 
dve humidity should be at least 90%, w'ith the 
temperature maintained between 70 and 75 F.’® 
The high humidity helps to maintain the fluidity of 
the tracheobronchial secretion and tends to soften 
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the crusts adlierent to the subglottic mucosa so 
that they can be coughed out. We frequently see 
rapid improvement in the airsvay within two hours 
after a child has been placed in a humidified tent.” 
The nurse is instructed to count and record the pulse 
and respirator)' rates every 15 minutes. I regard a 
pulse rate of over 140 or a respiratory' rate of over 
40 per minute as a danger sign. If the pulse and 
respiratory rates continue to increase or do not de¬ 
crease during tlie first three hours after the child is 
placed in the humidified tent, it is probable that 
tracheotomy will be required. If there is obvious 
urgent dyspnea accompanied by the pale gray type 
of cyanosis at the time of admission, a small bron¬ 
choscope is introduced and tracheotomy performed 
immediately before the child is placed in the tent. 

The following case report illustrates the e.xtreme 
degree of crusting that can occur and shows why in¬ 
troduction of a fle.'dble endotracheal tube is not as 
satisfactory as introduction of a bronchoscope just 
prior to tracheotomy. 

Case 2.—An 8-year-old boy was admitted in an 
almost moribund state. He was pale and irrational 
and had rapid shallow noisy respiration. There was 
marked indrawing of the soft tissues in the supra¬ 
sternal notch and in the epigastrium mth each in¬ 
spiratory' effort. Immediate direct laryngoscopy 
showed marked redness and swelling of the lateral 
walls just below tlie vocal cords. Hard, dry adher¬ 
ent crusts almost filled the remaining airway. A 
5-mm. bronchoscope was introduced, and the crusts 
were removed with aspirator and forceps. An 
orderly tracheotomy was then performed. After 
five minutes, the boy sat up and drank a cup of 
water. Cultures from the endotracheal exudate 
showed a beta hemolytic streptococcus. The temp¬ 
erature, which was 103 F (39 C) on admission of 
the patient, retinned to normal in less than two 
days. Additional treatments were used with a 
humidified tent; fortified procaine penicillin G, 1 
million units by intramuscular injection every four 
hours; and streptomycin, 0.25 Cm. by intramuscu¬ 
lar injection every eight hours. The tracheal can¬ 
nula was removed on the sixth day, and the patient 
went home on the eighth day. 

Comment-Some physicians fear tracheotomy be¬ 
cause they have seen fatalities follow it; hence they 
tend to procrastinate and tliereby seriously jeopard¬ 
ize the life of tlie patient. In my e.xperience there 
are only two causes of death after tracheotomy. 
These can be entirely avoided if the correct diag¬ 
nosis is made and proper treatment promptly insti¬ 
tuted. The two causes are pneumothorax and crust¬ 
ing in the trachea and bronchi. Both conditions are 
correctible if diagnosis is made early. 

Crusting in tlie trachea is too often the result 
of overzealous use of the aspirating catheter intro¬ 
duced through the tracheal cannula. To prevent 
destruction of the ciliated epithelium of the trachea 
by the aspirating catheter, I put a collar of ad¬ 


hesive tape around the catheter in such a position 
that the tip cannot be introduced deeper than 0.15 
in. below die lower end of the tracheal cannula. 
Crusts that occasionally form despite use of a hu¬ 
midified tent can be loosened by dropping 5 to 
15 cc. of Ringer’s solution in the cannula and then 
placing the child in a head-low position. Further 
information is given by Galloway.’® 

Pneumothorax sometimes develops spontaneous¬ 
ly before tracheotomy and sometimes is the result of 
injuiy to the dome of the pleura during trache¬ 
otomy. In either event, if the pneumothorax is 
promptly recognized and air is aspirated from the 
pleural space there will be no fatality. The follow¬ 
ing case report illustrates this type of complication. 

Case 3.—A 3-year-old boy was admitted on tlie 
pediatric service with a chief complaint of croup. 
Symptoms had been present for only 24 hours prior 
to admission. Six hours prior to admission the 
difficulty in breathing became severe. On admis¬ 
sion the temperature was 99.6 F (37.5 C); the 
respiratory rate was 40 and the pulse rate 120 per 
minute. 'Thirty minutes after admission the child 
became cyanotic. An emergency tracheotomy was 
performed without prex'ious insertion of a broncho¬ 
scope. A no. 2 tracheal cannula was inserted wth- 
out difficulty, but the child still had a pale ashen 
gray type of cyanosis and labored breathing. Breath 
sounds were absent over the left side of the chest, 
Thoracentesis was immediately performed, and 
200 cc. of air was aspirated. The breathing and 
color promptly improved. It is probable that the 
pneumothorax was present before tracheotomy and 
was the cause of tlie sudden attack of cyanosis 
which prompted the tracheotomy. His convales¬ 
cence was uneventful. 

Comment.—If one is uncertain about the pres¬ 
ence of pneumothorax or mediastinal emphysema, 
one should request prompt roentgenographic ex¬ 
amination. Orton always made it a rule to request 
roentgenographic examination immediately after 
even' tracheotom)'. 

One of the most important recent advances in 
treatment has been the use of steroids. During 1958 
we had 13 cases of acute subglottic latyngitis in 
our hospital. Medical treatment resulted in the 
avoiding of tracheotom)' in all 13 cases. Two of 
tliese patients were given hydrocortisone intrave¬ 
nously and three were given prednisone, 5 mg. hy 
mouth every eight hours. In addition, one patient 
with supraglottic laryngitis was given hydrocorti¬ 
sone intravenously, in addition to penicillin and 
streptomycin intramuscularly. All six of these pa¬ 
tients had a spectacular improvement in the airway 
and marked reduction in the temperature within 12 
to 24 hours. The following case report illustrates 
the value of hydrocortisone given intravenously- 

Case 4.—A 6-year-old boy had fever for five days 
and cough and marked difficulty in breathing for 
12 hours prior to admission. His temperature was 
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104 F (40 C); his puise \\’as 160 and resjjiration 
rate 60 per minute. There was marked retraction 
of the soft tissues above the clavicles and in the 
epigastrium during in.spiration. Mirror examination 
showed marked redness and swelling of the lateral 
walls of the conus elasticus, so the airway was a slit 
only 2 mm. wide. The obvious diagnosis was severe 
acute subglottic laryngitis. The treatment used was 
therapy with hydrocortisone, 100 mg. in 1,000 cc. 
of 5% de.xtrose solution, by intravenous drip over 
an eight-hour period; a humidified tent; and peni¬ 
cillin and streptomycin given intramuscularly. In 
12 hours the temperature was 9S F (36.7 C), the 
pulse 110, and the respiratory rate 24 per minute. 
The culture showed a beta hemolytic streptococcus. 
This child was known to have seasonal allergic 
rliinitis. I have never before seen such rapid im¬ 
provement in a child with severe acute subglottic 
larj’ngitis. 

Data on 140 Patients with Acute Lanjngotraclieobronchitis 
During Fourteen-Year Period 


Triiclicotomies, 

Year Cases, So. So. 

1912. 8 2 

IMS. 8 6 

mi . 14 4 

1W6. 13 4 

IMO. 6 0 

1M7. 6 0 

IMS*. 9 2 

1M9. 8 1 

1930 . n 2 

1931 . 10 1 

1932 . 1 0 

1953 . 3 2 

1954 . 3 0 

1953. 6 2 

1938. 4 1 

1957 . 10 2 

1958 . 13 0 


140 28 

* One Oeath oeeurred in 1948: no deatlis In other yenrs- 

Cominenf.—Infections in allergic persons are 
usually characterized by rapid onset, violent course, 
and slow regression. The use of steroids quickly re¬ 
duces the submucosal edema in both supraglottic 
and subglottic laryngitis. 

The low mortality in this series of patients (see 
table) having acute laryngotracheobronchitis (sub¬ 
glottic laryngitis) is attributed to careful personal 
attention to each patient, large intramuscularly 
given doses of penicillin (3 to 5 million units daily), 
safe intramuscularly given doses of streptomycin 
(20 mg. per pound of body weight per day), cool 
(72 F) moist air, early tracheotomy, avoidance of 
catheter trauma to the mucous membrane of the 
trachea, and postural irrigation ” with saline solu¬ 
tion. 

Foreign Bodies in Larynx or Upper Part of Trachea 

In these cases the severity of the obstruction will 
depend on the size of the object and the traumatic 
or infectious edema which develops subsequently. 


If roentgenographic e.xamination does not give a 
clear-cut answer to the presence or absence of for¬ 
eign body, direct laryngoscopy and' tracheoscopy 
should be done promptly to remove tlie object or to 
make certain that one is not dealing with a purely 
infectious tj’pe of obstruction. 

The presence of a foreign body in the trachea 
should always be considered when one sees a 
dyspneic child. A wheeze heard at the open mouth 
is usually present in such cases. 

Summary and Conclusions 

Prompt differential diagnosis, followed by mod¬ 
ern methods of treatment, will prevent deatli in 
nearly every case of acute laryngeal obstruction in 
children. Acute supraglottic laryngitis may require 
tracheotomy within four hours of the onset of the 
first sjTnptom. Tracheotomy after introduction of a 
bronchoscope is the treatment of choice when ob¬ 
struction is marked. 
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PERIPHERAL NEUROPATHY AFTER EXPOSURE TO AN 
ESTER OF DICHLOROPHENOXYACETIC ACID 

Norman P. Goldstein, M.D., Peter H. Jones, M.R.C.S., L.R.C.P. 

and 

Joe R. Brown, M.D,, Rochester, Minn. 


Disease of the peripheral neiwes has been shown 
in the past to follow exposure to various heavv' 
metals, organic solvents, and medicaments.’ These 
substances are often used in industry' and in the 
practice of medicine. With the synthesis of new 
compounds for both industrial and clinical use, it 
is likely that additional compounds will be shown 
to produce disease of the peripheral nervous system. 

In three cases of polyneuritis the history indi¬ 
cated that exposure to the herbicide dichlorophen- 
ox)'acetic acid (2,4-D) preceded the development 
of the neuritis. The time relationship was such that 
it seemed reasonable that the herbicide caused the 
neurological disease. 

Report of Cases 

Case 1.— A 52-year-old farmer registered at tlie 
Mayo Clinic on Oct. 10, 1955, with the chief com¬ 
plaints of weakness, paresthesia, and aching in all 
four extremities. Five months prior to our exami¬ 
nation, he had spilled about 2 fl. oz. (60 cc.) of a 
10% solution of an ester of 2,4-D on his forearms. 
He had failed to wash it off, and that evening he 
had felt unduly fatigued. A few days later, nausea 
and -s'omiting had developed. These symptoms had 
lasted for 10 days, and during this time the pa¬ 
tient had lost 20 lb. (9.1 kg.) in body weight. 

About two months later, while again using the 
same concentration of this herbicide, the patient 
accidentally had wetted his legs v'ith it. Over the 
next five days nausea and vomiting had developed 
and also diarrhea. A week after tliis second ex¬ 
posure to the herbicide, the patient had noted 
numbness and aching in tlie fingers and toes of 
both right and left extremities. He had been hos¬ 
pitalized. The sensations of numbness and aching 
gradually had extended pro.ximally from the fingers 
to involve the hands, and in the lower extremities 
tliey had reached the lower part of the thighs. 
During the next four weeks, the fingers and toes 
had become more numb, and shooting pains had 
developed in botli feet, the right foot being more 
painful tlian tlie left. The pain had been severe 
enough to require tlie use of narcotics. In addition, 
there had been desquamation of die skin of the 
palms and soles. 


From the Section of Nenrologj-. Ma>-o Clinic and Mayo Foundation. 
Dr. Jones is a Fellow in Neurosurgery, M.ayo Foundation. The hfayo 
Foundation is a part of the Graduate School of the University of 
Minnesota. 


Severe sensory and motor symptoms neces- 
sifated hospitalization of three patients, a 
52-year-old man, a 50-year-old woman, and 
a 65-year-old man. In each case the disorder 
began some hours after the use of prepara¬ 
tions of dichlorophenoxyacetic acid (2,4-D) 
to kill weeds; the symptoms progressed 
through a period of days until pain, pares¬ 
thesias, and paralysis were severe. Disability 
was protracted, and recovery was incom¬ 
plete even after the lapse of years. There 
was little doubt that the neurological damage 
was done by the percutaneous absorption of 
spilled 2,4-D. The electromyographic exam¬ 
ination supported the diagnosis of peripheral 
neuropathy. Since there is no antidote or 
other specific treatment for 2,4-D poisoning, 
this herbicide should be used with caution. 


Approximately six weeks after tlie second ex¬ 
posure to 2,4-D, the condition had progressed so 
far that the patient was unable to walk because 
of the pain and weakness in both legs. He had lost 
sensation in both intestine and bladder but was 
able to urinate and control his bowel movements. 
An examination of cerebrospinal fluid was said to 
have shown an increased concentration of protein. 

At the time of his admission to the Mayo Clinic, 
the findings on the patient’s general examination 
were satisfactory'. The neurological examination 
disclosed the presence of a flaccid quadriparesis 
that was more severe in the lower extremities. 
There was a sensory deficit of the hands and fore¬ 
arms, ivitli moderate impairment in perception of 
pain, light touch, and temperature. In the lower 
extremities there was a similar sensory disturbance 
from the mid-thigh downward. Joint sensation in 
the fingers and toes was absent, as was apprecia¬ 
tion of vibratory' stimulation at the ankles. The 
muscle stretch reflexes were absent. Testing for 
the Babinski sign elicited no response on either 
side. 

The hemoglobin concentration, leukocyte count, 
and erythrocyte count, the results from urinalysis, 
and the serologic test for syphifis were normal, as 
was the result from a sulfobromophthalein (Brom- 
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sulplialein) test of liver function. E.xaniinations of 
the urine for porphyrins and for arsenic disclosed 
none; the lead concentration per liter of urine 
measured 0.03 mg. 

This patient returned for ree.vamination on 
Sept, 18, 1957, stating that his condition had im¬ 
proved gradually in the two intervening years. By 
Januar)', 1956, lie had progressed sufficiently to 
be able to walk with the aid of crutches. In the 
spring of 1956 he had returned to part-time farm 
work. Appro.vimately one year later he had been 
doing full-time work on the farm “except for heavy 
lifting.” His complaints in September, 1957, in¬ 
cluded (1) “numbne.ss” of the feet and fingers, (2) 
inability' to move his toes, and (3) aching of the 
feet. 

The neurological examination revealed marked 
improvement. The patient had only slight difficulty 
in walking on his toes and heels, although he was 
unable to hop on either foot. The muscle stretch 
reflexes were slightly hi'poactive in the upper e.x- 
tremities; the quadriceps reflex was moderately 
decreased bilaterally, and the ankle reflexes were 
absent. Muscular strength was normal, except for 
slight weakness of the muscles of the lower parts 
of the legs and inability to move the toes. Findings 
on the sensory examination were normal, e.xcept 
for subjective hypesthesia and hypalgesia of the 
feet; joint sensation was normal in the feet, but 
vibrator}’ sensation was moderately diminished at 
the ankles. An electroinyogram showed only mini¬ 
mal denervation in the right gastrocnemius and 
decreased motor unit activity in the left extensor 
digitorum longus. 

The patient w’rote to us on Oct. 30, 1958, in¬ 
forming us that his legs had become stronger, al¬ 
though he still could not move his toes, and that 
the paresthesia of his feet and fingers had lessened. 

Case 2.—A 50-year-old bookkeeper and house- 
w’ife registered at the Mayo Clinic in October, 
1955, with the chief complaints of weakness and 
numbness of both legs. She had been well until 
the spring of 1954. Just prior to the onset of her 
illness she had sprayed dandelions with a solution 
of an ester of 2,4-D, kneeling on the ground to do 
so. In the process her hands and legs had become 
wet with the herbicide. Shortly after tliis, she had 
noted swelling and aching of her feet and legs 
that had persisted for about hvo and one-half 
weeks. Rest in bed had given complete relief. The 
patient had been well from then until May, 1955, 
when after a similar exposure to the herbicide 
similar symptoms had occurred. She had continued 
to work, and the swelling had progressed to in¬ 
volve the knees. Her legs had not changed color, 
but tliey had felt warm. 

The patient had been hospitalized for one week 
for observation. On the night of her discharge 
from the hospital excruciating pains had developed 


in her legs and a painful swelling in the meta¬ 
carpal joints of both hands, necessitating rehos¬ 
pitalization that same night. While in the hospital 
she had been affected considerably by anore.via 
and had lost 20 lb. (9.1 kg.) in body rveight. No 
fever or jaundice had been noted. 

Therapy with cortisone had been started but 
was discontinued when the patient became agi¬ 
tated and depressed and had frequent crying spells. 
After three weeks she had returned home but had 
been unable to walk. 

In August, 1955, there had been an episode of 
diarrhea of unexplained origin. After admission 
to a hospital for physical therapy, she had noted 
a rash in the groin that had spread to the thighs. 
The rash had itched, and a few bullae filled w’ith 
serous fluid had developed. After the beginning 
of physiotherapy the numbness of the e.xtremities 
had lessened gradually, but stiffness of the legs 
and difficult}' in walking had persisted. 

At the Mayo Clinic, the findings on the general 
medical examination were normal. The neurologi¬ 
cal examination re\'ealed a flaccid paraparesis, w'ith 
marked weakness of the lower part of the legs. 
Sensory tests of touch, pain, and temperature dis¬ 
closed a moderately severe sensory deficit. The 
sensory loss was more marked in the feet than in 
the legs. In the upper extremities were a sensory 
loss con'esponding to the ulnar nerve distribution 
in the left hand, and a weakness of the intrinsic 
muscles of both hands. The Achilles reflexes were 
absent, but the other tendon refle.xes were not 
unusual. 

The hemoglobin level and the erythrocyte and 
leukocyte counts w’ere normal. Albuminuria, with 
albumin content of grade 2, was the only unusual 
finding in urinalysis. The result of die serologic 
test for syphilis was negative. The fasting blood 
sugar level was normal. Findings from tests for 
lead, arsenic, and porphyrins in the urine were 
negative. 

An electromyographic study showed denervation 
in several peripheral muscles, with typical fibrilla¬ 
tion potentials. The proportion of polyphasic motor 
unit potentials was above normal. The velocit}' of 
conduction was slower than normal in the left 
ulnar nerve (37 meters per second). 

On Nov. 21,1958, we received information about 
this patient from her family physician. She had 
improved, although she still had some pain in the 
legs. She was able to walk but was clumsy on her 
feet. The paresthesia also had lessened. She was 
able to do her own housework, despite the fact 
that she had fallen and fractured one arm. In gen¬ 
eral, she was considered to be appro.ximately two- 
thirds recovered from her worst stage in 1955. 

Case 3.—A 65-year-old farmer registered at the 
Mayo Clinic on Oct. 13, 1955, with the chief com¬ 
plaint that pain in the lower extremities and twitch- 
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ing of muscles liad persisted for five months. Prior 
to the onset of this complaint, he had spent two 
days spraying a cornfield ndth a solution of an 
ester of 2,4-D. During this time his sleeves and 
trouser legs had been wetted with the herbicide. 
On the ne.xt day increasing malaise, headache, 
nausea, and finally vomiting had made him retire 
early. On the following day vertigo had prevented 
his standing, and vomiting had been frequent. After 
four or five days he had felt generally improved, 
but at this time he had noted paresthesia of the 
exti'emities and pain in the legs, as well as twitch¬ 
ing of the muscles of the calves and arms. He 
described the paresthesia and muscle twitching as 
a “feeling of worms crawling beneath the sldn.” 
Gradually the fasciculations had become more 
pronounced, until all skeletal muscles were in¬ 
volved. No muscular weakness had been noted. 

General examination revealed old healed pul¬ 
monary tuberculosis, chronic glomerulonephritis, 
and atrophy of the right testis. The blood pressure 
was 120 mm. Hg systolic and 80 mm. Hg diastolic. 
Neurological examination revealed generalized, e.x- 
tensive fasciculations that were fine to coarse. No 
objective sensorj' or motor deficit was found. No 
evidence of disturbance of the autonomic nervous 
system was noted. Funduscopic examination dis¬ 
closed minimal changes of hypertensive sclerosis. 

The Concentration of hemoglobin and the counts 
of erythrocytes and leukocytes were within normal 
limits. The sedimentation rate was 41 mm. in one 
hour (\^^estergren method), and tlie blood urea 
level 40 mg. per 100 ml. In the urine no arsenic 
and only 0.04 mg. of lead per liter were found. 
Urinalysis showed persistent albuminuria and oc¬ 
casional casts. On e.xamination of the cerebrospinal 
fluid, the findings from manometric studies were 
normal, as was the appearance. The concentration 
of protein was 65 mg. per 100 ml., one lymphocyte 
was present, the Wassermann reaction was nega¬ 
tive, and tire colloidal gold curve was 0000000000. 

An electromyogram (made by Dr. E. H. Lam¬ 
bert) showed no evidence of denervation. The 
velocity' of conduction of tlie left peroneal nerve 
was slightly slowed (38 meters per second). Motor 
unit potentials were normal. Fasciculations were 
of the grouped discharge type and similar to those 
that can be caused by drugs such as neostigmine. 

This patient returned for reexamination on Aug. 
24, 1956. He stated that he had constant pain in 
the upper and lower extremities. He had stopped 
working ‘in November, 1955, because of the pain. 
The fasciculations had persisted. Prednisone therapy 
for three months had not lessened the pain or 
fasciculations, and he was taking codeine to ‘con¬ 
trol tire pain. Minimal paresthesia was present in 
all four extremities. 

The findings from neurological examination were 
essentially unchanged, except for a slight decrease 
in perception of vibrator)' stimuli at the ankles. 


An electromyographic examination indicated no 
significant change from the status disclosed by the 
previous e.xamination. - 

Comment 

* 

In all three of the cases reported above, symp¬ 
toms and signs of a general to.xic reaction as well 
as involvement of the peripheral nervous system 
developed after exposure to an ester of 2,4-D. So 
far as we know, there have been no other reports, 
of a toxic reaction to this substance in humans. 
Hildebrand" mentioned that some investigators 
consumed unreported amounts of 2,4-D and suf¬ 
fered no ill-effect. He also stated that the 2,4-D 
solution is not irritating to the skin. 

Hill and Carlisle,'’ however, in autopsies on ani¬ 
mals subjected to clironic poisoning, found renal 
edema with tubular changes; in some dogs they 
also found evidence of damage to the liver. Bucher’ 
noted the production of temporary myotonia in 
several species of laboratory animals after a single 
injection of 2,4-D. He did not find any striking 
change on histological examination of various or¬ 
gans, but he did note tliat parenteral- administra¬ 
tion in dogs caused sneezing, lacrimation, and 
rubbing of the eyes, as well as a gastrointestinal 
disturbance with vomiting and anorexia. In mice, 
besides the myotonia and other reactions found in 
dogs, there were diarrhea, sluggishness, reluctance 
to move, rigidity of the tail; and a coarse clonic 
tremor. Conia and death followed in some animals, 
while others recovered without residual neuro¬ 
logical deficits. 

Sollmann has said that a syndrome of myotonia, 
stiffness of the extremities, ataxia, letliargy, paraly¬ 
sis, and coma may follow the parenteral adminis¬ 
tration of 2,4-D in e.xperimental animals. Large 
doses may'-cause-wentricular fibrillation also. 

In plants, a concentration of 10 ppm of 2,4-D 
stimulates growth. Mdien the concentration is in¬ 
creased to between 100 and 1,000 ppm, the e.x- 
cessive stimulation of growth kills the deep root 
system.® It has been postulated that the metabolism 
of phosphate is interrupted or inhibited. 

In our patients the toxic substance entered 
through the skin and possibly also by way of the 
respiratory system. The 2,4-D had been diluted, 
but still, with wetting of the extremities and the 
clothing, the exposure apparently was greater than 
usual. The involvement of the peripheral nerx'ous 
system could be a result of a dire'ct to.xic effect, 
or possibly a sensitivity-reaction, such as that seen 
after the injection of a vaccine or an antitoxin. At 
present, the mechaiiism of toxicity that follows 
e.xposure of mammals to 2,4-D is not known. 

In order to prevent further cases of neuropathy 
from this herbicide, it seems logical to recommend 
shorter periods of exposure, frequent washing of 
the skin, and changing of clothes when they he- 
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come wet with the solution. No antidote is known, 
and there seems to be no specific treatment for 
the neuropathy if it develops. 

Summary’ 

Three cases of polyneuritis occurred after heavj’ 
ex'posiire to an ester of dichlorophenoxyacetic acid 
(2,4-D), The mechanism of the toxicit)' affecting 
the'peripheral nervous system is unknown. There 
is no antidote and no specific treatment. 
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THE PROCTOLOGIST AND THE PRACTICE OF MEDICINE 

A. W. Martin Marino, M.D,, Brooklyn, N. Y. 


While ours is called the “age of specialization,” a 
look back through the centuries reveals that spe¬ 
cialization had developed to a marked degree in 
the earliest times of which there is any record. 
Imhotep, an Egj'ptian of the third dsmastj’ (about 
3000 B. C.), the earliest knoum physician, was 
especially skilled in reliexing pain by producing 
sleep. Herodotus of Halicarnassus, tlie Greek his¬ 
torian, reporting his travels in Eg)'pt in tlie fifth 
century B. C., recorded the following statement 
(same meaning given by various translations): 

The art of medicine in Egypt is thus e.xercised: each physi¬ 
cian is confined to the study and management of one disease 
only; there are of course a great number who practice this 
art; some attend the disorders of the eyes, others to those of 
the head, some take care of the teeth, others are conversant 
M'ith all diseases of the bowels; whilst many attend to the 
cure of maladies which are less conspicuous. 

As a general rule, however, practitioners who 
were especially skilled in a branch of medicine in 
ancient times were not necessarily “full specialists” 
as we define specialists todaf. They weVe apt to be 
men.who were more proficient;; in one phase of 
practice and devoted more time to that phase in 
the course of their general practices. 

Pioneers in Endoscopy 

The means to inspect adequately and to e.xplore 
visually the hollow viscera, such as the urinarx’ 
bladder, trachea and bronclii, esophagus, and the 

From the Department of Surger>'. Division of Proctolo©', the 
Brooklyn Hospital, and the Department of Surgery, State University 
York Dovvnstate Medical Cent^ColIege of Medicine, 

^airman’s address, read before thC/Section on Gastroenterology' 
and lYoctoIogy at the 108th Annual hfeeting of the American Medical 
Avsacialion, Atlantic City', June 11, 1959. 


There is evidence that proctology wos 
practiced in ancient times and existed even 
then as a specialty. Nevertheless a proc¬ 
tologist should be a physician first and a 
specialist second. There are many conditions, 
such os pruritus ani and hemorrhoids, that 
should not be treated locally until there has 
been a general search for causative factors. 
Conversely there are many conditions that 
should not be treated systemically until the 
physical examination has included a procto¬ 
logic survey for the diagnostic information it 
may yield. Specialties rise as their need 
arises and fall for lack of usefulness. 
Proctology is a much-needed specialty, but 
physicians must never forget that, whatever 
their regions of special interest, they are 
treating human beings and not just diseased 
parts of people. 


large intestine, for diagnostic and therapeutic pur¬ 
poses, was made possible by ingenious men of 
x-ision xvitb inquiring minds. The urologists xx'ere 
tlie pioneers in such xx’ork. It was Philip Bozini xvlio 
in 1805 devised die first endoscope, xx’liich he called _ 
the lichtleiter, an illuminating tube xvitli xxdiich to 
see inside tlie urinar)' bladder. 

It xvas not until 1895 that tlie first proctoscope 
and sigmoidoscope xx’ere introduced, and it re¬ 
mained for Hoxvard Atxvood Kelly of Johns Hop- 
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kins to do so. The proctoscope was 6 in. in length 
and the sigmoidoscope 8 in. long. Illumination was 
obtained by means of reflected light with a head 
mirror. Hermann Strauss of Berlin in 1910 im¬ 
proved Kelly’s endoscope by adding an inflating 
device. Up to that time the distending effect of 
atmospheric air was depended on to help balloon 
out the rectum. It was not long before very prac¬ 
tical electrically lighted proctoscopes and sigmoido¬ 
scopes became available. The lighting has been 
improved to the degree that instruments 12 in. in 
length and longer can be introduced through the 
anus in suitable patients for exploration of the 
sigmoid and rectum. Modern proctoscopes are 8 to 
10 in. long, and sigmoidoscopes are 10 to 12 in. 
long. There are instruments that can reach higher 
in selected patients, but these instruments are not 
practical for ordinary use. In his “Traite’ D’Endo- 
scopie,” in 1926, Bensaude makes the following 
statement: 

Rectocolic endoscopy such as we practice today in Europe, 
is entirely due to the work of American authors, and the 
outcome of this mode of exploration, inaugurated by Desor- 
meaux, may be compared to that of intubation, which born 
in France with Bouchut’s investigations, was completely for¬ 
gotten there until the day it eame back from America with 
the instruments perfected by O’Dwyer. 

Earliest Records of Proctologic Disorders 

Wide prevalence of diseases of the colon, rectum, 
and anus v'as recorded in the earliest writings with 
which we are acquainted. In the Code of Ham¬ 
murabi (about 2200 B. C.) is found the following 
statement: "If a doctor . . . has cured the diseased 
bowel, the patient shall give five shekels of silver 
to the doctor.” Eber’s papyrus from Egypt (about 
1550 B. C.) alludes to hemorrhoids. Tire Hindus 
(about 1000 B. C.) had knowledge of hemorrhoids 
and five kinds of anal fistulas. In the Old Testament 
there are references to proctologic diseases. 

We are on firmer ground with the Greek writers 
(about 400 B. C.), for in addition to their manu¬ 
scripts some of the instruments actually used in 
the treatment of rectal disorders have been passed 
on to us. The diagnosis and treatment for anorectal 
fistulas is discussed in the Hippocratic writings. 
Celsus (first century A. D.), in his encyclopedic 
work, discussed the diagnosis and treatment of 
fistulas. Galen, who flourished in 165 A. D., had a 
theory that ascites could be caused by blood re¬ 
tained in hemorrhoids. Nothing further of impor¬ 
tance to record can be found until the sixth cen- 
tuv}', when Aetius, physician to the Court of Con¬ 
stantinople, advised the actual cautery for pro¬ 
cidentia recti, a procedure which under certain 
circumstances is still in use. 

We now skip to the 14th century to the time of 
John Ardeme, whose treatise on the cure of fistula 
embodied some major principles which still hold. 
Now, another skip to 1819, at which time a set of 


iron and bronze surgical instruments were un¬ 
earthed in the long-buried city of Pompeii. Among 
them is a two-bladed speculum for anal and rectal 
examinations, a modification of which has its mod¬ 
em counterpart. The year 1835 is a memorable one 
in the history of proctology, for it was the year that 
Frederick Salmon of Lonclon founded St. Mark’s 
Hospital for Fistula and Other Diseases of the 
Rectum. Later, also in London, the Gordon Hos¬ 
pital for Diseases of the Rectum was erected. 

Early American Proctology 

Joseph McDowell Mathews of Louisville, Ky,, 
the 51st president of the American Medical Asso¬ 
ciation, is referred to as the father of American 
proctology. Seventy-five years have elapsed since 
his decision to limit his practice to proctologic dis¬ 
orders, and he prepared himself for the specially 
by visiting clinics and medical centers in New 
York and London. He spent considerable time at 
St. Mark’s Hospital with the Allinghams and others. 

After his return to the United States, after some 
cursory attempts, a meeting was called in 1899, 
largely through his efforts, for the purpose of or¬ 
ganizing a society for those interested in this spe¬ 
cial branch of medicine. In that year and from that 
meeting the American Proctologic Society' was 
founded. Mathews was its first presiding officer. 
Since then the Society has fluorished. 

After four years of preliminaries, finally, in 1916, 
a Section on Proctology of the American Medical 
Association was organized and combined svith the 
Section on Gastroenterology'. The first session of 
the Section on GasHoenterology and Proctology' of 
the American Medical Association was held in New 
York City in 1917, 42 years ago. These special fields 
of medicine have progressively developed tlirough 
the untiring endeavors and zeal of its devoted 
leaders to whom the Section owes its success. 

The proctologist or, if another name is preferred, 
the specialist in the diagnosis and treatment of 
colonic and anorectal diseases is a bipartite spe¬ 
cialist, having both medical and surgical methods 
available, and for that reason is in an advantageous 
position to treat conditions such as clironic ulcera¬ 
tive colitis and decide promptly when medical 
treatment should be discontinued and surgery’ insti¬ 
tuted, rather than permitting the disease to progress 
to a state of inoperability. 

Actually some form of proctology is practiced by 
specialists in other fields, as well as by genera 
practitioners. I am certain that recognized roent¬ 
genologists and dermatologists do not treat pruritus 
ani until and unless the causative factor or factors 
have been searched for, but there are persons 
whose office equipment includes x-ray machines 
who will treat that condition by' radiation Mthou 
the benefit of proper proctologic examination. 
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As a proctologist I Imve found it profitable to 
attend selected sessions of tbe Sections on Anes- 
tliesiology, Derinatologj', General and Abdominal 
Surger)', Pathology and Physiology, and Radiology 
of the Scientific Assemblies of the American Medi¬ 
cal Association, as well as those of my state medical 
societ)'. The truth of the matter is that, although 
specialists practice a limited branch of medicine, 
they do and should has'c overlapping knowledge of 
other departments of medicine. Disorders such as 
perianal melanoma, epidermoid (squamous cell) 
anal and perianal carcinoma, perianal warts, and 
allergic and fungoid conditions demand an inter¬ 
relationship and interchange of information and 
ideas. 

Physician First—Specialist Second 

We should be physicians first and specialists 
second. There is a natural interrelationship among 
several specialties, and this relationship should be 
accepted amicably and with cooperation and not 
decried. I submit that pruritus ani not infrequently 
deserves and receis'es the benefit of dermatological, 
medical, and roentgenologic consultations, but no 
such case should be treated unless a proctologic- 
survey has been completed. 

Because of the pro.Nimity of pilonidal disease to 
the anus, proctologists treat that condition, though 
it has no embrj'ologic connection with the intestine. 
Perhaps it belongs in the realm of general or even 
orthopedic surgen,% but advances reported in the 
treatment of pilonidal disease have emanated prin¬ 
cipally from proctologists who have devoted con¬ 
siderable study to the subject. 

Proctologists are e.xposed to many incidences of 
regrettable complications due to ine.xpert therapy, 
and calling attention to such occurrences should 
not be cause for taking umbrage. Of course it may 
be stated that the proctologist sees only the poor 
results, but there should not be as many avoidable 
poor results as come to our attention. I hasten to 
emphasize that general surgeons properly trained 
in colonic surgerj' do e.xcellent work in that cate- 

gor}'. But the moden .i i-—-ggj Qjjjy 

after having had the ' . i general, 

including a good measure of colonic, surgical train¬ 
ing as well as specialized training in anorectal sur- 
gerj', and he is a source of good proctologic prac¬ 
tice for the community' in which he chooses to 
locate. Wherever proctology is not practiced as a 
specialty, anorectal diseases and many aspects of 
colonic disorders assume a lesser position and often 
do not receive proper consideration and attention. 

General surgeons or surgical specialists, including 
proctologists, may choose to perform some oper¬ 
ations and not others. There are not now many 
surgeons who demand all surgerj' for tlieir domain. 
^^^^erever such a person may e,xist he must be 
aware that in the performance of such an all- 


encompassing variet)' of operations, his effective¬ 
ness must be deficient and below standard in some 
fields. 

As medicine advances and certain diseases are 
conquered, the need for a specialty may be obvi¬ 
ated, or modification and revision of a specialty 
may become necessary. The introduction of reveal¬ 
ing research findings may alter the entire concep¬ 
tion and method of procedure toward a medical or 
surgical problem and thereby markedly affect a 
specialty. The discoveries in the modern treatment 
of tuberculosis, and the modern use of sulfonamides 
and antibiotics, are examples of the change tliat 
can be brought about by new findings. Specialties 
rise as their need arises and fall for lack of useful¬ 
ness. But unless the practitioner is a “one disease 
specialist,’’ specialization will continue to occupy 
a useful and necessary place in the practice of 
medicine. 

As stated earlier, irroctology means more than 
the treatment of hemorrhoids, fistulas, and pruritus 
ani. A visit to the proctologic clinic of an accredited 
hospital staffed by men who are well trained, e.x- 
pert, and dextrous will make the visitor realize 
that proctology is a much needed specialty. Only 
those unfamiliar with the activities in modem 
proctologic clinics believe differently. Many of our 
medical schools, recognizing the need for adequate 
proctologic instruction, have established divisions 
or departments of proctolog)', but there are some 
which style themseh-es great medical centers where 
only meager attention is paid to the teaching of 
proctology. Graduates of such schools become very 
conscious of what they missed in school when as 
interns they are given proctologic instruction. 

Duties and Responsibilities 

We of the medical profession, whether specialists 
or general practitioners, have a duty and respon¬ 
sibility to tile individual men and women and their 
children who come or are brought to us in their 
time of need and an.xiety. We should give attention 
to the personal and emotional requirements of these 
persons, as ivell as the scientific medical care which 
they seek. As physicians we must never forget that, 
whatever the region of our special interest, we are 
treating a person and not just a diseased part of 
that human being. We who are privileged to share 
the confidences of our patients must practice the 
art as well as the science of medicine and thus be 
of the most possible use to those who place their 
lives and trust in our hands. This can be done and 
is being done through the wholehearted collabora¬ 
tion between specialists and generalists who com¬ 
plement each other’s efforts toward the promotion 
of the healtli and well-being of our fellow man. 

80 Hanson Place (17). 
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INCOMPETENT OS OF THE CERVIX AS A CAUSE OF FETAL LOSS 

E. Stewart Taylor, M.D. 
and 

Richard R. Hansen, M.D., Denver 


The incompetent internal os of the uterine cervix 
has been found to be a cause of premature termi¬ 
nation of pregnancy between the 16th and 28th 
w'eeks of gestation. Tliis condition occurs no more 
than once in 500 pregnancies, according to our 
experience at the Colorado General Hospital. We 
have, however, been able to collect data on 40 
patients who have been surgically treated for an 
incompetent internal cervical os. The treatment 
was carried out during pregnancy in each instance. 
These patients and their management are the sub¬ 
ject of this report. The patients in this group have 
been under the care of members of the depart¬ 
ment of obstetrics and gynecology and ha^'e been 
operated on in the past two years at Colorado 
General Hospital, Denver General Hospital, Fitz- 
simons Army Hospital, and private hospitals of 
this community. The operative procedure used is 
a modification of an operation originally suggested 
by Shirodkar ‘ of India and introduced to the 
United States by Barter and associates.' In prin¬ 
ciple, the operation consists of a purse-string su¬ 
ture placed submucosally around the cervix at the 
les^el of the internal os in order to prevent expul¬ 
sion of the fetus before maturity. 

Lash,“ in 1949, was the first person in the United 
States to focus attention on the incompetent cervix 
as a cause of abortion. He stated that the incompe¬ 
tent cervix was a result of trauma and that a defect 
could be found in the cervix. Since then the diag¬ 
nosis of incompetent cervix has been made in 
women without a history of cervical trauma and 
without a recognized physical defect of the cervix. 
Palmer ■“ postulated the congenital incompetent 
cervix and described a short weak cervix; he called 
the condition “hypoplasia of the cervix.” Jeffcoate 
and Wilson ° performed hysterographic studies on 
selected women whose obstetric histories were un¬ 
known to the radiologist. Of 31 women who had 
e.xperienced normal labors at tenn, one had a 
funnel cervix and 5 had minor cornual malforma¬ 
tions. Of 69 u’omen who had e.xperienced prema¬ 
ture labor of unknown cause, 33 had a dilated 
internal os and 15 bad cornual malformations. 
Barter and others ‘ suggest erect posture of man as a 
factor in congenital incompetence. Baden ® has 
discussed tlie physiological relative cervical incom¬ 
petence in twin gestation. 

Diagnosis 

The diagnosis of tlie incompetent cerrdx is sus¬ 
pected tlu-ough history of recurrent middle tri¬ 
mester fetal losses. There is usually a sudden pain- 

Fiom the Department of Obstetrics and G>-necolog>’, University ot 
Colorado Medical Center. 


The surgical procedure here described 
aims fo prevent premature birth and fetal 
wastage caused by weakness of the muscula¬ 
ture of the cervix uteri. The operation, de¬ 
vised by Shirodkar, consists of the applica¬ 
tion of a purse string or tourniquet to the 
cervix. It is indicated only for patients who 
have a history of repeated unexplained mis¬ 
carriages during the second trimester and 
who demonstrate a progressive cervical 
effocemenf and dilatation between the I4ih 
and 28th weeks of gestation. It was per¬ 
formed in 40 patients who had had 182 
previous pregnoncies with 20 premature and 
only 15 full-term infants surviving. Among 
the 40 patients after operation, only 8 had 
unsatisfactory results, for reasons here ana¬ 
lyzed, while 32 delivered normal infants, 
including two sets of twins. Ten deliveries 
occurred per vaginam after removal of the 
purse string, and 22 were cesarean. 


less passage of amniotic fluid between the 16th and 
28th weeks of gestation followed by almost imme¬ 
diate expulsion of the conceptus. 

In one-half of our patients, there was a histor)' 
of previous gynecologic or obstetric trauma. Trau¬ 
ma may arise from a previous delivery, instrumen¬ 
tal dilatation of the cervix, hysterotomy, or cervical 
amputation. A midforceps operation or a difficult 
breech extraction may cause damage to a cervix, 
noth later incompetence. An apparently normal 
term deliver)' may rarely destroy the functional 
integrit)' of the cervix. A visible cervical laceration 
may cause cervical incompetence in subsequent 
pregnancies. 

Presumptive evidence of cervical incompetence 
can be demonstrated by the painless passage of a 
7-mm. Hegar dilator through the internal os of 
the cervix while the patient is not pregnant. Uter¬ 
ine anomalies such as a bicormiate uterus must 
be considered in the differential diagnosis of te- 
peated abortions. Hysterographic confirmation ot 
cervical incompetence is not necessary, but a hyS" 
terogram is valuable for the demonstration ot 
abnormalities of the uterine body. 

An important clinical test for the presumed in¬ 
competent cerx'ix is careful observation of the cerx'U 
during pregnancy. The patient who has an incom¬ 
petent cervix xmll demonstrate cervical effacement 




Vol. 171, No. 10 


FETAL LOSS-TAVLOR AND HANSEN 


137/1313 


and dilatation starting between the 14th and 20th 
weeks of gestation. A suspected diagnosis is con¬ 
firmed when the cervi.\‘ begins to dilate and mem¬ 
branes can be observed or palpated in the cervical 
canal. The open cervi.v should be detected before 
the membranes prolapse into the vaginal vault. If 
prolapse of the membranes occurs, the intrauterine 
volume diminishes, with possible shearing of the 
placental bed, bleeding, and delivery of the im¬ 
mature fetus. In other instances, the e.sposed mem¬ 
branes become infected and rupture, and delivery 
occurs soon thereafter. 

Treatment 

Treatment of the incompetent cervi,v depends on 
the cause. If there is a history' of previous mid¬ 
trimester fetal loss, and a deep laceration of the 
cervical canal, this defect should be repaired by 
trachelorrhaphy when the patient is not pregnant. 
Any other procedure in these patients is likely to 
fail because tine basic defect is not corrected. Tu'o 
of our failures demonstrate the improper selection 
of operative procedures for die incompetent cervi.\. 



A purse-string suture around the internal os is not 
proper treatment for cer\’ical incompetence sec¬ 
ondary to a laceration of the cervix. 

Shirodkar ‘ has emphasized his observation that 
bed rest will often avert the premature labor in 
this syndrome. He sought a more certain method 


of reinforcement of die cervix. Shirodkar used a 
fascia lata transplant placed submucosally around 
the cervix as a tourniquet at the level of the in¬ 
ternal os. 

Indications and Contraindications.—The Shirod¬ 
kar procedure is indicated only for patients who 
have a history of repeated une,\-plained midtri- 

Tadle 1.—Successful Results of Treatment of the 
Incompetent Cervix 

Previous Prcgnaocics Cen ix Closed Uy 

f --- ^ ---y Operation 

Sun’hinff r -^ 

Fetal Term Premature Infant 

Losses, Deliveries, Infants, Week of Weight, 


Patient Xo. 

Xo. 

No. 

No. Gestation 

Gm. 

1 . 

7 

0 

0 

21 

2,780 

f> . 

7 

0 

0 

2fi 

2,420 

S . 

1 

0 

3 

24 

2,400 

4 .. 

0 

0 

0 

1.7 

2,740 

r. 

o 

3 

0 

2.7 

2,000 

« . 

1 

0 

0 

IS 

« 

7 .... 

o 

0 

0 

39 

• 

8 . 

o 

0 

0 

21 

2,640 

0 . 

■A 

0 

0 

18 

2,700 

10 . 

5 

1 

1 

18 

3,240 

11 . 

5 

0 

0 

15 

2,770 

12 . 

4 

0 

3 

10 

S.lOO 

13 . 

1 

1 

3 

23 

3.040 

14 ... 

5 

0 

0 

20 

23 S 0 

ir> . 

6 

0 

0 

14 

2,700 

IB . 

2 

0 

0 

20 

2,.7S0 

17 . 

3 

0 

0 

10 

3,200 

IS . 

4 

3 

4 

SO 

3,900 

10 . 

2 

0 

0 

2.7 

3,400 

20 . 

2 

2 

3 

27 

4,000 

21 . 

3 

1 

0 

22 

3,480 

22 . 

5 

D 

1 

22 

2,000 

23 . 

3 

0 

0 

20 

1.900 

24 . 

S 

i 

0 

23 

3,400 

2.7 . 

5 

0 

0 

23 

3,400 

20 . 

3 

0 

0 

16 

3,000 

27 . 

3 

1 

0 

12 

2,6.70 

28 . 

o 

0 

2 

10 

3.2Sfl 

20 . 

3 

3 

0 

23 

3,.700 

.30 . 

2 

0 

0 

19 

8,210 

31 . 

10 

0 

0 

34 

3,290 

32. 


0 

0 

33 

3,100 


mester fetal 

loss 

and 

demonstrate 

a progressive 

cervical eflfacement and dilatation between the 14th 


and 28di weeks of gestation. Durfee’ reported six 
consecutive failures to avert labor when a surgical 
procedure for closure of a partly dilated cervix 
was performed on patients as late as the 28th week 
of pregnancy. 

Technique of Operation.—Our technique (see 
figure) is similar to that described by Barter and 
others.” The patient is given a general anesthetic for 
the operation. The anterior and posterior lips of 
the cen'ix are grasped with separate tenacula, and 
a 3-cm. transverse incision of the posterior vaginal 
mucosa is made at the level of the internal os. A 
similar anterior incision is made, and die bladder 
is dissected free from the cervix to the level of die 
internal os. An 8-mm. Mercilene tourniquet is then 
passed around the cervix at the level of the internal 
os, as demonstrated in the illustrations. This band 
is then tied as tighdy as possible. Anchoring su¬ 
tures of silk are then placed through the band and 
cervical fascia, anteriorly and posteriorly. The vag¬ 
inal mucosa is closed with interrupted chromic 
catgut sutures. 
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The postoperative course is usually uncompli¬ 
cated. The patient is able to leave the hospital on 
the fourth or fifth postoperative day. No proges¬ 
terone or otlier hormone treatment is used. The 
patient should be cautioned to abstain from inter¬ 
course for three weeks. Normal household actiwties 
may be resumed one week after the operation. 

Results 

Our group of 40 patients had had 182 previous 
pregnancies with only 35 suridving infants, a re¬ 
productive efficiency of 19% (tables 1 and 2). More 
important is the fact that only 15 of the 35 suridv- 
ing infants were at term when delivered. The term 
deliveries occurred as the first pregnancies e.vperi- 
enced by these patients. A normal term deliver^', 
therefore, seems to be followed by cervical incom¬ 
petence in a rare instance. The other 20 siu^dving 
infants were born prematurely. Seven of these in¬ 
fants have permanent complications of prematurity, 
such as blindness and mental retardation. 

Table 2.—Failures in Treatment of the Incompetent Cervix 

Week of 
Gestation 


Patient 

No. 

at Week of 

Operation Abortion 

Apparent Cause of Failure 

33 

16 

21 

Deep cerrical laceration trlth protrusion 
of membranes; spontaneous rupture 
of membranes 

3+ 

22 

22 

Deep cervical laceration Yrith protrusion 
of membranes; intrauterine fetal 
death 

35 

19 

23 

Abruptio placentae 

36 

20 

27 

Ruptured marginal sinus of placenta 
and delivery 

37 

25 

27 

Tourniquet slipped 

3S 

U 

22 

Prolapsed membranes, intrauterine 
death 

39 

10 

16 

Spontaneous rupture of membranes 

■10 

14 

17 

Spontaneous rupture of membranes 


Thirty-two of the 40 patients who have had a 
Shirodkar operation performed during pregnancy 
have been delivered of normal infants. Our success 
rate is 80%. There has not been a failure in the 
last 16 operations performed. Two sets of twins 
were born to tlie successfully treated group. Twen¬ 
ty-two of the successful group were delivered by 
cesarean section, while 10 delivered vaginally after 
removal of the tourniquet. 

There were eight failures in our series of 40 
patients who were treated surgically during preg¬ 
nane}' after a diagnosis of cer^dcal incompetence 
had been made (table 2). Two patients should not 
have had a band placed around their cervices be¬ 
cause they had deep lacerations of the cervi.v that 
needed trachelorrhaphy. These patients have each 
since had a trachelorrhaphy. In two other instances, 
the cerwx had been dilated widely before opera¬ 
tion and the membranes were prolapsed tlirough 
the cervix. Rupture of the membranes occurred a 
few days after the operation had been performed. 

If a cesarean section is performed, the integrity 
of the cerxTX is conserved and future term preg¬ 
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nancies are probably assured. Tliree of our 40 
patients are pregnant for the second time, and their 
pregnancies are progressing normally. 

Comment 

The type of suture material used for closure of 
the cervix has little effect on the final results. IVe 
have discontinued the use of homologous fascia 
lata transplants because of the problems secondar}' 
to obtaining fascia from the patient’s tliigh. We 
are currently using an 8-mm. single-tliickmess strip 
of Mercilene tape. Mercilene tape is strong and 
stimulates adequate fibrosis but causes veiy little 
other tissue reaction. It has an advantage in that 
the 8-mm. size cannot be tied too tightly about 
the cervix. The nonabsorbable tourniquet may be 
removed after termination of the pregnancy if ab¬ 
normal tissue reaction results. 

The incompetent cervical os is a positive entity 
for which a surgical treatment is available and 
effective in a high percentage of patients if the 
diagnosis is correct. There are certain patients 
who have such a prolonged history of midtrimester 
fetal losses that the diagnosis can be made prac¬ 
tically by history alone. It is our opinion that the 
incompetent cervical os should be treated only 
during pregnancy, after the cervix has begun to 
show signs of incompetency. The patient who is 
suspected of haxung an incompetent cersdcal os 
should be e.xamined frequently during her preg¬ 
nancy for signs of early effacement and dilatation 
of the cervix. Dilatation of the cerwx is gradual 
and usually is not perceptible to tlie examiner be¬ 
fore the 14th week of pregnancy. It has been our 
experience, however, tliat wide dilatation of tlie 
cervix with prolapse of the membranes combine 
to make a poor prognosis even after operative clo¬ 
sure of the cervix. It is necessary', therefore, to 
inteidere with surgical closure before dilatation of 
the cervix has progressed beyond early dilatation 
if the best results are to be obtained. 

Conclusions 

Incompetence of tire internal cen'ical os is an 
infrequent but important cause of midtrimester 
abortion. Surgical correction of the incompetent 
internal cervical os during tire second trimester 
of pregnancy is attended by successful pregnancies 
in at least 80% of patients, if tire patients are 
properly' selected for operation. The operation is 
best performed not earlier than die 14th gestational 
week and not later than die 27th week. The pa¬ 
tient suspected of having incompetency of the in¬ 
ternal cervical os should be e.xamined during preg¬ 
nancy' at weekly or biweekly inten'als so that 
pathological and early effacement and dilatation 
of the cervix may' be diagnosed. Surgical closure 
should be considered only after the internal os 
has started to dilate. 

4200 E. Ninth St. (20) (Dr. Taylor). 
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MEDICAL PRACTICE, MEDICAL CARE, AND MODERN SOCIETY 

Malcolm S. M. Watts, M.D., San Francisco 


Medical practice, public healtli, and social wel¬ 
fare have a common basic goal—to work for the 
best interest of the patient, the indit'idual human 
being. This must always he clearly recognized by 
all concerned in their thinking and action. This goal 
finds its highest e-vpression in terms of the golden 
rule. The medical care provided for others must be 
only that which one would wish to receive for 
oneself. 

Problems in Providing Best Care 

The problems of medical practice, medical care, 
and modem society bring us face to face with some 
of the most complex problems of our times. Per¬ 
haps some definitions are in order. First, who are 
those who provide this care and who are those who 
receive it? It is clear that the providers cannot be 
limited to doctors, nurses, medical teclmicians, 
health departments, and social welfare agencies. 
These groups do not supply the necessary funds. 
The providers, therefore, must also include those 
responsible for the source of funds, which in any 
scheme for medical care is ultimately the consumer 
or the public. In the final analysis this includes 
everyone. Every person must meet these costs out 
of his own pocket; tlu'ough prepayment; by means 
of funds provided by industries, through increased 
cost of living; or directly or indirectly in taxes. It 
also follows that in these broad terms the recipients 
of medical care cannot be limited to those who are 
sick, injured, or maladjusted at any given moment 
but must include anyone who is or may become 
sick; this, too, includes everyone. Thus, in these 
social terms, those who are to provide the medical 
care and those who are to receive it are the same. 

Assistant Dean, Unis'ersity of California, School of Medicine; Chair- 
man. Public Relations Committee, Californi.a Medical Association. 

Adapted from a paper read before the National Council of Social 
'VeUare, May 27. 1959. 


It is fallacious to consider medical care as 
a product or commodify, fo assume that 
medicine has developed into a precise 
science, to think that medical care is not 
ultimately paid for by somebody, or to sup¬ 
pose that the interests of the community so 
nearly coincide with those of the individual 
person that he can be reduced to a file 
number without personalized care. There are 
many types of medical practice and many 
ways of financing the operation of hospitals 
and offices, the wages of personnel, and the 
costs of equipment and medicaments. The 
experience of the California Medical Associa¬ 
tion shows that it is possible to develop suc¬ 
cessful programs that will interfere but little 
with the traditional relationship befween doc¬ 
tor and patient. 


Therefore, it becomes of most practical importance 
to be careful to provide only that kind of medical 
care for others which one would wish to receive 
for oneself and one’s family. 

Just what are the essentials of this medical care 
which Americans, individually and collectively, 
must provide for themselves? A recent report ‘ of 
a committee of the American Medical Association 
provides an answer. “Medical care is that service 
which uses every means available to secure and 
maintain a state of physical and mental well-being 
in the individual. Good quality medical care results 
from the full use by the physician of his art, skill 
and .knowledge, and his utilization of the scientific 
facilities available to him. It depends upon the phy- 
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sician’s sincere interest in tlie patient and the pa¬ 
tient’s faitli in his physician.” Thus, the essentials 
include the patient’s needs, the physician’s desire 
to help, the patient’s belief that the physician can 
and udll help, and the tool or teclinology by which 
the help is given. 

It is often inferred that medical care is not now 
provided for all who need it. To any e.vtent that this 
is true, it presents a serious problem to socieW and 
to tlie medical profession. However, it has long 
been a matter of pride to the medical profession 
that it, with the support of the community, has 
always seen to it that everj'one receives basic nec¬ 
essary' medical care regardless of ability to pay and 
that the standards of this care are as high as any¬ 
where in the world. It would appear rather that 
present problems in medical care pertain to its 
rapidly increasing cost and complexity; changes in 
the social, economic, and political en^'ironment in 
which it must be rendered; and the need to insure 
that the best medical care is available to each indi¬ 
vidual in these changing circumstances. Fundamen¬ 
tally, this is of supreme interest to everyone, since, 
in social terms, the ultimate providers and the ulti¬ 
mate recipients are basically the same persons. 

Some Causes 

^^dlat lies behind these complex problems? The 
phenomenal growth of science and technology, par¬ 
ticularly in the last 50 years, has had profound 
effects on medical care and has increased its com¬ 
plexity and cost. It has led to specialization which 
e.xtends even beyond the medical profession and 
includes the work of many paramedical technol¬ 
ogies and many public and voluntary' health and 
welfare agencies. Further, this growth of science 
and technology has affected the whole of society 
and has served to bring everyone into closer and 
more interdependent relationship. 

Profound economic changes have also occurred. 
The devaluation of the dollar together with rising 
taxes during the last 25 years have made it almost 
impossible for the average jperson to save ade¬ 
quately to meet tlie modem cost of serious illness. 
'Techniques have therefore been developed to 
spread this cost more evenly throughout tlie popu¬ 
lation. These include prepaid funds for medical 
care, tax-free funds in tlie foirn of “fringe” benefits, 
and the use of tax funds themselves. These develop¬ 
ments have produced complex changes in so-called 
traditional medical practice. 

There have also been important social and po¬ 
litical trends which are probably inherent in the 
evolution of our democracy. Over 100 years ago 
de Tocquci'ille predicted that in a democracy based 
on the principle of majority mle, the particular 
interests of tlie indiwdual person would gradually 
become subservient to tlie principle to tlie greatest 
good for the greatest number. There is considerable 
ei'idence to suggest that diis is in fact now occur¬ 
ring. Public officials increasingly rely on the advice. 


counsel, and financial support of organizations rep- 
resenting the special interests which large groups 
of persons have in common. Even tlie courts seem 
less apt to uphold the right of a person to be differ¬ 
ent. In passing, it is a curious paradox that “ad¬ 
vances” in democracy tend toward compulsoiy 
collectivism while the collectivist states tliemselves 
have rediscovered tliat individual persons are not 
all alike and have found it necessary to reward 
individual initiative, responsibility, and accom¬ 
plishment. 

What bearing do these developments have on tlie 
medical care which every'one must proHde for 
every'one who needs it? There has been much con¬ 
fusion. In the smoke, fire, and emotion tliat has 
been generated it is all too often forgotten that the 
goal is to do what is best for the patient and that 
the patient is an individual human being whose 
medical problems may be the same or different 
from tliose of his neighbors. 

Some Fallacies 

Several fallacious concepts have been introduced 
which have had surprisingly wide acceptance and 
therefore bear on the problem. 

1. Many persons have come to consider medical 
care to be simply a product or commodity consist¬ 
ing of diagnostic procedures, x-rays, laboratoty 
tests, operations, pills, injections, and tlie like. To 
them, tJie answer to any' problem in medical care 
lies merely in applying well-known mass produc¬ 
tion and mass distribution tecliniques to this com¬ 
modity in the good old American tradition. 

2. Others have come to believe that medical care 
is in fact a precise science, which could almost 
guarantee health for all if it could only be made 
available to every'one. This fallacy' is also obvious. 
Medical science is by no means developed to tlu's 
point, but ei'en if it were precise, the patient is not, 
and therefore medical care can never be. This 
fallacy is perilously' close to that of the hopeless 
search of Ponce de Leon for the fountain of y'outh. 

3. Economic developments also have led to curi¬ 
ously unclear thinking. It is believed by many that 
medical care should be “free.” The fallacy here is 
obvious. It must ultimately be paid for by the 
ultimate consumer—the patient. The more comple.v 
the system the more costly it becomes, because the 
costs of the system must be added to the costs of 
patient care. Also, it is often assumed tlie doctor 
will work devotedly in the interest of his patient 
no matter who pays him. This somehow assumes 
tliat doctors are different from otlier persons, and 
tliis is not true. To the extent that a union doctor 
works for the union, a government doctor works for 
the government, an insurance doctor works for the 
insurance company', or a doctor works for a closed 
panel, a group, or a clinic, his interest in tlie 
patient is proportionately reduced. As a corollary' 
to this, when pools of money for medical care are 
collected through prepay'ment, fringe benefits, or 
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tax funds, the question is seldom asked “whose 
money is it?” Such funds are rarely handled as 
though they belonged to the patient. This has fai‘- 
reaching implications in terms of who is working 
for whom, the special interests of so-called third 
parties who operate the funds, and the personal 
interests of the patient whose ailments may be no 
one’s business but his own. 

4. The principle of the greatest good for the 
greatest number and its development in our de¬ 
mocracy has been mentioned. Under what circum¬ 
stances does this principle apply in the best inter¬ 
est of the individual patient? On reflection, it would 
appear that it applies whenever there is, or may be, 
a great disparity behveen the numbers of persons 
in need of medical care and the amount of services 
which may be available. Thus, it has been found 
to apply in potentially epidemic situations such as 
when the public health is endangered, in military 
medicine, in civil defense, and also in certain re¬ 
mote or economically backward areas where ade¬ 
quate facilities and services are not available. But 
the principle of the greatest good for the greatest 
number has not been found appropriate to the best 
medical care for the individual patient in the nor¬ 
mal circumstances of American life. The average 
American has receis'ed and continues to be entitled 
to personalized care for his individual needs which 
may or may not be similar to the problems of 
others. This best medical care is and should con¬ 
tinue to be the goal and purpose. The individual 
human being should not be reduced to the status of 
a statistic or a file number and receive his medical 
care as a statistical probability. 

5. Reference has been made to some political 
trends in tire evolution of democracy. The funda¬ 
mental question here appears to be “To what ex¬ 
tent is ‘freedom to’ to be sacrificed for ‘freedom 
from’?”, i. e., “To what extent is the independence 
of die individual and his right to personal consid¬ 
eration to be sacrificed to dependence on and inter¬ 
dependence with the greatest good for the greatest 
number?” Medical care is now considered a social 
necessity along with food, shelter, and clodiing. 
But so far, no one in America has seriously pro¬ 
posed that a person’s right to choose Iris food, 
shelter, or clodiing be curtailed. The community 
has always provided the essentials for those who 
were unable to afford the basic necessities. Perhaps 
ff is as fallacious to compel a person to sacrifice his 
freedom to have the medical care he chooses as it 
is to expect him to sacrifice his freedom to choose 
his food, his housing, and his clothing. In this 
sense, medical care problems are fundamental to 
individual freedom in the American way of life. 

If it is agreed that only the best in medical care 
can be satisfactor>' for Americans, then medical 
care must be personalized and individualized and 
die dignity of die human being maintained. Any- 
ibing less is acceptable only as a stop-gap emer¬ 
gency measure. The patient’s special and particular 


needs for medical care must be recognized, diag¬ 
nosed, and treated by a doctor whose primary in¬ 
terest and obligation is the health and welfare of 
his individual patients. Tools and technology must 
be available economically and otherwise. The ele¬ 
ment of the patient’s belief that the physician can 
and will help with his problem must be preserved. 
Somehow, these essentials of the best medical care 
must remain realities in the new technological, 
economic, and social environment. 

The Experimental Approach 

Tire medical profession is an old profession. It 
knows the meaning of truth. It knows that, if some¬ 
thing was really true yesterday, it is true today and 
will still be true tomorrow. It kmows that these 
essentials of medical care are such truths and that 
they must somehow be preserved in the interest of 
the patient if die true goal of the best medical care 
for all is to be achieved. In the historical develop¬ 
ment of its science and technology, medicine has 
dealt with many complex problems. It has tested 
and applied old truths in many new situations. In 
its research it has explored many blind alleys. It 
has seen many promising drugs, operations, or 
“cures” proved dangerous or worthless. It has 
always been willing to experiment but never when 
the risk to the patient seemed undesirable. But 
many of its experiments have been productive of 
new knowledge and useful techniques. It has al¬ 
ways been willing and able to move rapidly and 
effectively whenever a new treatment or a new 
mediod would clearly improve patient care. 

It is these same traditional and sound principles 
which can and should now be applied to the politi¬ 
cal, social, and economic problems of medical care. 
Historically, the medical profession has served 
under every kind of political, social, and economic 
system. It has considerable experience. Its goal 
continues to be the best medical care for the pa¬ 
tient. It has opposed social and political experi¬ 
ments which it believed to be not in the best inter¬ 
ests of the patient in the same way that it refrains 
from scientific e.xperiments which carry an undue 
risk for a human being. It shies away from experi¬ 
ments which may or may not work but from which 
there can be no easy retreat; but it has not re¬ 
mained aloof from these problems; as they have 
become clarified and defined, the profession has 
carried on research. It has conducted experiments 
and encouraged others to do tlie same thing so 
long as the best quality in medical care for the 
patient was not jeopardized. There are others, 
mostly outside the profession, who shortsightedly 
have been more concerned svith quantity in situ¬ 
ations where quality should be their true goal. 

There are many types of medical practice. These 
include traditional solo practice with the use of 
consultant specialists when necessary; partnerships 
where doctors of the same specialties are able to 
exchange their knowledge and experience and yet 
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maintain a close relationsbip between doctor and 
patient; group practice where small or large groups 
of doctors, usually of different specialties, band 
together and where at times the interests of the 
group of doctors may tend to supersede the inter¬ 
ests of tlie patient; various forms of panel practice 
where patients in a given medical care program 
must see certain doctors in order to gain the bene¬ 
fits of tlie program and where the doctor is often 
more responsive to the interests of the program 
than of tire patient; insurance medicine where the 
doctor works for the insurance company; or gov¬ 
ernment medicine where the doctor is clearly 
working for the government. 

Tlrere are many tj'pes of medical care plans 
which provide var^ung degrees of coverage for hos¬ 
pital, home, office, and outpatient care; professional 
services; diagnostic laborator^^ and x-ray services; 
and medicaments. Odrer plans prordde for care in 
clinics, clinics associated with particular hospitals, 
plan-operated healtlr centers, and the like. To be 
satisfactory' to the purchasers tliese plans require 
some degree of certainty’ of coverage. To be satis¬ 
factory’ to the administrator there must be some 
predictability' and control of costs. To be satisfac¬ 
tory’ to the patient tliey should provide freedom of 
choice and freedom of action to botlr doctor and 
patient in the management of tire patient’s particu¬ 
lar problem. In general, the more complex the 
program, die more die costs are increased by 
administrative overhead, the more the phy'sician’s 
effort becomes circumscribed by administrative 
regulation and red tape, and the more the special 
interest of the patient becomes subservient to die 
collective system. 

It is not possible here to assess these medical 
practices and medical care plans in terms of (1) the 
essential elements of the best medical practice, 
(2) die various fallacies which seem to creep into 
thinking about medical care, (3) problems of abuse, 
administrative waste, and overhead, and (4) the 
ultimate costs which must be met by the individual 
consumer, the patient or the potential patient. It 
appears diat to date no medical care program or 
sy’stem of medical practice, including traditional 
medicine, has been developed or proposed which 
entirely meets all of the desirable criteria. 

In California die medical profession has taken 
three major experimental steps toward the solution 
of some of these problems. About 20 years ago it 
established die California Physicians’ Service (Blue 
Shield), which was one of the earliest experiments 
in prepayment for hospital and physicians’ serv¬ 
ices. The experience of die California Physicians’ 
Service has been a stimulus and a guide to many 
odier programs. In an effort to help meet the 
crucial problems of predictability in physician fees, 
the California Medical Association has carried out 
the Relative Value Fee Study which relates doc¬ 
tors’ fees for various services as to one another. 
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This study has been of fundamental importance 
and has made available a guide to insuring agencies 
for estimating doctors’ usual fees for various pro¬ 
cedures and services in various parts of the stale. 

San Joaquin County in California has developed 
what is known as the Foundation Plan for Medical 
Care. This has been in operation for only a little 
more than two years. In this program the members 
of the county’ medical association may join the 
foundation and agree to accept a fee based on the 
Relative Value Fee Study and local costs with 
reductions in fees for those in low income brachets. 
This enable.s die foundation in turn to contract 
with groups of patients for their professional care. 
In this program hospital care, laboratory diagnostic 
precedures, and medicaments are separately in¬ 
sured through Blue Cross, Blue Shield, or a private 
insurance carrier. This program interferes little 
widi the traditional relationship behveen doctor 
and patient and with the best medical care for the 
patient, because die foundation includes most of 
the doctors practicing in the area and it prorides 
what appears to be a workable solution for many 
economic and social needs. 

Comment 

The problems of medical practice, medical care, 
and modern society are in somewhat a state of 
turmoil. One is reminded of a boat running tlirough 
a rapids. The boat is traditional medical practice. 
It contains the gear essential to die best care for 
the patient. There is no turning back. The boat 
must be kept upright and kept pointed toward the 
goal in spite of buffeting from many sides. One 
must keep the essential gear from falling out and 
too much water from splashing in. The goal, the 
end of the rapids, is to preserve the dignity of foe 
patient in die personal matter of his health, to 
strengdien the quality of his medical care, and to 
adapt these fundamentals to the social, political, 
and economic needs of the environment. 

Finally, it has been said diat we are engaged in 
a great erqieriment in democracy and diat it is by 
no means proved y’et that the experiment is a suc¬ 
cess. In its concern with the welfare of its patients, 
traditional medicine is dedicated to making fob 
experiment a success. It Vv'il! continue to work for 
the best interest of the patient, who is identical in 
social terms with die individual human being—fool 
often forgotten element in democracy. In this sense, 
die providers and the recipients of medical care are 
all in the same boat and are all having an exciting 
trip doira the rapids. When the solutions to these 
complex problems become clear, traditional medj- 
cine will act promptly and effectively in the inter¬ 
est of die patient as it has always done. 

909 Hyde St. (9). 
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listeriosis-summary of seven cases of listeria meningitis 

Herbert J. Welshrmer, Ph.D. 
and 

Nancy G. Winglewish, B.S., Richmond, Va. 


Most te.xtbooks of microbiologs' restrict the dis¬ 
cussion of the bacterium Listeria monocytogenes to 
a few sentences or pai-agrapl)S. Such presentations 
lead the reader to conclude that L. monocytogenes 
is of little moment to the clinician. The evidence of 
the past few years indicates that this organism, 
which produces a serious meningitis in persons of 
all ages or fatal granulomatosis in the fetus and 
newborn infant, is widespread but rmrecognized. 

The organism was isolated by Murray and asso¬ 
ciates ' during an epizootic in the laboratory’ col¬ 
ony of rabbits and guinea pigs at Cambridge Uni- 
versit}’ during the years 1923-1924. Listeria infec¬ 
tions subsequently became established in veterinary' 
medicine with the discovery of a s’ariety of clinical 
conditions occurring in domestic animals. The in¬ 
fection was not recognized in humans until 1932, 
when the Danish investigator Nj’feldt ° isolated the 
organism from patients with an infectious mono¬ 
nucleosis simdrome. Several )'ears later, workers in 
the United States reported isolating L. monocj’to- 
genes from patients with meningitis.^ Scattered case 
reports of Listeria infections in humans were pub¬ 
lished, totaling 70 cases by 1949. As a result of tlie 
studies and efforts of Dr. Heinz Seeliger, of Bonn, 
West Germany, and Dr. G. Potel, of Halle, East 
Germany, many cases of listeriosis in humans have 
been discovered in Germany and interest in lis¬ 
teriosis has moimted. Seeliger ■* lists over 200 cases 
of listeriosis in humans that were reported during 
the interval from 1950 to 1955. One inde.x of tlie 
increased frequency of isolation of Listeria in the 
United States is the fact that 22 cultures were sub¬ 
mitted to the Communicable Disease Center in 
Chamblee, Ga., during tlie five-y’ear period from 
1949 tlirough 1954, whereas in the next tliree years 
66 culhires were received.’ 

It is interesting tliat persons who have become 
aware of L. monocytogenes after having recognized 
one case of listeriosis frequently obsers'e other 
cases; consequently, there are a number of reports 
of two or more infections observed by the same 
worker. Hood “ reported 10 cases of listeriosis oc¬ 
curring in tlie New Orleans area from November, 
1954, to November, 1956. By the time of publication 
of her article, six additional cases had been diag¬ 
nosed. Dedrick'' published a report of eight cases 
of Listeria meningitis that appeared in and around 
Los Angeles from 1952 to 1956. She since has Veri¬ 
fied an additional case. Our e.\perience may be the 
reverse of other laboratories, in that we became 
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The identification of Listeria monocyto¬ 
genes as a cause of faocferio/ meningitis 
often has been missed due to its morphologic 
similarity to nonpathogenic diphtheroids. This 
gram-positive-staining micro-organism was 
seen in the spinal fluid specimens from two 
of seven patients. Specific identification was 
made by colony study on cultures grown 
from spinal fluid samples of each of the 
seven patients. The leukocyte count in the 
spinal fluid was not of diagnostic value. The 
signs and symptoms of the three infants and 
four adults did not differ from those of 
meningitis due to other agents. This organ¬ 
ism also causes granulomatosis of the fetus 
and newborn infant, conjunctivitis, urethritis, 
and a type of infectious mononucleosis. 


interested in the organism before any recorded 
appearance of human infections in our area. Only 
a month after we began om: studies, an organism 
which we identified as L. monocytogenes was 
isolated from a patient u-itli meningitis. There were 
no furtlier isolations of Listeria from patients vmtil 
over a year later. In the ne.xt 13 months, however, 
L. monocj’togenes was isolated from the spinal fluid 
of six patients; indeed, two of these patients were 
admitted to tlie same hospital wthin the same 
week. 

Murray,® Seeliger,^ and Hoeprich® have given 
ample descriptions listing tlie manifestations of 
listeriosis, which include meningitis, granulomatosis 
of the fetus and newborn infant, conjunctiiitis, 
endocarditis, uretliritis, and a tj’pe of infectious 
mononucleosis. Meningitis is tlie predominant form 
of listeriosis in humans botli here and abroad. Fetal 
and neonatal granulomatosis, wliich accounts for a 
high percentage of the Listeria infections abroad, 
has been observed only a few times in the United 
States and Canada. 

Summary of Cases 

The table presents details of the seven cases of 
listeriosis that were obsers’ed in Richmond. In all 
of tliese cases small gram-positive diphtheroids were 
cultured from the spinal fluid and sent to us for 
identification. In two of these cases resident staff 
members performed direct e.xaminadon of the spi- 
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nal fluid by stained smears; the organisms observed 
were thought to be Diplococcus pneumoniae in one 
instance and “cocci” in the other. L. monocytogenes 
as seen in direct smears of spinal fluid frequently 
are more coccoid than bacillary' in morphology' and 
har'e been erroneously identified as cocci. Relative 
to the coccoid appearance, some workers have 
stated, “Very likely many cases of so-called sulfa- 
and penicillin-resistant pneumococcus meningitis 
(with the diagnosis based only on smears) are ac¬ 
tually' cases of unrecognized listeriosis. As a matter 
of fact, practically no case of chemotherapy re¬ 
sistant pneumococcus meningitis has been reported 
in Germany since 1951, and the number of cases 
due to Listeria is still increasing.”Easy decolor- 
ization of the organism in spinal fluid has led to 
presumptive diagnosis of Hemophilus influenzae " 
in gram-stained smears. 

Blood cultures were negative in all but one pa¬ 
tient (case 6; see table), a 14-day'-old boy. The 
organism isolated from the blood was L. mono¬ 
cytogenes. 


volvement was also reported by Dedrick ’ in ker 
observations of listeriosis. One can only speculate aj 
to the relation of these findings to the initial focus 
of infection. The usual routine bacteriological pro¬ 
cedures for handling nose and throat specimens 
probably would fail to draw attention to L. mono¬ 
cytogenes unless it was present in abundance, in 
which case it most likely would be dismissed as a 
nonpathogenic diphtheroid. 

As the organisms were isolated, in vitro sensifo- 
ity tests were performed with use of commercial 
antibiotic disks of the following strengths: chloram¬ 
phenicol, 3 meg.; tetracycline, 30 meg.; erythromy¬ 
cin, 2 meg.; penicillin, 2 units; and dihydrostiep- 
tomycin, 10 meg. All seven strains of Listeria were 
found to be sensitive to these antibiotics. Penicillin 
was administered in all cases together with chlor¬ 
amphenicol or a sulfonamide, usually sulfach'azine. 
The patients, with the exception of rivo (cases 4 
and 6) who died soon after admission, became 
afebrile within three or four days after chemother¬ 
apy was instituted. 


Summary of Data from Seven Cases of Listeriosis 


Antjjrenip Date Date of 

Type Atre. of Adnii's- 

(.'aseNo. Ttsolatoil Vr. Sex Onset sion 


Symptoms on 

1 . 3 47 M 8/ (iLVi 8/ 7,'.V3 Stiff neck, fever, 

♦flsorlenfntion 

2.,. t .*»“ M 12,'8 .77 12, 0r7>7 Stiff ncek, fever, vomiting, 

IrritahUlty 

'i . 4 .’>7 M 2 '17/5S 2,’17/.78 (.’'oinatos-e. fever, stiff neck 

4. 4 Oduys F 4/2fi/.4S 4/27/.'>S Tremor, fever, irritability 

.■». 4 10 mo. M 10/2/iS 10/7,^58 Convulsions, fever, stiff 

neck 

0. 4 2wk. M 30'0/oS 10/8/oS Convulsions, fever 


1'' (U M 12/2,/.'S 12/4/r»s Disorientation, stiff neck, 

fever 


■\VBC in 
.Spinal Fluid 

_A 


% Poly-' 


Totttl 

niorpho 

nviclcnr 

Thcrai>y 

Outcome 

fiSO 

20 

Penicniin, suUudinzine 

nischnrRcd trell 8/2S/.'/i 

1,020 

58 

(.’hloraniphcnico!, penicillin 

nisehiirKcd wll l/Jo/M 

U80 

so 

Chloramphenieol, j»eniclJIin 

ni.sohorced with resWo*' 
hrnin damiiEea/llioS 



Ohlorninphcnicol, penicillin 

Dicd4/28/5S 

3,250 

03 

Chloramphenicol, penicillin, 

DisehnrECd well 10/31/55 

2.409 

20 

sulfadiazine 

Penicillin, sulflsoxnzolc, 

Dle<i 10/11/.58 

143 

1.3 

chloramphenicol 

Penicillin, .'julfadlazlne 

nisehiirRed well 12/16/55 


The onset, in most instances, was characterized 
by lethargy', anorexia, and fever followed by the 
rapid development of neurological symptoms for 
winch hospitalization rr'as sought. One patient 
(case 7) presented influenza-like symptoms for a 
period of four day's. He seemed to have recovered 
for two days and then relapsed. Two days after the 
relapse he was sent to the hospital. Another patient 
(case 5), a 10-month-old boy, exhibited fever and 
anore.xia for five day's prior to admission. The onset 
of sy'mptoms in the other patients was sudden; it 
preceded the hospital admission by rivo day's in one 
patient and one day or less in four patients. 

Some upper respiratory' invoh'ement was indi¬ 
cated in three of the patients: The 47-year-old man 
(case 1) display'ed some inflammation of the phar- 
yax. The 10-month-old boy (case 5) had a purulent 
nasal discharge, a slightly injected pharynx, and 
slightly injected nonbulging tyropanic membranes. 
The ty'mpanic membranes of the 9-day-old girl 
(case 4) were red, with questionable bulging, and 
the phary'nx was inflamed. Upper respiratory in- 


Serums were obtained from five of the patients at 
various stages of their illness and were tested for 
Listeria antibodies by' agglutination, hemagglutioa- 
tioD, and complement-fi.xation tests. No significant 
antibody content was detected in any of the semmS' 
This failure to detect antibody supports Hoepnens 
statement, “It is a peculiarity' of Listeria meningitis 
that recovery has not been regularly associated 
with demonstrable humoral antibody.” Perhaps suc¬ 
cessful chemotherapy reduces tlie number of L'S' 
teria so rapidly as to render the antigen level un¬ 
satisfactory for significant antibody response. 

The possibility' of in utero transmission was wn' 
sidered in the cases of the two babies who me • 
One, a 9-day'-old girl (case 4), weighing 3,430 Gtn. 
(7 lb., 9 oz.) at birth, was delivered at full term o) 
a midwife. The mother’s prenatal course was un 
complicated. The‘child, one of three siblings, was 
progressing nicely until she began refusing formu ^ 
and developed a marked tremor of the hands. On 
examination at hospital admission a day Inter, 
rigidity' of the arms and legs was noted, with con- 
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Slant hypere.vtension of the neck and back. Tlie 
temperature was 102 F (38.9 C). Tire child was to be 
given 8 million units of penicillin and 0.5 Gm. of 
chloramphenicol over the next 24 hours; however, 
she died the morning after admission. Permission 
for postmortem e.xamination was not granted. 
Serum obtained from the mother three weeks after 
birth of the child was c.xamined for Listeria anti¬ 
bodies by agglutination, complement-fi.xation, pre¬ 
cipitin, and hemagglutination tests; antibodies were 
not demonstrated by any of these tests. Others have 
detected antibodies in mothers who have delivered 
infected babies. The absence of maternal anti¬ 
bodies, and the fact that the baby was well devel¬ 
oped and apparently healthy, leads us to conclude 
that the infection was contracted after birth and 
not in utero. The nature of the source of infection 
remains undetermined. 

“ The other baby (case 6) was a boy, 2 weeks old 
at the time of admission. He weighed 2,948 Gm. 
(6 lb., 8 oz.) at delivery by a midwife, apparently 
without difficulty, and use of an evaporated milk 
formula was started. Two days before admission to 
the hospital he was seen by a public health nurse 
when he was exhibiting seizures of a grand mal 
type. His mother was reported to have had epileptic 
seizures for many years. At the time of admission 
there was slight nuchal rigidity. Spinal fluid taken 
on admission revealed 2,400 leukocytes, with 20% 
polymoiphonuclear cells and 80% Ijraphocytes. In¬ 
travenous tlierapy witli penicillin, sulfisoxazole 
(Gantrisin), and chloramphenicol was attempted; 
seizures continued, however, and the baby died two 
days after admission. Permission for autopsy was 
not granted. Serologic examination of the mother 
was not performed. It is possible tliat this baby was 
infected in utero at the terminal stages of preg¬ 
nancy and escaped the lethal granulomatosis re¬ 
action that is the fate of the younger and less 
resistant fetus. 

We have examined the meconium of over 170 
aborted fetuses and babies that died shortly after 
birth, and neither direct microscopic examination 
nor culture has revealed Listeria in any of our 
specimens. 

Epidemiology 

There is no indication of a common source of 
infection among tliese seven persons. Two (cases 
1 and 3) lived two city blocks apart; however, they 
were infected with Listeria strains of different 
serologic types. They may have been infected from 
similar sources but not the same source; further¬ 
more, there was an interval of 18 months bebveen 
their illnesses. 

Two patients (cases 2 and 7) lived in the same 
general area, but they too were infected with dif¬ 
ferent serologic types and their illnesses were about 
a year apart. One of these men (case 2) had been 
deer hunting regularly up until the day before his 


admission to the hospital. His history revealed that 
he had been bitten by ticks while hunting. He and 
his hunting companions were impressed with the 
number of ticks observed both on themselves and 
on the deer that season. One of the hunters pro¬ 
vided one of us (H. J. W.) with several similar ticks, 
which tentatively were identified as Ixodes scapu- 
laris. Tliis is of special interest because Gray,“ at a 
recent symposium on listeriosis, stated that a Rus¬ 
sian worker reported isolating L. monocytogenes 
from the Old World tick Ixodes ricinus taken from 
cattle. Gray mentions one other report of isolation 
of Listeria from an insect; namely, larvae of the 
fly Oestrus ovis, infesting the nostrils of listeriotic 
sheep in New Zealand. The possibility of insect 
transmission of listeriosis has not received much 
attention; we hope to conduct studies on b'ansmis- 
sion of listeriosis by ticks. 

Of the seven strains of Listeria, we tentatively 
have identified five strains as serologic type 4 (since 
confirmed by Seeliger as belonging to the subtype 
4b) and one strain^s type 1. The organism from one 
patient (case 7) is a questionable type 1 strain. 
The frequency of occurrence of these types is in 
keeping with the observations of King and Seeliger,“ 
who reported that 71% of their 100 United States 
strains were type 4b. They isolated only one type 3 
strain and no type 2 strain. Only one type 2 strain 
has ever been isolated and identified, that being in 
Scotland. 

Bacteriology 

L. monocytogenes is a nonsporulating, gram-posi¬ 
tive rod, about 0.5 fi in thickness and 1 to 2 in 
length. It is aerobic, facultative, and grows over a 
wide range of temperatures from 4 C to 42 C, with 
optimal growth at 25 C to 37 C. As mentioned 
previously, the organism may appear coccoid in 
spinal fluid; however, on subculture diphtheroid 
morphology is assumed, with a tendency toward 
pallisade formation. The failure to recognize L. 
monocytogenes can be attributed to its morpholog)', 
which is similar to that of the nonpathogenic 
diphtheroids that are commonly observed in clinical 
specimens. The usual procedure is to regard most 
diphtheroids as superficial contaminants of no sig¬ 
nificance. Any diphtheroid isolated from spinal fluid 
should be considered L. monocytogenes until 
proved otherwise. 

The procedure which we have used to identify 
Listeria is as follows: The questionable diphtheroid 
is transferred to brain heart infusion broth and 
held at 23 to 25 C; at the same time the organism is 
streaked on plates of tryptose blood agar base to 
which 1% dextrose has been added. After IS hours’ 
incubation the brain heart infusion broth is ob¬ 
served microscopically in a hanging drop prepara¬ 
tion. L. monocj'togenes is unmistakably (although 
not violently) motile. This feature sets it apart from 
most diphtheroids. At higher temperatures the or- 
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ganism loses its motility in a few hours. The plates 
are incubated at 37 C for 24 hours. They then are 
examined under a stereoscopic microscope illumi¬ 
nated wtli the oblique lighting technique described 
by Gray,’^ who observed tliat such illumination 
produces a characteristic blue fluorescence diat is 
distinctive, although the plate may be crowded 
with colonies of other organisms. The blue colonies 
are picked and a Gram stain is prepared to check 
morphology,'. At 24 hours the colonies are 0.5 mm. 
or less in diameter and are transparent and convex. 
A characteristic butter)' odor is produced by the 
growtli on the trj'ptose de.xtrose medium. The 
combined findings, motility and blue colony ap¬ 
pearance, are excellent presumptive evidence that 
the diphtheroid in question is L. monocytogenes. 

Tlie grou'th from the plate is suspended in saline 
solution and a spot agglutination test is performed 
witli antiserums de\’eloped in rabbits against differ¬ 
ent antigenic types of Listeria. A more thorough 
antigenic study is subsequently performed by pre¬ 
paring H and O antigen suspensions which then are 
tested with specific absorbed H and O antiserums. 

Carbohydrate reactions are perfonned in meat 
extract peptone broth containing 1% of the test 
sugar. Esculin, dextrose, salicin, and rhamnose all 
are fermented in 24 hours at 37 C. The fermenta¬ 
tion of these sugars ser\'es to differentiate L. mono¬ 
cytogenes from Corymebacterium species with 
which it may be confused.Listeria strains var>' in 
their ability to produce acid in lactose and rarely 
produce acid in mannitol. Fom of the strains we 
isolated fermented lactose after 96 hours’ incuba¬ 
tion; none feimented mannitol. 

Since the organisms usually are noted first on 
blood agar, it should be mentioned that L. mono¬ 
cytogenes often produces a beta ty^pe of hemolysis 
around the colony. This should not be used as a 
criterion for differentiation of Listeria from other 
diphtheroids, because the hemolytic activity may be 
extremely weak or absent. 

The production of a purulent conjunctmtis, usu¬ 
ally accompanied by keratitis, is produced in rabbits 
by swabbing the everted eyelid with a young broth 
culture of Listeria. This is highly specific and can be 
used for confirmation of identity; however, we feel 
that the procedmes mentioned above are sufficient 
in most instances. 

Comment 

As indicated above, the failure to recognize 
L. monocs’togenes probably is primarily due to its 
morphology', which causes it to be disregarded in 
the belief that it is a diphtheroid skin contaminant. 
In our own experience we feel that tire screening of 
diphtheroids has been adequate; however, the prob¬ 
ability is great that there were at least as many 
unrecognized cases of Listeria meningitis as tirere 
were cases in which tire organism was isolated. This 
presumption is based on the fact that tire Listeria 


organisms, although easily groum, in some instances 
may be difficult to isolate. This is exemplified in 
the findings of Gray and others,” who ohsened 
cattle suffering widi brain damage that was dini. 
cally diagnosed as listeriosis. Initial cultures of the 
macerated brain tissue of die infected animals were 
negative; after the tissue was held at 4 C for a 
period of three weeks to three months and again 
cultured, however, many Listeria colonies appeared. 
The low-temperature incubation of spiinal fiuid 
taken from patients with meningitis of llnd^ 
termined etiology might well establish some of the 
cases of cryptogenic meningitis as Listeria menin- 
gitis. 

Summary 

Seven cases of Listeria meningitis were obsersed 
in Richmond hospitals over a 2y4-year period, ivitb 
six of these cases appearing in the last 13 months 
of the study. Two of these patients (one 9 and onf 
14 days old) died. 

All of the patients received penicillin and at least 
one other chemotherapeutic agent, either chlor¬ 
amphenicol or a sulfonamide. All seven strains of 
the organism were found to be sensitive to the five 
andbiotics with which they were tested in ritro. 
Two antigenic types of Listeria were isolated. 

1200 E. Broad St. (Dr. Welsbimer). 
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DIAGNOSTIC ERRORS DUE TO FIXED ACUTE ECG PATTERN 
AFTER MYOCARDIAL INFARCTION 

Harris Blinder, M.D. 

and 

Raanan Smelin, M.D,, New York 


After myocardial infarction, the electrocardio¬ 
graphic pattern of the acute process, with elevation 
of the S-T segments, may persist indefinitely in 
some patients. Tins has been termed the fixed acute 
ECG pattern. In these patients electrocardiograms 
taken months or years after the acute episode may 
be misinterpreted as indicating a fresh infarction. 
In such cases, tracings taken because of anginal 
sjudrome or congestis'e heart failure as well as 
routine preoperative or preemplojunent ECG’s may 
lead to an erroneous diagnosis of acute myocardial 
infarction resulting in needless or unnecessarily 
prolonged hospitalization. 

•In this paper five cases are described in which 
such an erroneous diagnosis was made because of 
the persistence of the fi.xed acute ECG pattern. One 
of these patients (case 1) was hospitalized unneces¬ 
sarily after a preemplojnnent ECG; in tliree cases 
there was needless prolongation of hospital stay 
(case .3, three times), and in tsvo cases indicated 
surgerj' was imnecessarily postponed. Aneuiy'sm of 
tile left ventricle was demonstrated in tsvo of the 
patients by roentgenogram or fluoroscopy; the pa¬ 
tient in case 2 revealed calcification of the wall of 
the aneur\>sm 14 years after the original infarction. 

Report of Cases 

Case 1.—A 58-year-old man with no history of 
previous heart disease had an ECG (fig. 1, top) 
taken as part of a routine preemployment examina¬ 
tion on Nov. 14, 1956. Because of the abnormal 
electrocardiographic findings (Q waves and elevated 
S-T segment in the precordial leads), the patient 

Eiom the Cardiovascular Service, Morrisania Cit>’ Hospital. 


O waves and elevated S-T segments In 
the precordial leads of the electrocardiogram 
are commonly interpreted as indicating re¬ 
cent myocardial infarction. In the five cases 
here described they were so interpreted vn- 
iil evidence was obtained showing that the 
abnormalities had existed for periods rang¬ 
ing from three months to perhaps eight years. 
The patients were four men (aged 58, 67, 
67, and 69) and one woman (aged 63). 
Aneurysm of the left ventricle was demon¬ 
strated in two of the five patients; in one the 
wall of the aneurysm ivos calcified. The 
erroneous diagnosis of recent infarction re¬ 
sulted in prolonged, unnecessary hospitali¬ 
zation in all cases and to the postponement 
of necessary surgery on three occasions. A 
single electrocardiogram is not sufficient to 
establish the diagnosis of recent myocardial 
infarction because the finding of Q woves 
and elevated S-T segments in the precordial 
leads after infarction sometimes persists in¬ 
definitely. 


was hospitalized on an emergency basis, with a 
diagnosis of acute anterior wnll myocardial infarc¬ 
tion, Despite the absence of chest pain, abnormal 
physical findings, fever, or leukocytosis, the pa¬ 
tients condition was maintained with bed rest for 
four weeks. An ECG at time of discharge (fig. 1, 
center) revealed no significant change from the 




148/1324 


FIXED ACUTE EGG PATTERN-BLINDER AND SMELIN 


J.A.M.A., Nov. 7,1959 


admission tracing. A follow-np ECG taken three with calcification of its left lateral wall (fig. 3), \\ 

months later (fig. 1, boitom) revealed persistent then became apparent that the patient had not 

elevation of S-T segments. It was then apparent suffered an acute infarction, and the final diagnosis 

that the patient had not suffered an acute myo- was aneuiy^sm of the left ventricle with calcification 

cardial infarction at the time of admission but had of its svall. It was realized that the six weeks of 

a fixed acute ECG pattern resulting from an un- hospitalization had been unnecessary, 

diagnosed infarction in the past. It was realized The patient was readmitted to the hospital on 

that the prolonged hospitalization described above March I, 1956, during an attack of acute pulmonan’ 

had been unnecessar)'. edema. A diagnosis of acute infarction was made 

on the basis of an ECG taken on admission (fig. 2, 
V3, V4 Vs I bottom), which revealed elevated S-T segments 

and Q waves in the precordial leads. However, sub¬ 
sequent comparison with ECG’s of Dec. 2, 1955 
(fig. 2, top) revealed a fixed acute ECG pattern 
(persistence of elevated S-T segments). It was then 
realized tliat the diagnosis of fresh infarction was 
erroneous, and in several days the patient was dis¬ 
charged as improved with a diagnosis of aneurysm 
of the left ventricle. 

Case 3.—A 67-year-old man was hospitalized on 
Dec. 10, 1948, complaining of severe substema! 
pain. Physical examination was unremarkable e.x- 

V2 V3 v, v. 


Fig. 1 (case 1).—Fixed acute ECG pattern for four-month 
period (top to bottom, Nov. 14, 1956; Jan. 2, 1957; and Feb. 

7, 1957). 

Case 2.—A 63-year-old woman rvas hospitalized 
on Dec. 2, 1955, because of sudden onset of dysp¬ 
nea. There was a history of myocardial infarction 
14 years previously. Physical examination was un¬ 
remarkable except for rales and rhonchi tlirough- 
out both lungs. An ECG taken on admission (fig. 2, 
top) revealed elevated S-T segments and Q waves 

in the precordial leads. Despite the absence of Fig. 2 (case 2).—Fixed acute ECG pattern for five-month 

chest pain, fever, hypotension, leukocytosis, or in- period {top to bottom, Oct. 2, 1955; Nov. 16, 195o; on 

creased sedimentation rate, a diagnosis of acute March 1,1956). 

anterior wall myocardial infarction was made, pri- taken on 

marily on the basis of the electrocardiographic admission (fig. 4, top) was interpreted as indicating 
findings. No serial changes were noted in tracings an acute anterior tvall infarction. The temperature 
taken two and six weeks (fig. 2, center) after admis- rose on the day after admission and remained 
sion (persistence of elevated S-T segments), A vated for two days. The patient was kept at heo 

roentgenogram of the chest taken six weeks after rest and was discharged after four weeks with a 

admission revealed enlargement of the left ventricle diagnosis of acute myocardial infarction. 
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The second admission was on April 10, 195.3, 
because of urinars' retention, and prostatectomy 
was considered necessary. An ECG on .April 14 
(fi" 4, center) was interpreted as indicating an acute 
myocardial infarction, and therefore the patient 
was kept at bed rest for one month. Surgical treat¬ 
ment of the prostatic hspertrophy was postponed 
because of the diagnosis of acute infarction. 

The third admission was on .Aug. 17. 19.55, to tire 
genitourinary sersdee because of acute urinary re¬ 
tention. .A cystotomy was performed on .Aug. IS. 
.A routine ECG taken on Aug. 22 tfig. 4. bottom) 
w;is interpreted as indicating acute mterior waU 
myocrirdial infarction, and because of this a second- 
stage prostatectomy was delayed until Oct. 14, two 
montlis after the first stage. The patient was dis¬ 
charged on Nov. 7. 

The fourth admission was on Oct. 13, 1956. be¬ 
cause of cough, fever, and chest pain. The initial 
clinical diagnosis was pneumonia. .An ECG (fig. 4. 
bottom) taken on admission was interpreted as 
indicating an acute myocardial infarction. How¬ 
ever, comparison witli presdous ECG's taken as far 
back as Dec. 10, 1948, revealed a fi.ved acute ECG 





Fis- 3 (case 2).—Roentgenogram of left cardiac border, 
revealing calcification of aneurs-sm of left ventride- 

pattem (persistence of elevated S-T segments). It 
was then realized that the chagnosis of acute myo¬ 
cardial infarction made on the second, third, and 
fourtli admissions were erroneous and that the pro¬ 
longed periods of hospitalization and the delays in 
surgers- at the second and tliird admissions had 
heen unnecessary'. 


C.ASE 4.—During cystoscopy for hematuria on 
March 20, 19-57, a 69-year-old man suddenly com¬ 
plained of ds'spnea and chest oppression, persisting 
for about 15 minutes. An ECG taken within one 
hour (fig, 5. top) was interpreted as indicating an 



Fig. 4 (case 3),—Fixed acute ECG pattern for eight-year 
period (ECG’s taken, top to bottom. Dec. 10, 194S: .4pril 13. 
193.3: .Aug. 22,1953; and Oct. 13,195G). 


acute anteroseptal myoeardial infarction. Despite 
the observation of a fimgating neoplasm of the 
bladder during cystoscopy, it was decided to post¬ 
pone the necessary' operation for si.v to eight weeks 
because of the diagnosis of acute myocardial in¬ 
farction. The patient’s temperature, white blood 
cell count, and sedimentation rate remained nor¬ 
mal. Further questioning revealed a history of acute 
myocardial infarction two years presiously. AMien 
the ECG’s from the previous hospitalization (fig. 5. 
center) were obtained after 10 days, comparison 
with the current ECG’s revealed a fi-sed acute ECG 
pattern (persistence of elevated S-T segments). 
Cystotomy was performed on .April -L 1957 (an 
unnecessary delay' of rivo weeks), and a transitionai 
cell carcinoma of the bladder was removed. -A 
follow-up ECG taken four months later (fig. 5, 
bottom) revealed no chanse from the previous 
ECG’s. 
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Case 5.—A 67-year-old man was hospitalized on 
Sept. 9, 1956, complaining of dyspnea and vague 
chest pains of six weeks’ duration. There was a his¬ 
tory of acute myocardial infarction two years pre¬ 
viously, treated at another hospital. Physical exami¬ 
nation revealed mild congestive failure with bibasal 
rales and hepatomegaly. There was a visible and 

r 


V2 Y, y. 




Fig. 5 (case 4).—Fixed acute ECG pattern for four-month 
period (top to bottom, March 20, 1957; June 13, 1955; and 
July 11, 1957). 


palpable precordial impulse in the left fifth inter¬ 
costal space, medial to the point of maximal 
impulse. An admission ECG (fig. 6, top) was inter¬ 
preted as indicating an acute anterior wall myo¬ 
cardial infarction. There was no elevation of 
temperature or increase in sedimentation rate. 

Because of the diagnosis of acute myocardial 
infarction, the patient was kept at bed rest for^ 
tliree weeks. Fluoroscopy on Oct. 3 showed an^ 
aneur>’smal bulge of the left ventricle, with para¬ 
doxical pulsation. An ECG taken on Oct. 23 (fig. 6, 
center) revealed no change from the admission ECG. 

At this time the ECG’s from the previous hos¬ 
pitalization for acute infarction in 1954 became 
available. Comparison of ECG’s obtained during 
the current admission in 1956 with those of 1954 
(fig. 6, bottom) revealed a fixed acute ECG pattern 
(persistence of elevated S-T segments). It was then 
realized that flie diagnosis of acute infarction made 
in 1956 was erroneous and that the patient had 
been hospitalized unnecessarily for six weeks. The 
discharge diagnosis was aneurysm of the left ven¬ 
tricle. 


Comment 

After myocardial infarction in some patients, tlie 
electi’ocardiographic pattern of the acute process 
may persist indefinitely. The ECG pattern of acute 
myocardial infarction consists of elevated S-T seg¬ 
ments, significant Q waves, and inverted T waves 
in the appropriate leads. Elevation of the S-T seg¬ 
ments is considered to be a manifestation of acute 
myocardial injury and is usually presumptive diag¬ 
nostic evidence of the recency of an infarction. 
While the Q waves and inverted T waves may 
remain as permanent stigmata after an infarction, 
the elevated S-T segments usually return to the 
isoelectric line within days or weeks. 

In some patients the elevation of the S-T seg¬ 
ments associated with the fresh infarction may 
persist indefinitely (the fixed acute ECG pattern), 
so that tracings taken months or years later may be 
misinterpreted as indicating an acute infarction,' 
resulting in diagnostic errors and unnecessarily pro¬ 
longed hospitalization. The reason for the persist- 


Va Vs Y4 Vs 



Fig. 6 (case 5) _Fixed acute ECG pattern for uvo-year 

period ((op to bottom. Sept. 9, 1956; Oct. 23, 1956; s" 
Aug. 7, 1954). 


ence of the elevation of the S-T segments in some 
patients is not completely understood. This fixed 
acute ECG pattern, however, has been noted to 
occur frequently in patients who develop 6" 
aneurysm of the ventricle after myocardial infarc¬ 
tion.'* It is probable that this relationship hetvveen 
ventricular aneurysm and the fixed acute EC 
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pattern is not coincidental, since \'entricular aneu¬ 
rysm was demonstrated in two of tlie five cases 
presented in tin’s paper. One must have a high 
inde.x of suspicion that, in patients with an atypical 
liistory of chest pain and absence of significant 
clinical or laboratory e\'idence, electrocardiographic 
findings suggestive of acute myocardial infarction 
may represent the fi-xed acute ECG pattern of an 
old healed infarction. 

Routine serum glutamic oxalacetic transaminase 
determinations in all cases of suspected myocardial 
infarction would help eliminate some of these diag¬ 
nostic pitfalls." The effectis'eness of this procedure 
as a screening measure is limited by the fact that 
transaminase levels usually return to normal within 
three days after the onset of an acute infarction. 
Some of the diagnostic errors in the cases described 
above might have been avoided by obtaining some 
detailed histories of possible pre\'ious infarction and 
by the prompt comparison of admission ECG’s with 
tracings taken at other hospitals or during earlier 
admissions. It should be pointed out, however, that 
the fi.ved acute ECG pattern may occur as a result 
of a “silent infarction” (case 1), so that even a care¬ 
fully taken history may not be of value. 

In patients who have recovered from acute myo¬ 
cardial infarction, follow-up ECG’s should be taken 
at intervals of several months until the pattern has 
become stabilized. Thus, the presence of a fi-xed 


acute ECG pattern can be established and diag¬ 
nostic errors may be avoided in subsequent emer¬ 
gency situations. 

Summary 

After acute myocardial infarction in some pa¬ 
tients, elevation of the S-T segments may persist 
indefinitely in subsequent electrocardiograms (the 
fixed acute ECG pattern). In five patients this fi.xed 
acute ECG pattern resulted in erroneous diagnoses 
of recent infarction years after the acute event, 
causing needless or unnecessarily prolonged hos¬ 
pitalization. Aneurysm of the left ventricle was 
demonstrated in tivo of the five patients; in one tire 
wall of tire aneurysm was calcified. Care should be 
taken to avoid this diagnostic pitfall. 

1749 Grand Concourse (Dr, Blinder). 
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A CCIDENTAL RADIATION INJURY.-The characteristics of fissionable ma- 
/\ terial vaiy with die mass and shape of the material. It is said to be “critical” 
jL X. when it is of such configuration diat a nuclear reaction can be sustained at 
a fixed level of intensity. If the critical dimensions are exceeded, an e.xponentially 
increasing chain reaction will occur. Accidental excursions of this tj^ie produce 
variable intensities of fast neutrons and gamma rays. Accidents of this nature are 
referred to as criticality accidents. . . . The general consensus is that when man 
is e.xposed to a single wliole-body dose of ionizing radiation, he e.xhibits certain 
clinical signs, symptoms, and laboratory findings which are collectively termed the 
radiation syndrome. . . . The radiation syndrome may be thought of as those 
clinical findings associated with total-body doses of radiation of over 100 rad. 
The typical . . . sequence of events following a large whole-body radiation ex¬ 
posure can be divided into 4 clinical stages; the initial or prodromal stage, the 
latent stage, the manifest illness stage, and the recovery stage. The prodromal 
clinical findings include anore.xia, nausea, vomiting, e-xtreme sweating, fatigue, and 
prostration. These changes remit in the latent period, which begins about 2 days 
later. After about 2 to 3 weeks of well-being a number of developments begin within 
a short time of one another. These may include fever, overt or occult infections, 
scalp hyperesthesia and epilation, purpura and hemorrhage, diarrhea, ileus, cardio¬ 
vascular collapse, severe lethargy, and changes in sensorium. By about the end of 
the sixth week after exposiue the situation has usuallj' been resolved and clinical im¬ 
provement of the surviving patients is rapid, although fatigue may continue for 
some time. . . . About 15% of patients e.xposed to a dose of 100 rad may be ex¬ 
pected to show some of tlie signs and symptoms of the s>'ndrome. The frequency 
increases sharply up to the level of approximately 200 rad, at which level most of 
those exposed would be expected to e,xhibit some clinical s)'inptomatology.—G. E. 
Thoma Jr., M.D., and N. Wald, M.D., The Diagnosis and Management of Acci¬ 
dental Radiation Injury, Journal of Occupational Medicine, August, 1959. 
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PULMONARY CHANGES IN HYDANTOIN THERAPY 

Matthew T. Moore, M.D., Philadelphia 


The medical literature is replete with reports 
of the toxic effects of hydantoin derivatives, such 
as rash, gingival hypertrophy, blood dyscrasia, 
severe necrosis of the skin, and a wide variety of 
nemrological symptoms which now are readily rec¬ 
ognized as a cause-effect relationship.' Tliis study 
deals vvith a more subtle type of toxic manifesta¬ 
tion in the form of pulmonary changes appearing 
on the x-ray film as accentuated bronchovascular 
markings, or diffuse interstitial fibrosis, found in 
patients receiving a hydantoin preparation and 
which, to my knowledge, has not been reported 
heretofore. Tlie substance of these observations 
stems from the data recorded in case 1 below, and 
the subsequent study of a randomly selected group 
of epileptic patients who have received a hydan- 
toinate for several years. 

Report of a Case 

Case 1.—This patient first came under my care 
on Oct. 5, 1949, at the age of 42 years. She bad 
been treated for epilepsy since puberty with vari¬ 
ous anti-epileptic drugs and had received meth- 
oin (Mesantoin, methylphenylethylhydantoin) since 
1945. The chief complaints on Oct. 5, 1949, were 
episodic attacks of paro.xysmal abdominal pain 
and a diffuse, measles-like rash involving the ex¬ 
tremities and the torso. She had discontinued medi¬ 
cation because of the developing rash and subse¬ 
quently e.\perienced the seizures of abdominal 
pain. The rash was considered to be due to tlie 
methoin, and withdrawal of the drug resulted in 
complete elimination of the skin eruption, but this 
was followed by the bouts of abdominal epilepsy."' 
Diphenylhydantoin (Dilantin) sodium was substi¬ 
tuted for the methoin, and the attacks of paroxys¬ 
mal abdominal pain ceased. In a relatively short 
time she developed an intolerance to diphenyl¬ 
hydantoin in the form of severe ata.xia, visual 
disorder, and speech defect, necessitating a return 
to therapy with methoin in smaller dosage in com¬ 
bination with a barbiturate, on which she has 
remained, seizure-free. On April 21, 1953, the pa¬ 
tient sustained minor injuries in a taxicab accident, 
and on May 4, 1953, complained of pain in the 
left side of the chest, posteriorly. Although no evi¬ 
dence of pulmonary disorder was apparent on 
physical examination, an x-ray of the chest was 
obtained. This was reported by Dr. Jacob H. 
Vastine II, as follows; “There is mottling through¬ 
out all of the lung fields suggesting a tracheobron- 


From the Graduate School of Medicine. Univerjity of Pennsylvania. 


The roenfgenograpflic cbaracferisfics of 
diffuse fibrosis were observed as abnormal 
lung findings in a patient who is an epileptic. 
The x-ray picture remained without change 
for six years, and there has been no apparent 
correlation with pulmonary symptoms. Al¬ 
though the patient had no gingival hyper¬ 
trophy, diagnostic study suggested that the 
lung tissue changes were due to a drug 
allergy reaction. The occasionally seen hy¬ 
dantoin hypertrophy of gum tissue is histo¬ 
logically an allergic type of change. Similar 
lung abnormalities were seen on 16 chest 
roentgenograms of 31 patients who had 
taken hydantoin drugs for two or more years. 
Six of the 15 with normal lungs had gingival 
hypertrophy as compared to no hypertrophy 
of the 16 with abnormal lungs. Selective 
tissue sites of allergic reaction to hydantoin 
drugs appear deserving of investigation. 


chitis, pneumonitis or possibly an allergy. Tliis is 
not the usual appearance of tuberculosis, although 
this patient should be kept under observation and 
reexamined in 4 weeks.” The chest pain disappeared 
shortly thereafter and, the patient being symptom- 
free, x-ray studies were not repeated. During the 
early part of 1954 symptoms of pelvic disorder 
developed, and on July 26, 1954, a hysterectomy 
was performed for removal of a large uterine 
fibroid. The viscera were adherent to the uterine 
mass, requiring meticulous stripping of the gut 
from the uterus and adnexa. Convalescence was 
relatively slow. Pain in the left side of the chest 
made its appearance again on Sept. 24, 1954, and 
once more roentgenographic study of the chest 
was done by Dr. Vastine. The report, in part, 
read; “Films of the chest show mottled infiltration 
throughout all of the lung fields. This has not 
changed appreciably during the past 16 months 
(fig. 1). The nature of this is not evident. It h 
probably due to an allergy (LoefBer’s pneumonitis). 
There is nothing which can be interpreted as 
tuberculosis, neoplasm nor other pulmonary pa¬ 
thology.” 

It was at this point that the significance of ttie 
interpretation of the roentgenographic findings, as 
possibly due to an allergic phenomenon, occurred 
to me. I knew of the references in the literature 
regarding the etiology, pathogenesis, and patholog3' 
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of gingi^'iU hyperplasia incident to Irydantoin ther¬ 
apy, and diat several antliors considered the epi¬ 
thelial and collagen hypertrophy to be of allergic 
origin.” Moreover, the patient had normal gums. 
IVhy then could not the roentgenographic findings 
represent proliferation of the epithelial and colla¬ 
gen components of the bronchioles and/or vascu¬ 
lar collagen disease similar in nature to that 
ewdent in the gums of some patients receiving 
hydantoin preparations? To test the validity of 
this concexrt, 30 additional jratients who were on 
diphenylh}'dantoin and/or medioin therapy were 
studied. 

A dramatic epilogue to the history of the patient 
during December, 1958, and January, 1959, high¬ 
lights tlie necessih' of recognizing the role of hy- 
dantoin in producing a form of pulmonary fibrosis, 
because of the alarm and e.xpense to the patient 
and the apparently unnecessary array of studies 
and consultations which were done in hospital. 
During the latter part of December, 1958, while 
vacationing in Florida, the x^atient developed an 
upper resxriratorj' infection u'ith cough and respira- 



Fig. 1 (case 1).—Sept. 24, 1954. Mottled areas diffusely 
scattered throughout both lung Belds. Identical to film taken 
^tay 4, 1953. 


tory distress. The symptoms cleared after two 
Weeks while she was taking an antibiotic. On 
Jan. 26, 1959, she experienced a mild chill, asso¬ 
ciated with a cough, and an x-ray of the chest 
Was made at a Miami hospital. She was informed 


of the scattered opacities in the chest and told 
they were quite serious. The physician suggested 
that she return to Philadelphia at once for further 
study and treatment. She consulted an internist, 
who admitted her to the Graduate Hospital, Uni¬ 
versity of Pennsyb'ania, on Jan. 29, 1959. Here 
e.xtensive hematological studies, heterophil anti- 



Fig. 2 (case 1).—Jan. 26, 1959. Pulmonar)' changes arc 
similar to those in figure 1. Gums normal. 


body studies, agglutination tests, bacteriological 
investigations, and roentgenographic studies of the 
chest and kidneys were carried out. Numerous 
consultants examined her. During her stay in hos¬ 
pital she was free from pulmonary symptoms. The 
only finding of significance in the many studies 
was the scattered mottling of pulmonary fibrosis 
which corresponded with the films of May 4, 1953, 
and Sept. 24, 1954. The report of the x-ray depart¬ 
ment concluded: “In view of the clinical history 
and previous studies made elsewhere, this may 
represent some unusual allergic reaction. Howe\"er, 
the findings themselves are consistent with sar¬ 
coidosis, Loeffier’s syndrome, eosinophilic granu¬ 
loma, or even a granulomatous process such as 
tuberculosis or fungus. The chest is otherwise 
negative” (fig. 2). The internist summarized his 
findings on Jan. 3, 1959, by saying: “Tliere is a 
remarkable disproportion behveen sj'mptoms and 
signs and the extensive pulmonary changes. Tuber¬ 
culosis, fungal infection, sarcoidosis, lupus erythem¬ 
atosus must all be excluded.” After studies u'ere 
completed he made the final comment: “Wftliout 
biopsy, I should suggest a diagnosis of suspected 
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pulmonan' fibrosis, cause undetermined. Consider 
patient non-infectious.” She was discharged from 
hospital asymptomatic, and has remained so to 
date. 

Material and Method 

Thirty-one patients were selected at random 
from a larger series of private patients who 



Fig. 3 (case 30).—“Severe accentuation of bvonchovascular 
markings extending into all lung fields.’’ Interpreted as 
“acute tracheobronchitis.’’ Gums normal. 


were receiving a hydantoin preparation, either 
singly or in combination with a barbiturate, tri- 
methadione (Tridione), primidone (Mysoline), or 
occasionally amphetamine sulfate. The roentgeno- 
graphic studies of the chest were done with use 
of the usual technique. Roentgenographic studies 
of three patients were done in hospitals, and stud¬ 
ies of the remaining 28 were done in a private 
x-ray laboratory'. There were 18 males and 13 fe¬ 
males, ranging in age from 13 to 59 years. Twenty- 
eight of them received diphenylhydantoin sodium, 
24 getting diphenylhydantoin only, and 4 a com¬ 
bination of diphenylhydantoin and methoin; 7 
patients used metlioin, of whom 3 had metlioin 
alone. These patients had received some form of 
hydantoin continuously prior to tlris study for 
periods of from 2 to 12 years. In 27 of these 
patients tliere had been no other occasion to per¬ 
form roentgenographic studies of the chest than 
for the purpose of this study. The other four cases 
consisted of case 1, in which the pulmonary fibro¬ 
sis was a fortuitous finding and diagnosed as 


J.A.M.A,, Nov. 7, 1955 

Stated above; case 22, in which the patient was 
undergoing extensive study in hospital to deter¬ 
mine the cause of convulsive seizures (whicli 
proved to be a hemorrhagic cyst of the brain) 
and in which the chest films were negative; case 26, 
in which findings on chest films, made in a gen¬ 
eral hospital, were interpreted as "pulmonary fibro¬ 
sis”; case 30, in which the patient was an epileptic 
who had a psychotic episode, and in which chest 
films made while he was in a psychiatric hospital 
were interpreted by the roentgenologist on two 
occasions 19 days apart as “severe accentuation 
of bronchovascular markings extending into ail 
lung fields—acute tracheobronchitis” (fig. 3). All 
of the chest films were interpreted by the same 
roentgenologist on a scale which we rated as 
follows: 0 = none, = mild, -(—)-= moderate, 
and -|--1—b = severe accentuation of the broncho¬ 
vascular markings or pulmonary interstitial fibrosis. 
Similar ratings for the gingival changes were made 
separately, and the results of both evaluations 
were tabulated. 



Fig. 4 (case 25).-Oct. 1954. Marked accentuation rf bron¬ 
chovascular markings in all lung fields. Repeat film Docc 
her, 1955, unchanged. Gums normal. 


Pulmonary changes were present, in degrees 
varying from mild (11 patients) to moderate te 
severe (16 patients), in a total of 27 patients, ef 
87%, and gingival hyperplasia was absent (17 P*"* 
tients) or mild (8 patients) in 25 patients, or 
80.6%. In tire table it will be seen that in tliose 
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patients presenting moderate to severe lung changes 
(16 cases) gingival hyperplasia was not present 
at all in 13 and was only mild in 3 instances 
(fig. 4). Of six patients who e.xhibited moderate 
to severe gingival hyperplasia live showed mild 
lung changes and one showed none (fig. 5, 6, 7, 
and 8). In only one patient (case 29) was there 
a combined absence of lung and gingival involve¬ 
ment. Two patients with mild gingival overgrowth 
showed no lung changes; three patients without 
gingival changes showed mild pulmonary fibrosis; 
and three with mild gingu'al hyperplasia showed a 
mild counterpart in the lung. 

Scale of, and Relation Retween, Piilmonan/ and Gingival 
Changes iii Thirty-one Patients on Ilydantoin Therapy 


Scnlo of ChnnjrcR* 


Case Xo. 
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From the above it would appear that there is an 
inverse relation between the occurrence of pul¬ 
monary fibrosis and gingival hyperplasia. By infer¬ 
ence, when the target organ is the lung, the gums 
escape, and if the latter are involved there is min¬ 
imal or no pulmonary involvement. Thirteen per 
cent of the patients had normal lung fields as 
shown by roentgenographic examination. 

Comment 

The observation, as seen in the table, of the pres¬ 
ence of pulmonary changes in those patients in 
whom the gum sti'ucture is normal, and the re¬ 
verse in those having gingival overgrowth, can be 


attributed to more than mere statistical chance. 
The structural tissue components common to both 
gums and bronchioles are epithelial cells, collagen 



Fig. 5 (case 20).-.MinimaI prominence of bronchovascular 
markings in lower lung fields—not in upper. Intense gingival 
hyperplasia (see figure G). 


fibers, and small blood vessels. Histological e.xam- 
ination of both human and e.xperimental animal 
hydantoin-hypertrophied gum tissue reveals the 
overgrowth to be due mainly to marked epithelial 



Fig. 6 (case 20).—Advanced gingival hydantoin effect. 


proliferation and extreme hyperplasia of collagen 
fibers (fig. 7 and S), In addition, tliere is an in¬ 
crease in the size and number of blood vessels 
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and Ijnnph channels, as well as varjdng degrees of 
inflammaton' reaction in the corium.'* King noted 
these changes in ferrets given diphenylhydantoin 
and also called attention to the significant finding of 
vasodilatation and perivascular proliferation of 
fibroblasts.'"’ Numerous references have been made 
indicating that the gingi^'al hj'perplasia in pa¬ 
tients receiving a hydantoinate is the result of a 
sensitization process.^ Since the bronchiolar sys¬ 
tem has tissue elements similar to those of the 
gums, it is surmised from the data ofiFered here 
tlrat the target organ of the sensitization process, 
in tire main, is the lung when the gums are not 
affected. 

When interpreting a chest film, the roentgenol¬ 
ogist, lacking the history of a patient, not infre¬ 
quently renders the nonspecific diagnosis of “bron- 
chovascular markings accentuated beyond normal,” 
or “diffuse interstitial pulmonary fibrosis.” These 
pulmonary findings can be observed as the result 
of a large variety of causes, among which are some 
of tire so-called man-made diseases ° secondary to 



Fig. 7 (case 31).—Advanced gingival overgrowth. Pro¬ 
nounced epithelial hyperplasia with rete-peg and whorl 
formation extending well into corium. No pulmonary 
changes. {Hematoxj’lin and eosin stain X 100.) 

tire administration of hexamethonium chloride or 
hydralazine compounds,® drug sensitization result¬ 
ing in polyarteritis nodosa,® and tire type of pul- 
monaty' changes reported here follomng hydan- 
toin medication. An inventor)^ of other conditions 


which may produce the roentgenologic appearance 
of “pulmonary fibrosis,” or diffuse mottled areas of 
increased ‘Trronchovascular markings” would in¬ 
clude histiocytic reticuloendotheliosispulmonar)’ 
hemosiderosis polycythemia miliary sarcoid¬ 
osis histoplasmosis coccidiosis; sinobroncliitis; 



Fig. 8 (case 31).—Extreme hyperplasia of collagen fibers 
in corium of gum. (Mallory tri-chrome stain X 400). 

tracheobronchitis; allergic diseases ’’ such as bron¬ 
chial asthma, hay fever, angioneurotic edema, ec- 
zematoid dermatitis; Loeffler’s sjmdrome collagen 
diseases such as polyarteritis nodosa, disseminated 
lupus erythematosus, scleroderma, dermatomyositis; 
such other skin disorders as erythema multifonne, 
erythema nodosumdiffuse interstitial fibrosis of 
the lungs (Hamman-Rich syndrome) and nickel 
carbonyl ” and beryllium poisoning.*® 

Unless the internist and roentgenologist are 
aware of the relation between the lung findings 
and the hydantoin effect, they could very well sub¬ 
mit diagnoses which would include some of tl'o 
above and hence be far afield, with the resulting 
visitation on the patient of dismay, uncalled-for ex¬ 
pense, and perhaps erroneous or unnecessary treat¬ 
ment. 

Summary and Conclusions 

Of a group of 31 epileptic patients on b)’' 
dantoin therapy, 87% showed pulmonaty changes 
roentgenologically in the form of “accentuate 
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bronchovascular markings” or "diffuse pulmonary 
fibrosis.” Tlicre appears to be an ins erse relation 
between these findings and hydantoin gingival hy- 
pcqrlasia. The possible pathogenesis of this form of 
pulmonar)’ disturbance must be recognized to 
a\'oid erroneous diagnosis and treatment. 
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ACQUIRED HEMOPHILIA B 

REPORT OF CASE WITH DIAGNOSTIC LABORATORT FINDINGS 

Seymour Gollub, M.D,, Houck Bolton, M.D., Edmund Hessert, M,D. 

and 

Alexander Ulin, M.D., Philadelphia 


The clinical criteria for the establishment of the 
diagnosis of classic hemophilia include a bleeding 
tendency dating from infancy, male sex, a family 
history of similarly affected males, and transmission 
of the defect by an apparently normal female. Un¬ 
til recently, laboratory findings of a normal one- 
stage prothrombin time, prolonged whole-blood 
clotting time, and a normal platelet count completed 
a "rigorous diagnosis” of hemopliilia. However, with 
advances in knowledge and the establishment of 
more precise diagnostic laboratory tests, our under¬ 
standing of the sjTidrome has ad\'anced beyond this 


A 22-year-old man was hospitalized with 
complaints of dyspnea and hemoptysis and 
a history of heart disease and coagulation 
defects. Repeated study of the clotting mech¬ 
anism showed the outstanding deficits to be 
those of thromboplastin generation charac¬ 
teristic of hemophilia B. When the patient's 
cardiac failure and hepatic dysfunction were 
relieved, the coagulation defect also disap¬ 
peared. The hemophilia in this case, there¬ 
fore, was not hereditary hut acquired. 


From tile Blood Coasulation Research Laboratoo', Hahnemann Hos« 
pital and ^^edicaI College, Philadelphia, and West Jersey Hospital, 
Camden. N. J. 
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simple fonnulation. The fact that in approximately 
one-third of the cases no family history' of the ex¬ 
pected inheritance pattern was obtainable, and the 
occurrence of bona fide female hemoplriliacs,’ 
could not be reconciled noth the original formula¬ 
tion. 

Tire demonstration by Pavlowsky “ in 1947 that 
plasma samples from different patients with hemo- 
phiha could mutually correct each other brought 
further depth to the problem of hemophilia and 
suggested the existence of different pathological 
conditions grouped under the clinical syndrome de¬ 
signated by the single term hemophilia. This situa¬ 
tion was greatly clarified by the introduction of the 
thromboplastin generation test of Biggs and Doug¬ 
las.'’ As a result of this work it was shonm that two 
distinct pathological entities with similar inherit¬ 
ance patterns, each due to die lack of a different 
specific protein function occurring early in the 
coagulation process, gave rise to two indistinguish¬ 
able clinical conditions. The new pathological entity 
has been well established and is knmvn as hemo¬ 
philia B,'" or Cliristmas disease. At least four related 
hemophUoid conditions have been reported.® The 
necessity of the hereditary pattern in the diagnosis 
of hemophilia is undetermined at present. It has 
been said that true hemophilia occurs sporadically 
in 25 to 30% of the total cases recorded. This condi¬ 
tion is probably due to mutation, so that hemo¬ 
philiac males or females arise de nouo.® 

Stefanini and Dameshek’ reported studies in a 
young woman in whom it was possible to demon¬ 
strate deficiencies of both prothrombin and anti¬ 
hemophilic globulin but who had no demonstrable 
hereditary hemostatic defect. He cited other such 
cases of apparently acquired hemophffia, one show¬ 
ing spontaneous recover)' some months after 
hemorrhagic sxTnptoms and definitive laboratory 
studies. 

It is the purpose of this paper to report a case of 
apparently acquired hemoplrilia B associated with 
long-standing cardiac failure in a young man under¬ 
going evaluation for corrective surgery. With relief 
of cardiac failure there was apparent spontaneous 
recovery, evidenced by lack of hemorrhage or un¬ 
usual bleeding manifestations at definitive cardiac 
smrger)'. 

Our materials and methods have been detailed 
elsewhere.® In general, laboratory methods of coag¬ 
ulation analysis have been used in accordance %vith 
generally accepted descriptions.® 

Report of a Case 

A 22-year-old man was admitted to the thoracic 
surgical service of the West Jersey Hospital with a 
history of long-standing rheumatic valvular heart 
disease, intermittent cardiac failine, and coagula¬ 
tion deficiencies. Medical histor)' revealed no evi¬ 


dence of cardiovascular disease until the age of 12 
years, when he was told he had a murmur and an 
enlarged heart after an episode of pneumonia. 

In May, 1955, he was hospitalized because of 
progressive exertional dyspnea and repeated bouts 
of hemoptysis. Physical examination at that time re¬ 
vealed a blood pressure of 130/80 mm. Hg and 
normal pulmonary findings. The apical cardiac 
thrust was located outside the midclavicular line 
in the fifth left intercostal space. Aortic systolic 
and mitral diastolic thrills were readily palpable. 
Auscultation revealed a diminished aortic second 
sound and an accentuated mitral first sound, and at 
the apex a loud mitral opening snap with a rumbling 
mitral diastolic mmuiur and a soft mitral systolic 
murmur. The liver was unremarkable and the spleen 
was slightly enlarged and nontender. Fluoroscopic 
examination of the heart demonstrated a straight 
left border with an enlarged left atrium in conjunc¬ 
tion with lung fields suggesting chronic passive 
congestion and hemosiderosis. The electrocardio¬ 
gram showed a wandering pacemaker with a rate 
vary'ing between 50 and 60 beats per minute. At 
tliis time cardiac catheterization was deferred on 
die basis of an abnormal coagulation evaluation 
which revealed platelets in the range of 80,000 per 
cubic millimeter, with decreased prothrombin con¬ 
sumption, abnormal clot retraction, and altered 
thrombin generation. The serum electrolyte and 
bilirubin levels were within normal limits, as was 
the result of the pulmonary function study. The 
patient was instructed to return to hematology 
clinic for continued study. 

In the ensuing two years, while he was employed 
as an engineer, tire patient’s condition gradually 
deteriorated. He experienced several bouts of 
questionable heart failure for which he was inter¬ 
mittently digitalized. His exertional dypsnea in¬ 
creased, and the frequency and severity of his bouts 
of hemoptysis became marked. His hematological 
picture remained essentially unchanged. In Feb- 
uary, 1957, and in November, 1957, the patient 
underwent repeated cardiovascular surveys at our 
hospital at which times the physical findings, as 
noted on his previous admission, were present and 
in most cases aggravated. During this period the 
patient underwent repeated study by our coa^la- 
tion research laboratory for definitive diagnosis ot 
his coagulation defect. In March, 1958, the patient 
was readmitted with severe palpitations, marked 
shortness of breath, abdominal pain associated with 
coughing, and frothy hemoptysis. Physical examina¬ 
tion at the time revealed an acutely ill young man 
in obvious congestive heart failure. The cardiac 
rhythm was absolutely irregular at a rate of 130 
beats per minute. There was a grade-2 systolic 
murmur heard in the aortic area and an aorbc 
diastolic murmur. The liver was palpated 4 finger- 
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breadtlis below tlie right costal margin. It was hard 
and nontender. There was a 2-j- pitting ankle 
edema. An electrocardiogram revealed atrial fihrilk' 
tion and flutter with a ventilcular rate of 130 per 
minute. Roentgenologic e.\'amination demonstrated 
3+ general cardiac enlargement, with widespread 
congestive changes throughout both lung fields. 
Hospital laboratory studies obtained at that time 
revealed thymol turbidity, 4 units, and cephalin 
flocculation, 2-}-. The patient responded well to 
treatment and on discharge in Maj', 1958, he was 
out of heart failure, effectively digitalized, and free 
of acute symptoms. The liver and spleen were not 
palpable. There was no dependent edema and the 
lungs u'ere essentially clear. The abdomen was 
normal, and the patient gained weight. 

At the end of May, 1958, the patient successfully 
underwent inti'acardiac catheterization and several 
days later tolei'ated thoracic aortography without 
ewdence of bleeding. The clinical diagnosis of 
major mitral and aortic stenosis and minor aortic 
insufficiency was substantiated. In June, 1958, the 
patient underwent definitive surgery, consisting of 
transventricular aortic s’alve dilation and mitral 
commissurotomy through the left atrial appendage. 
Hemostasis was secured by electrocoagulation. The 
patient withstood the operative procedure well and 
was returned to the recov'ery room in good condi¬ 
tion. Blood loss during the operation svas minimal 
and tliere U’as no evidence of abnormal coagulation 
encountered during or after the operative proced¬ 
ure. His postoperative course was uneventful and 
uncomplicated. Up to the time of writing the patient 
has been well and asymptomatic. 

Table 1.—Results of Coamdation Studies Made Between 

February, 1957, and January, 1958 

2/27/j7 3/0/57 1/10/53* 

-—---A.- 

Control Patient Control Patient Control Patient 

Platelet count, 


percii. jnm. 
One-st«ge 
prothrombin 
time, % 

100 

190,000 

G2 

100 

194,000 

S5 

100 

100,000 

65 

Recalcifled 
clotting time 

4'20" 

7'33" 


2'23" 

2'15" 

3'23" 

Inhibitors 

5'22'' 

4'4G"Cneg.) 

2'30" 

2‘5<r(neg.) 

2'25'' 

2'42''<neg.) 

Prothromljin 

consumption, 

% 

83 

SO 



83 

70 

Factor vn.% ISOcnh.t 

140 euh 


130 enh- 

Oenh. 

Factor V, % 

100 

91 



100 

100 

Fibrinogen, 
mg. % 

1G5 

153 

284 

26S 


16S 

ThrombopJastin 
fjeneratioD, % 

100 

22 

100 

32 

100 

53 


A lysln determination carried out at this time was negative at 24 br. 
‘or both control and patient. 

T Enh: enhancement. 


Results.—In table 1 may be seen the results of 
the coagulation studies done over a period of ap- 
pro.ximately 10 months, February, 1957, to January, 
1958, during which the patient was treated re¬ 
peatedly for heart failure. The initial study in 


February, 1957, shows the following outstanding 
features; mild hypoprothrombinemia, moderately 
severe thromboplastin generation depression, and 
prolongation of the recalcified plasma clotting time. 
Results of further laboratory studies done to find 

Table Z.—Results of Further Studies to Determine Nature 
of Coagulation Defect, Mode in February, 1957 


Thromboplustin g-eflcrnt/on correcthas, ^ 

Control 

Patient 

Patient, alone. 

Hemophilia B sample, alone.... 

. 10 

22 

Xommi alumina plasma and test serum... 

. 100 

25-28 

Normal scnim and test alumina plasma... 

. 100 

62-58 

Test senim, l;l with normal serum and 
normal alumina plasma.. 


64 

Test senim, 1:1 with bemopbliia B serum 
normal niumlna plasma... 

and 

23 

Plasma recalcifled clotting times* 







. 5'14" 



. fi'4" 




3'25" 

Patient and PTC deficient. 


4'35" 

* AHG = antihemophilic globulin; PTC 
component. 

= plasma thromboplastin 


precisely the nature of die coagulation defect are 
shown in table 2, where it may be seen that the 
defect in thromboplastin generation resides in the 
patient’s serum and is corrected by normal serum 
but not by serum from a patient with hemophilia B. 
Also shown in table 2 are the plasma recalcified 
clotting times when various normal and deficient 
plasmas were mixed in proportions of 1:1. These 
indicate that the patient’s plasma does not inhibit 
the coagulation in normal plasma; that the patient’s 
plasma and the plasma of a patient with hemophilia 
A are mutually corrective; and that the patient’s 
plasma and the x’^asma of a patient with hemo¬ 
philia B are not mutually corrective. Further studies 
on the patient shown in table 1 done in March, 1957, 
and January, 1958, show some variation in several 
of the tests. The most outstanding deficits, however, 
are diose of tliromboplastin generation in MarcJi, 
1957, and tliromboplastin generation and factor VII 
in January, 1958. Special studies done in March, 
1957, and January, 1958, on the specific deficit in 
tliromboplastin generation were in general consis¬ 
tent with the studies already referred to. 

Table 3 shows the detailed results of coagulation 
studies made during a cardiac operative procedure 
after the patient had been successfully treated for 
heart failure. It will be noted that four samples 
were taken; an initial sample before surgery, a 
sample during surgery, a hvo-hour postoperative 
sample, and a 24-hour postoperative sample. Also 
included are analyses of the three bottles of blood 
tlie patient received over a 24-hour period. It will 
be noted that the results of these studies are essen¬ 
tially normal. Thromboplastin generation values in 
particular are witliin normal limits of our labora¬ 
tory. Tlie prothrombin consumption values of the 
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initial sample may perhaps be said to be the only 
abnormal finding. However, we have not found tliis 
test to correlate well with the thromboplastin gen¬ 
eration test in our hands. 

Comment 

Data have been presented indicating the exist¬ 
ence of a coagulation defect, identical in results of 
laboratory tests to the defect known as hemophilia 
B, in a young man who had no family or personal 
history of a bleeding tendency. The severity of the 
defect was somewhat variable over the course of 
10 months, but it was definitely present. The alle¬ 
viation of the state of chronic cardiac failure prior 
to definitive surgery seems correlated with the dis¬ 
appearance of the coagulation abnormalit)'. Lack 
of unusual bleeding tendency during and after 
thoracotomy further emphasized the patient’s intact 
hemostatic mechanism at the time of surgery. The 
period of time prior to surgery in which laboratory 
studies were done extended back almost 15 months. 
From the laboratory point of view there can be 


family or personal history of hemorrhagic or bleed¬ 
ing tendency. Concomitant with the alleviation of 
chronic cardiac failure and hepatic dysfunction the 
patient’s coagulation studies showed a return to 
normal, and lack of clinical evidence of impaired 
coagulation was shown by minimal bleeding en¬ 
countered during and after definitive thoracic 
surgery. 

230 N. Broad St. (Dr. Gollub). 

This study was supported, in part, by a U.S. Army Re¬ 
search Contract. 
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Table ^.—Results of Subsequent Coagulation Studies* 



Control 

Before Surscry 

During 

Surgery 

Platelets . 

One-stRge prothroTuWn time, 


100,000 

1-18,000 

%. 

100 

OS 

90 

Reeolcifled cIottinK time. 

3'27" 

a'lo" 

V4V 

Inhibitors . 



Vbr 

ProthromliiQ consumption, % 

100 

GO 

... 

Factor VII, %. 

100 

SSenh.t 

... 

Factor V, ‘To ... 

100 

... 

... 

Fibrinosen, ms. % . 

320 

1S8 

200 

Thromboplastin generation, "vo 

100 

87 

95 


* Lysin determinations (24-hr.) were negative throughout, 
t Knh; enhancement. 


little doubt that this patient’s defect was identical 
to that seen in hemoplrilia B. Indeed, studies done 
in another institution on this patient were compati¬ 
ble with a diagnosis of hemophilia as long as two 
years prior to cardiac surgery. It is not our intention 
to enter into a discussion of the propriety of the 
particular type of nomenclature to be used in this 
case. However, it seems clear that the patient in this 
study shows clinical and laboratory evidence of an 
impairment in thromboplastin development, due to 
a functional deficiency of the factor lacking in the 
condition kmowm as hemophilia B. Further, clinical 
and laboratory' evidence suggest the disappearance 
of this defect to be associated, in time at least, with 
the alleviation of the state of chronic cardiac failure 
and hepatic dysfunction. It is tempting to speculate 
that the coagulation defect was related to hepatic 
dysfunction due to chronic cardiac failure. 

Summary 

An acquired state of impaired coagulation, with 
diagnostic laboratory findings identical ^^'ith those 
of hemophilia B, occurred in a patient without 


2 Hr. 

24 Hr. 

1st citrate 

2nd Citrate 

3rd Cltrata 

Postoperative Postoperative 

Bottle 

Bottle 

Bottle 

190.000 

190,000 

180,000 

310,000 

140,oon 

100 

100 

85 

100 

83 

1'57*' 

2*55" 

S'12" 

2*2" 

2'27" 

IMS" 

2'r," 

‘ 2'3V" 

I'i-iO" 

1'57"' 

2-10 enh. 

105 enh. 
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90 

80 

89 

84 
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ASYMPTOMATIC TUBERCULOUS ENTERITIS SIMULATING 
CARCINOMA OF THE CECUM 

Hubert U. Waggener, M.D., Janies P. Muldoon, M.D. 
and 

J. Richard Heaton, M.D., Grand Rapids, Mich, 


The ileocecal region is the most common site 
affected in patients with tuberculous enteritis. The 
roentgenographic studies may siiow resemblances 
to carcinoma. The disease is generally seen in pa¬ 
tients with advanced cases of pulmonary tuberculo¬ 
sis, and symptoms are ordinarily present. Tuberculo¬ 
sis limited to the intestine is usually of the bovine 
type. It is rare to see a patient with active pul- 
monar)' tuberculosis and extensive tuberculosis of 
the ileocecal region without symptoms and sug¬ 
gestive physical findings. The following case re¬ 
port is of tuberculous enteritis in a henlthy-appear- 
ing adult male with a minimal anorectal complaint. 

Report of a Case 

A 3S-year-old man entered the hospital on April 
1, 1959, with a chief complaint of an annoying dis¬ 
charge from “near the rectum” of three montlis’ 
duration. There were no other complaints. Elabora¬ 
tion of the present illness and an extensive review 
of the systems yielded no additional symptoms. He 
had been working S to 10 hours per day for tlie 
past six years. A “spot on the right lung” had been 
present for 12 years. Periodic chest roentgenograms 
had showed no change through 1957, according to 
the patient. He denied any family history of tuber¬ 
culosis. On physical examination the patient ap¬ 
peared to be a well-developed and well-nourished 
man in no distress. The only abnormal finding was 
confined to the anus. Adjacent to the left posterior 
quadrant was a 2.5-cm. linear ulceration with over¬ 
hanging edges. Anoscopic and sigmoidoscopic 
e.xaminations showed negative results. 

Results of all blood and urine studies were 
normal. Roentgenographic examinations of the 
colon with use of barium enema revealed a per¬ 
sistent, large filling defect of the middle of the 
ascending colon, strongly suggesting a primary 
colonic neoplasm (fig. 1). A roentgenogram of the 
chest (fig. 2) was originally interpreted by the 
radiologist as showing fibrocalcific deposits in 
the upper lung fields secondary to a previous 
tuberculous process but without evidence of 
activity. 


From Uie Fcrguson-Droste-Fergiison Clinic. 


An operation was performed on April 6, 1959, 
with a preoperative diagnosis of adenocarcinoma 
of the ascending colon. A large, firm, irregular, and 
constricting lesion of the ileocecal region was 
found. Multiple loops of distal ileum adhered to tins 
area and were segmentally involved by direct e.x- 
tension of tlie lesion. Small, narrow, and nodular 
lesions encircled the ileum in five separate areas. 
Tliere were large lymph nodes throughout the 



Fig. 1—Roentgenographic study of colon, showing filling 
defect in ascending colon. 


mesenteiyc Tlie liver was normal. Gross appearance 
of the lesion suggested an adenocarcinoma. An e.x- 
tended right hemicolectomy with removal of 60 cm. 
of the involved terminal ileum was done. Intestinal 
continuity was restored by an end-to-end ileotrans- 
verse colostomy. A biopsy of the anal lesion was 
done. 
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The opened gross specimen had the appearance 
of a granulomatous disease rather tlian carcinoma. 
Microsco]3ic sections (fig. 3) showed the lesion of 
the ileocecal region to be composed of multiple 
tuberculoid areas with groups of Langhans’-type 
giant cells. Some of the larger lesions contained 
areas of caseous necrosis. The anal ulcer revealed 
a clnonic nonspecific inflammatory' reaction. Special 
stains of the intestinal lesion showed rare acid-fast 
organisms suggestive of tubercle bacilli. Tubercle 
bacilli were identified on direct smear and culture 
of the sputum and gastric contents postoperatively. 

\’iflien this was kno\vn the chest roentgenogram 
was reinterpreted as showing probable active pul- 
monaiy tuberculosis. Confronted with the diagnosis, 
the patient admitted that his mother and a sister 
had died of pulmonary tuberculosis. He had with¬ 
held this information because of the stigma he 
associated with the disease. After an uneventful re¬ 
covery he was started on medical therapy and 
transferred to an appropriate facility. 

Comment 

It is our practice to obtain roentgenographic 
e.vamination of the colon with barium enema on all 
patients admitted to the hospital for anorectal 
surgery. Benjamin and Todd ‘ recently reported a 





Fig. 2.—Roentgenogram of chest, originally interpreted as 
showing inactive pulmonary tuberculosis. 

series of 8,420 patients, from fins clinic, in which 
x-ray studies of the colon with use of barium enema 
were done, after careful examination had failed to 
prowde grounds for a diagnosis of colonic disease. 
Twelve per cent had disease of the colon which 
had been unsuspected previously. There were no 


J.A.M.A., Nov. 7, 1955 

cases of tuberculous enteritis in their series. Oui 
own case is most unusual in that far-advanccd 
tuberculosis of the intestine was discovered in an 
apparently well patient. 

It is reasonable to assume that this patient was 
certainly approaching the development of sjanp- 
toms, both pulmonary and abdominal. When seen 



Fig. 3.—Microscopic section of intestinal lesion, showing 
typical tuberculoid areas with giant cell reaction. 


for the first time he was still asymptomatic, e.xcept 
for a skin ulcer near the anus. The original interpre¬ 
tation of the one chest roentgenogram was some¬ 
what misleading. A reliable family history would 
have resulted in more suspicion and a more inten¬ 
sive preoperative evaluation of the pulmonary sys¬ 
tem. The diagnosis of active pulmonary tuberculo¬ 
sis may have been established. Roentgenographic 
study of the colon was, nonetheless, sti'ongly sug¬ 
gestive of a neoplasm, and surgical exploration 
would have been undertaken regardless. The ap¬ 
pearance of the lesion at operation was that of an 
adenocarcinoma, and a resection was performed. 
The treatment of tuberculous enteritis, when the 
diagnosis is without question, is medical. 

Summary 

A case of tuberculous enteritis showed the v.ilue 
of routine roentgenographic examination of the 
colon in patients with anorectal disease. Tubee 
culosis of the ileocecal region secondary to actiie 
pulmonary disease, without gastrointestinal and pul¬ 
monary symptoms, is rare and may easily be mis¬ 
taken for a neoplasm. Wren roentgenograph^^ 
studies suggest malignant disease, surgical e.vplora 
tion is mandatory. The surgical therapy must f len 
be guided by the gross appearance of the lesw 
and the judgment of the surgeon. 

3710 E. Fifth Ave., Denver 6. (Dr. W.'iggener). 
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CORNEAL ULCER DUE TO CANDIDA PARAPSILOSIS (C. PARAKRUSEI) 

P. Thomas Manchester Jr., M.D. 
and 

Lucille K. Georg, Ph.D., Atlanta, Ga. 


A patient with superficial punctate keratitis, who 
was receiving antibiotic and steroid therapy, devel¬ 
oped an indolent conical ulcer due to Candida 
parapsilosis (C. parakrusei). Treatment, which in¬ 
cluded use of the antifungal antibiotics nystatin 
(Mycostatin) and amphotericin B (Fungizone), was 
followed by slow healing of the ulcer. 

Report of a Case 

The patient was first seen on Oct. 26, 1956, at 
the age of 37 years. She gave a histoiy of five-year 
chronic recun'ent inflammation of first one eye and 
then the other. Examination revealed a superficial 
punctate keratitis of the left eye. The vision was 
20/20 in the right eye and only 2/200 in the left. 
The left eye was amblyopic due to esotropia in 
childhood. A litmus paper test revealed only 5 mm. 
of paper to be moist in the right side and only 6 
mm. on the left after five minutes. The patient was 
thought to have keratitis sicca, and methylcellulose 
eye drops were prescribed to be used every' two 
hours. She did not keep her appointments for 
follow-up e.xaminations. 

The patient was not seen again until Jah. 21, 
1958, at which time she was found to have a small 
central corneal ulcer of the right eye which had 
been present for approximately 24 hours. A drop 
of 1% atropine solution was instilled and a patch 
was applied When she returned the next day, the 
ulcer seemed worse. Sulfamethizole (Thiosulfil) 
was prescribed to be used every two hours; drops 
of 1% atropine solution were to be instilled morning 
and night. She was also to take 250 mg. of cliloram- 
phenicol (Chloromycetin) orally every sLx hours. 

Tire corneal ulcer showed little improvement dur¬ 
ing the next five days, but the chloramphenicol 
dosage was stopped after the fifth day. Methylcellu¬ 
lose was instilled in both eyes every' two hours. In 
addition, she was given therapeutic doses of vita¬ 
min A and vitamin B complex. On March 2, 1958, 
the eye became painful' and an early trace of 
hypopyon was visible below. The patient refused 
hospital admission. Routine aerobic and anaerobic 
cultures revealed no growth of bacteria. Therapy 
with cWoramphenicol was started again, 250 mg. 


From the Department of Ophthalmology, Emor>' University St^ool 
of Medicine; the Grady Clay Eye Clinic, Grady Memorial Hospital; 
Atlanta; and the Communicable Disease Center, Public Health Service, 
U. S. Department of Health, Education, and Welfare. 


four times daily. In addition, local treatment con¬ 
sisted of drops of tetracycline (Achromycin) solution 
every' two hours and ati'opine three times a day'. The 
treatment was continued for seven days with no 
improvement of the ulcer; on the conti'ary', tire 
hypopyon had increased. 

For several weeks the ulcer remained extremely 
indolent and essentially painless. The eye was not 
markedly inflamed, although there was a faint 
aqueous flare several weeks before the hypopyon 
developed. The ulcer, when stained with fluorescin, 
had a brownish color, but there was never a marked 
clouding of the cornea. The center of the ulcer was 
actually slightly raised and the general appearance 
suggested keratomalacia. It was approximately 3 
mm. in diameter and extended downward only to 
the outer third of tlie comeal stroma. At this time 
a fungus infection was suspected. 

Laboratory' tests were made at the mycology unit 
of the Communicable Disease Center to determine 
whether the ulcer might be due to a fungus. The 
ulcer was rubbed v'ith a sterile bacteriological loop 
and material was obtained for direct examination 
and culture. Wet preparations and stained smears 
revealed no bacterial or fungal elements. Cultures 
on Sabouraud dextrose agar with and \vithout anti¬ 
biotics (chloramphenicol, 0.05 mg," per.milliliter, 
and cycloheximide, 0.5 mg. per milliliter) as \y'ell as 
brain-heart infusion agar were incubated at 25 C, 
and a similar set of cultures were incubated at 37 C. 
No growth was apparent for the-first 10 day's of 
incubation; however, after this time small white 
colonies were noted on the , plain Sabouraud dex¬ 
trose agar incubated at 25 C. Direct examination 
revealed tliem to be composed of small yeast-like 
cells. Their slow development and the small num¬ 
ber of colonies made it difficult to determine 
whether this yeast-iike organism could be the 
etiological agent or whether it represented a chance 
contaminant. Studies were undertaken to determine 
its identity'. 

The patient now agreed to hospital admission. 
Her physical examination showed nothing remark¬ 
able. Findings of routine blood studies and urinaly¬ 
sis were normal. Fasting blood vitamin A level xvas 
130 mg. per 100 ml. She was taken to the operating 
room and the lacrimal puncta were severed and 
cauterized because of the bilateral tendency to 
keratitis sicca. A thorough debridement was per- 
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formed on the ulcer, and tlie corneal scrapings were 
used for smears and cultures. At tins time the 
everted right upper tarsus had a white, frosted 
appearance. This area was also seraped for smears 
and cultures. Gram-stained smears now revealed 
large numbers of yeast-like budding cells. Some of 
tlie buds appeared elongate, suggesting tire be¬ 
ginnings of mycelian formations (see figure). Yeast- 
hke colonies developed within a few days on tubes 
of Sabouraud de.vtrose agar incubated at room 
temperature. These cultures, as well as the first 
obtained, were identified as Candida parapsilosis. 

After it had been established that a fungus was 
the probable etiological agent, use of antibac¬ 
terial antibiotics was stopped. Administration of 
atropine and methylcellulose was continued locally, 
and the patient was given orally 250 mg. of nystatin 
four times daily and six tablets daily of potassium 



Gram-stained smear from comeal ulcer, showing budding 
cells and beginnings of mycelian formations. 


iodine (lodo-Niacin). In addition, a solution of 
amphotericin B was given in the form of eye drops, 
1 mg. per milliliter ever>' two hours. These drops 
seemed to burn and hurt the eye and their use was 
stopped after five days. During the first week of 
antifungal treatment the ulcer showed very little 
improvement. 

Cultures of the right eye on May 1,1958, yielded 
a mi.xed growth of bacterial and yeast-like colonies. 
The eye at this time had become shghtly more in¬ 
flamed, and drops of 10% sulfacetamide (Sulamyd) 
solution were started four times daily. The bac¬ 
terial culture was identified as Klebsiella species 
and the yeast-like culture as C. parapsilosis. On 
May 24, 1938, cultures revealed no growth of either 
bacteria or fungi, and it was noted that the eye was 
definitely better. Therefore use of sulfacetamide 
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was continued locally. Drops of nystatin solution 
were also applied to the eye three times daily. 
Systemic administration of nystatin was continued 
for one month after the culture reports were nega¬ 
tive. This medication did not cause the patient anv 
pain. The ulcer was definitely smaller on May 31, 
1958; and on June 18, 1958, the eye was white and 
did not stain with fluorescin. The vision still meas¬ 
ured 2/200 because there was a deep comeal scar 
directly over the pupil. The patient was observed 
six months later and the lesion of tlie cornea had 
disappeared except for a thin scar, the eye appear¬ 
ing othersvise normal.- The vision was now 20/50 in 
tins eye. 

Laboratory Identification of Candida Parapsil¬ 
osis.—The organism was identified on the basis of its 
morphology on com meal agar, its biochemical 
properties, and serologic reactions. 

On com meal agar cut plates the organism pro¬ 
duced abundant mycelium and blastospores. The 
blastospores were single or in short chains. They 
were produced at the septa or distal ends of the 
my'celial cells. Both fine and coarse (giant fonn) 
mycelium were obsen^ed. The following sugars 
were fermented; dextrose with acid and gas and 
sucrose with acid only. Maltose and lactose were 
not fermented. Sugar assimilation tests showed, 
positive utilization of dextrose, galactose, maltose, 
and sucrose. Lactose and raffinose were not utilized. 
Serologic identification was performed with use, of 
monospecific antiserums homologous to antigens of 
the Candida species. Specific agglutination was 
obtained with those thermostable antigens which 
are unique to C. parapsilosis and C. pulcherrima. 
The latter species was eliminated as a possibilil)' 
because of differences in morphology' and biochemi¬ 
cal reactions from the test organism. 

Comment 

Recent reports ' have indicated that mv’cotic in¬ 
fections of, the cornea are no longer rare, and there 
is considerable evidence that the use of antibiotics 
and steroids in the local management of acute 
ocular inflammation predisposes to invasion by 
fimgi. 

Experimental evidence that local use of cortisone 
and antibiotics facilitates fungus infections of the 
cornea has been provided by Ley." This author 
demonstrated that cortisone, when applied to trau¬ 
matized rabbit cornea in the presence of potentially 
pathogenic fungi, resulted in an 80% as'erage inci-, 
dence of infection, as contrasted with a 20% average 
incidence in the controls. The broad-spectrum anti¬ 
biotic oxytetracycline, when combined with t >c 
inoculum, potentiated C. albicans infection of t ic 
immature rabbit’s cornea. 

Fungi which have been reported as causati'c 
agents in mycotic keratitis include both hig' 
fungi and actinomy'cetes. Mikami and Stemmer 
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man '* compiled a list from the literature comprising 
at least 13 genera. Some of these are fungi which 
are commonly thought of as pathogenic, such as 
Aspergillus fumigatus and C. albicans, but the large 
majority of reports concern fungi usually considered 
to be saproph)’tes. 

It is important to point out, howc\'er, that the 
isolation of a fungus without demonstration of 
fungal elements in the tissues does not establish its 
causal relationship to the disease. In a number of 
recent reports, however, these criteria have been 
well satisfied. In other cases, although cultures have 
not been obtained, fungi have been clearly demon¬ 
strated in smears or stained tissue sections from dis¬ 
eased eyes. The table lists the cases of mycotic 
keratitis which have been proved on the basis of 


Summary 

A case of corneal ulcer was found to be due to 
Candida parapsilosis (C. parakrusei). It appears 
important that the clinician consider fungi in every 
case of hj'popyon ulcer. The clinical and laboratory 
diagnosis of a comeal mycosis is important, for it 
demands immediate withdrawal of antibacterial 
antibiotics and corticoid preparations and institution 
of appropriate antifimgal tlierapy. 

Addendum 

Since writing this paper we have learned of a 
report of three additional eye infections, two due 
to C. parapsilosis and one to Blastomyces species, 
published in the Chinese Journal of Ophthalmology 
(7:101-108,1957). 


Mycotic Infections of the Cornea 


Year 


Obser\'cr 


No. of Fungal Agent 

Cases Demonstrated in Tissue 


Culture Obtained 


1929. Wright, R. E.: Brit. J. Opbth. 13:496, 1929 1 

1942.. Bruce, G. M., and Locatcher-Khorazo, D.: 1 

Arch. Ophth. 27:294, 1942 

1944..... Benedict, W. L., and Iverson, H. A.: Arch. 1 

Ophth. 32:89, 1944 

1955 . Mitsui and H.anabtisa 1 

• 2 

1 

1955.'.. PautJer, E. E., and others: A. M. A. Arch. 1 

Ophth. 33:385, 1955 

1956 . Ley and Sanders 3 

1956. Schardt, W. M., and others; Am. J. Ophth. 1 

42:303, 1956 

1957. . Roberts 1 

1958. Cordon, M. A.: Personal communication 1 

1958. . Haggerty and Zimmerman 14 

2 

1958. Mikami and Stemmemian “ 1 

1958. Present case 1 


“Indistinct mycelium”reported 

Glenospora graphii 

Gram-positive filaments 

Nocardia 

Not demonstrated* 

Nocardia asteroides, 

8 cultures over 4 yr. 

Y'east-like cells 

C,andida albicans 

Mycelian elements 

Aspergillus fumigatus 

Mycelian elements 

Penicilfium 

Mycelian elements 

Monosporium 

apjospeJTOwm 

Mycelian elements 


Not demonstrated* 

N. asteroides on 


repeat cultures 

Yeast-like cells 

C. albicans 

Myceb'um 

Allescheria boydii 

Mycelian elements 


Y'east-like cells 


YJycelian elements 

Fusarium oxysporum 

Y'east-like cells 

C. parapsilosis 


"Although fungal elements were not demonstrated in the tissues, these cases were included because a pathogenic fungus was 
repeatedly isolated from the le.sions. 


demonsti'ation of fungi in the tissue, with or without 
cultural isolation of a fungous agent. 

Tlie factors which led to the infection in the case 
described are not known; however, it is knowm that 
the patient had been administering self-treatment for 
a period of rivo years for recurring episodes of eye 
inflammation, and it is believed tliat she used anti¬ 
biotic and steroid eye drops for this purpose. When 
the ulcer appeared and the patient returned for 
treatment, antibiotics were used before its fungous 
etiology was suspected. There appears to be little 
question that the ulcer became steadily worse under 
this tlierapy. After the finding of yeast-like cells in 
smears the immediate withdi'awal of these drugs 
j®d treatment with antifungal antibiotics resulted 
in a slow but steadily developing recovery. 


Dr. Takeshi Tsuchiya, of the Department of Bacteriology, 
School of Medicine, Juntendo University, Tok-j’o, Japan, per¬ 
formed the serologic identification tests. 
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NUTMEG POISONING 

Robert C. Green Jr., M.D., Winchester, Va. 
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The present-day use of nutmeg (Myristica fra- 
grans) is confined largely to exploitation of its prop¬ 
erties as a flavoring agent. In the past it has been 
used medicinally as an aromatic stimulant, a car¬ 
minative, and a narcotic. In England and India it 
has been used widely by the laity as an emmena- 
gogue and an abortifacient, and from these uses 
came many reports of nutmeg poisoning in the 
early literature. During the last 50 years nutmeg 
poisoning has seldom been reported, and only lim¬ 
ited information is available concerning the physi¬ 
ological and biochemical effects of this particular 
toxic state. 

Review of the Literature 

One of the earliest cases of nutmeg poisoning 
was recorded by de Lobel in 1576.‘ In 1832 Pur- 
Idnje “ dramatically illustrated the toxic effect of this 
kernel by consuming three nutmegs, producing a 
narcosis which progressed to stupor. In 1903 Wal¬ 
lace,in a review of cases of nutmeg poisoning, re¬ 
ported 25 from the u'orld literature. Although one 
of the patients concerned died,'* the remaining 24 
recovered promptly without residual effects. Since 
Wallace’s review a limited number of cases of nut¬ 
meg poisoning have been noted in the literature.* 
These more recent reports are brief; the clinical 
descriptions are meager and laboratory studies are 
not included. It is apparent from these reports and 
those of Wallace that only limited observation of 
nutmeg poisoning is available. Therefore, it was 
felt that a detailed report of such a case from my 
experience would be of interest. 

Report of a Case 

A 28-year-old woman was admitted to the Com¬ 
munity Memorial Hospital in South Hill, Va., in a 
semistuporous condition. The medical and psychi¬ 
atric historj' up to this time had been normal. She 
had been married nine years and had experienced 
two uneventful pregnancies. At 10 p. m. on the 
night before admission to the hospital she had 
eaten 18.3 Cm. of finely ground nutmeg in an at¬ 
tempt to induce the menses, which had been de¬ 
layed two days. She had slept soundly without 
disturbance until 5:30 a. m. the next day. At that 
time she had been awakened by a burning sensa¬ 
tion in the lower part of the abdomen and an over¬ 
whelming feeling of impending death. She vom¬ 
ited once. Her legs felt as if they were asleep and 
she complained of feeling “funny all over.” She 
had tlien become completely disoriented, with epi¬ 
sodes of wild screaming and purposeless thrashing 
of the arms and legs. Coordination appeared ab- 

From the Medical Sendee, Community Memorial Hospital, South 
HUI. Va. 


sent. Interspersed with tliis disorientation were 
brief moments of lucidity during which she seemed 
to be aware of her surroundings. From the time of 
her awakening at 5:30 a. m. until 9:30 a. m., when 
.she was seen by her local physician, there were 
three intervals of lucidity, each lasting about 10 
minutes. The rest of this time she was delirious and 
in a state of excitement and agitation. 

This patient was admitted to the hospital at 
11:30 a. m., about 13 hours after she had taken the 
nutmeg. On admission she was in a semistupor. She 
could be aroused to talk, but would immediately 
return to the semistuporous condition. The skin 
was cool but not clammy. There was no cyanosis. 
Blood pressure initially was 100/50 mm. Hg, pulse 
rate 100 and respirations 24 per minute, and tem¬ 
perature 98 F (36.7 C). The pupils were small and 
reaction to light was not visible. The thorax was 
clear to auscultation, palpation, and percussion. The 
heart was not enlarged and there were no murmurs. 
The abdomen was not tender and the liver, spleen, 
and kidneys were not palpable. The extremity re¬ 
flexes were absent. Pelvic examination revealed 
evidence of beginning menstrual flow. Results of 
rectal examination were negative. The erythrocyte 
count was 3,710,000 per cubic millimeter, and the 
hemoglobin value was 6.8 Gm. per 100 cc. Tlie 
leukocyte count was 7,400 per cubic millimeter, 
with 87% segmented neutrophils and 137o lympho¬ 
cytes. Results of serologic tests were negative. Spe¬ 
cific gravity of the urine was 1.020; the hydrogen- 
ion concentration was acid. Albumin content of 
urine was graded 2-1-; there was neither sugar nor 
bile. The carbon dioxide-combining power was 
14.9 mEq. per liter of plasma. The serum sodium 
content was 126 mEq. per liter and plasma chlo¬ 
ride content, 108 mEq. per liter. The serum potas¬ 
sium concentration was 3.8 mEq. per liter. The 
value for serum nonprotein nitrogen was 47 mg- 
per 100 cc. 

The patient remained in a semistupor for 12 
hours after her admission. She then began to e-xp^ 
rience episodes of wild excitement, with loon 
screaming and manifestations of a fear of impending 
death. She continued to be subjected to episodes 
of excitement for two hours, during which time 
restraints were needed. For the remainder of me 
second day she was restless but essentially quiet. 
During the third and fourth days of hospitalization 
she slept much but complained constantly, whie 
awake, of a generalized feeling of numbness an 


dizziness. 

Laboratory investigation on the third day re¬ 
vealed the value for serum nonprotein nitrogen to 
be 36.5 mg. per 100 cc. The specific gravity of the 
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urine was 1.020; the h)’drogen-ion concenti-ation 
was acid. There was no albumin, sugar, or bile in 
the urine. The result of the sulfobromophthalein 
tolerance test was 10.5% retention of dye in 30 
minutes. The direct serum bilirubin content was 
0.05 mg. per 100 cc.; total bilirubin was 0.35 mg. 
per 100 cc. The reaction of the cephalin floccula¬ 
tion test was graded negative. On the fourth day 
of hospitalization the result of a phenolsulfon- 
phthalein test was recorded as 77% excretion of the 
dye in hvo hours. Urine obtained during this test 
had a specific gravity of 1.002; there was no sugar, 
albumin, or bile. Total serum proteins amounted 
to 6.1 Gm. per 100 cc., with 4.5 Gm. of albumin 
and 1.6 Gm. of globulin. The prothrombin time was 
recorded as 100%. A transthoracic procedure to ob¬ 
tain hepatic tissue for biopsy was done at tin's time. 
Microscopic sections of the tissue showed no evi¬ 
dence of fatty infiltration or hepatic cell necrosis. 

On the fifth hospital day the patient complained 
of nausea, dizziness, and generalized numbness. At 
intervals throughout this day slie became restless 
and noisy and frequently expressed a fear of immi¬ 
nent death. These symptoms persisted intermittently 
with decreasing frequency and intensity through the 
sixth day. Between these episodes she appeared es¬ 
sentially normal. 

She was disdiarged on the seventh hospital day, 
Laboratorj' studies at tliat time revealed retention 
of sulfobromophthalein to be 8% in 30 minutes. 
Tile specific gravity' of the urine was 1.024; there 
W'as a trace of albumin, but no sugar or bile. The 
hydrogen-ion concentration xvas acid. The direct 
serum bilirubin content was 0.15 mg. per 100 cc., 
and the total bilirubin xvas 0.95 per 100 cc. 

The patient returned for follow-up studies 10 
days after discharge. At that time the results ob¬ 
tained from a complete blood cell count; urinaly¬ 
sis; cephalin flocculation, sulfobromophthalein, and 
serum bilirubin tests; and determination of nonpro¬ 
tein nitrogen remained essential^ unchanged from 
those recorded at previous procedures. She re¬ 
ported that she was without symptoms of any kind. 
Because of the limited information available con¬ 
cerning nutmeg poisoning no specific therapy was 
given in this case, except for intramuscular injec¬ 
tion.? of promazine hydrochloride during periods of 
e.'ccitement. 

Comment 

On the basis of the data in this ease and in those 
noted from the literature it is apparent that nut¬ 
meg taken in moderate quantities may produce a 
serious to.xic state and possibly death. To obtain 
a clearer understanding of the problem the pharma¬ 
cological and chemical features of nutmeg will be 
discussed, as well as the clinical syndrome result¬ 
ing from ingestion of the substance in toxic 
amounts. Because of die almost total absence of 
interest in this subject in the recent literature all 


information concerning the properties of nutmeg 
have come from a limited number of early studies. 

Pharmacological Aspects.—Wallace reported that 
the to.xic factor of nutmeg is confined entirely to the 
volatile oil component. He administered this oil 
(0.4 grains [24 mg.] per kilogram of body weight) 
to cats by a stomach tube and produced a striking 
clinical response. Within 10 minutes he noted rest¬ 
lessness, excitement, and excessive salwation. These 
signs were followed by a period of quiet associated 
with incoordination and staggering. Mydriasis xvas 
usually noted at this time. The refle.xes became 
weakened and a condition of semiconsciousness 
supervened, during which respiration was labored 
and feeble. In some animals unconsciousness deep¬ 
ened, respiration became labored and feeble, and 
death occiured 8 to 12 hours after ingestion of tlie 
oil. Usually, howex'er, after the stage of uncon¬ 
sciousness had developed, gradual improvement 
occurred, and about 15 hours after the oil had been 
given the animal appeared to return to normal. 
This improx'ement generally xvas temporarj'; tlie 
animal then gradually xveakened, and within 36 to 
72 hours after administration of the oil coma devel¬ 
oped and death followed. Autopsy of these animals 
consistently showed advanced fatty degeneration of 
the liver. 

Dale" and Jurss,’ with use of myristicin, a con¬ 
stituent of the volatile oil, were able to reproduce 
in animals symptoms identical to those caused by 
tlie administration of nutmeg or the volatile oil of 
nutmeg. They concluded tliat myristicin is the to.vic 
factor in nutmeg. Autopsy of their animals shoived 
changes in tlie liver similar to those described bj’ 
Wallace. 

Chemical Aspects.—Nutmeg is known to contain 
from 5 to 15% volatile oil, 25 to 407o fixed oil, and 5 
to 15% asli. The rest is starch, fiber, and water.® 
Power and Solway,® in an analysis of this volatile 
oil, found that 4% was myristicin. The formula for 
myristicin is CuHiaOs, and it is 5-allyl-l-metlios>'- 
2,3,-niethyIenediox)'beuzene. Further analysis of the 
volatile oil revealed 80% to be de.xtrocamphene 
and dextropinene, with 8% dipentene. Also noted 
were small amounts of eugenol, iso-eugenol, lina- 
lool, bomeol, terpineol, geraniol, and safrol. In ad¬ 
dition, Power and Solway isolated limited amounts 
of free myristic acid and traces of esters of this 
and other fatty acids. 

Cliaical Aspects.—It is apparent from this case 
and those previously reported that nutmeg in doses 
of 5 Gm. or more will produce a characteristic 
clinical s)'ndroine. From one to seven hours after 
tlie ingestion of nutmeg symptoms of a burning 
midabdominal pain, witli or widiout vomiting, may 
occur. Restlessness, giddiness, and excitement may 
be noted. Frequently a fear of impending death is 
reported, and often there is the complaint of a 
sensation of a heavy weight on the chest. During 
the next 10 hours drowsiness progressing to stupor 
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may develop. However, the patient can be aroused; 
if this is done, delirium and agitation ensue and the 
patient sinks again into stupor. Some patients may 
not manifest the early symptoms of toxicity but may 
display only the late narcotic efFect. As a rule re¬ 
covery is complete within 24 hours. However, large 
doses of nutmeg may prolong recovery, and peri¬ 
odic outbursts of excitement with delirium may 
continue for sev'eral days or more. 

Significant physical findings may include a de¬ 
crease in blood pressure, with cyanosis and shock. 
In addition, there may be rapid respiration, tachy¬ 
cardia, dilatation of the pupils, and decreased or 
absent peripheral reflexes. Several of the early re¬ 
ports suggest that some patients may exhibit, in 
addition to the usual symptoms and signs, an acute 
allergic response to nutmeg. This response is mani¬ 
fested by edema of the eyelids, with marked flush¬ 
ing and itching of the face. There also may be an 
elevation of temperature. These symptoms of an 
allergic reaction apparently subside quickly. 

Some of the laboratory findings in the case I 
have reported are not entirely understood. Since 
previous studies did not contain laboratory^ reports, 
the chemical determinations recorded in the pres¬ 
ent case are dififlcult to evaluate. In tliis case acid¬ 
osis was noted, with depression of the values for 
serum sodium and serum potassium. The serum 
chloride content was xvithin the normal range. 

On the basis of the experimental work on cats 
by Wallace, Dale, and Jurss it appeared that fatty 
degeneration of the liver was the end-result of to.xic 
doses of the volatile oil or its derivative myristicin. 
However, in the case reported here serial studies 
of hepatic function as well as biopsy of tissue from 
the liver revealed no evidence of damage to that 
structure. 

Studies of renal function revealed an initial slight 
elevation of the nonprotein nitrogen value, as well 
as albumin content of grade 2-}-, although the out¬ 
put of urine during the first 24 hours was normal. 


J.A.M.A., Nov. 7, 1959 

The value for nonprotein nitrogen returned to 
normal the next day, and a subsequent urinalysis 
disclosed occasional traces of albumin. It seems 
probable that in the case presented here nutmeg 
produced a transient toxic effect on the kidney. 

Summary 

The toxic factor of nutmeg is known to be my¬ 
risticin, a constituent of the volatile oil of nutmeg. 
Nutmeg in doses of 5 Gm. or more produces a 
marked depressive action on the central ner\'ous 
system, as well as a less prominent stimulating ef¬ 
fect. The clinical course may be severe, with coma, 
shock, and acidosis as its main features. 

117 W. Boscawen St. 
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U ndernutrition and endocrine DisxuRBANCEs.-Most patients 

with this disease [anorexia nervosa] at one time or another are suspected of 
primary hypofunction of the pituitary or of the adrenal cortex. ... It is 
now becoming well recognized that undernutrition itself may lead to multiple en¬ 
docrine disturbances. Undernourished subjects may show evidence of underfunction 
of the pituitary', thyroid, gonads and adrenals; Selye cites undemutrition as cause of 
adrenal exhaustion in his general adaptation syndrome. The whole relationship of 
the nutritional status to the endocrine system has recently been reviewed by Ken¬ 
nedy and McCance, who point out that multiple endocrine, as well as psychic, dis¬ 
turbances may be mediated through a final common pathway in the hypothalamus. 
However that may be, hypofunction of any of the endocrine glands does not readily 
explain . . . body fluid abnoimah'ties . . . [such as] retention of chloride, sodium 
and water, depletion of potassium and protein, or redistribution of hydrogen.—J. R. 
Elldnton and E. J. Huth, Body Fluid Abnormalities in Anorexia Nervosa and Under¬ 
nutrition, Metabolism: Clinical and Experimental, July (Part 1), 1959. 
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PRIMER ON THE RHEUMATIC DISEASES 

PART U 

Prepared by a Committee of the American Rheumatism Association 


Degenerative Joint Disease (Osteoarthritis) 

Degenerative joint disease is a progressive de¬ 
terioration of diartiirodial joints, characterized by 
mechanical erosion of articular cartilage and over¬ 
growth of bone at the joint margins. Although this 
common articular disorder has been variously 
'named osteoartliritis, hypertrophic artliritis, senes¬ 
cent arthritis, arthritis deformans, and arthrosis, the 
term degenerative joint disease is more accurately 
desmptive of the pathological changes occurring 
witliin the involved joints. The term, however, im¬ 
plies a generalized involvement of the joints of an 
affected person which is frequently not found. It 
has had limited acceptance, and the simpler desig¬ 
nation, osteoarthritis, is most commonly used. 

Etiology.—All of tlie factors contributing to 
osteoartliritis are not known. The etiology, how¬ 
ever, includes mechanical, dystrophic, and genetic 
elements. Postmortem studies indicate that the 
degenerative changes in the cartilage are the 
earliest anatomic abnormalities and that a correla¬ 
tion exists behveen the severity of such changes 
and advancing age, wliile deterioration of cartilage 
in the kmee joint may be demonstrated in some 
persons at the end of the second decade of life and 
is present in 80 to 90% of those over 60 years of 
age. Furthermore, increased wear and tear through 
abnormal use of a joint is known to accelerate and 
enhance the tendency to degenerative changes. 
Nevertheless, osteoarthritis is typically not a gener¬ 
alized disease but one localized to certain portions 
of individual joints. This observation, as well as the 
fact that some persons, even in the latter decades 
of hfe, are spared, suggests that the condition is 
also influenced by processes other than tliose re¬ 
lated to aging and attrition. The exact nature of 
tliese other factors, however, remains obscure. A 
clear-cut relationship between endocrine abnor- 

The first iastallment of this primer appeared in the Oct. 31 issue 
and the third uill appear in the Nov. 21 issue. 

The Committee of the American Rheumatism Association consists of 
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Shulman, Baltimore; Leon Sokoloff, Bethesda, Md.; Harrj* Thompson, 
Tucson, Ariz.; and Elam Toone, Richmond, Va. 

Reprints of the full tejct of this primer are available from the Ameri¬ 
can Rheumatism Association, 10 Columbus Circle, New York 19. The 
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malities and degenerative joint disease has not been 
established. Vascular disturbances, arteriosclerosis, 
and uratic deposits have not been encoimtered 
oftener than might be expected in an isolated group 
of persons of the same age. Focal infection appar¬ 
ently plays no part. Psychic trauma may increase 
the subjective symptoms but has not been proved 
to alter the course pathologically. 

Articular degenerative phenomena are increased 
by a variety of functional and anatomic derange¬ 
ments which result in injury to the joint. These 
include direct trauma, intra-articular fractures, dis¬ 
locations, penetrating wounds, tears of ligaments or 
cartilage, osteochondritis, infection, nemomuscular 
disease, congenital defects, and developmental dis¬ 
turbances. The degenerative joint disease resulting 
from such conditions is usually spoken of as “sec¬ 
ondary osteoarthritis." It is, however, similar to 
“primar)' osteoarthritis” e.\'cept in respect to the 
time and manner of onset. 

Altlrough unproved in other forms of osteoarthri¬ 
tis, a genetic factor seems related to the appearance 
of the disease in the terminal interphalangeal finger 
joints (Heberden’s nodes). Thus, the incidence of 
the condition is h^^ice as great in tlje maternal 
parent and three times as great in sisters of patients 
as in the general population. Heberden’s nodes, 
therefore, have a sex-influenced genetic character¬ 
istic, dominant in women and recessive in men. 

Pathology.—As osteoarthritis progresses, the ana¬ 
tomic changes reflect loss of tlie inherent ability of 
cartilage to withstand tlie abrasive and compressive 
action incident to normal function. It remains un¬ 
settled, however, whether the initial defect occurs 
in tlie chondrocytes, in the fibrous proteins, in the 
unformed elements of the matrix, or elsewhere. 
Microscopically, a variety of focal degenerative 
changes have been described in die early phases, 
including edema and swelling of cartilage cells and 
chondromucoid softening of the matrix. Subse¬ 
quently, there is noted mechanical abrasion of the 
articular cartilage, with tangential flaking parallel 
to the surface and splitting or fraying perpendicu¬ 
lar to it, tliese latter changes taking place along the 
lines of collagenous planes. The resultant replace¬ 
ment of the usual smooth, glistening, homogeneous 
articulating surface by a fine fringed margin is 
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spolcen of as fibrillation. Local areas of fraying are 
followed by more extensive disintegration and 
desquamation, with eventual denudation of the 
underlying bone. 

As this process is taking place within the car¬ 
tilage, there is concurrent reactive hjq)erplasia of 
the adjacent bone. Proliferation of the subchondral 
connective tissue of the marrow spaces finally in¬ 
volves die subchondral plate in the deeper part of 
the cartilage. This is thereby invaded, destroyed, 
and replaced by fibrovascular tissue which becomes 
ossified to form new bone. Through the constant 
friction of continued use this reactive bone, which 
now forms the joint surface in such an area of 
erosion, becomes highly polished, grossly resem¬ 
bling ivor 3 ^ It is then spoken of as being ebumated. 
Comparable processes of reactive bone production 
occurring at the margin of the articular cartilage 
give rise to large bony overgrowths, commonly 
referred to as marginal osteophytes, spurs, or areas 
of lipping. In the distal interphalangeal joints, 
however, osteophyte formation has been noted 
without appreciable concurrent articular damage. 
Synovitis is usually lacking in osteoarthritis except 
when minute fragments of joint detritus are dis¬ 
placed into the synovial tissue. Since degenerative 
joint disease occurs in die older age group a con¬ 
current osteoporosis, either menopausal or senile, 
may be present, which in weight-bearing joints, 
particularly the knees, may lead to remolding of 
epiphysial bone. 

Osteophytosis of the spine, often referred to as 
hypertropliic osteoartluitis of the spine, should 
probably be distinguished from osteoarthrids of the 
spinal diardiroses. These osteophytes are formed 
most commonly at the anterior lateral margins of 
the ends of vertebral bodies and result from de- 
■v generation of intervertebral disks and ossification 
of the tendon attachments of abnormally stressed 
muscles. They bear an uncertain correlation to 
degeneration of apophysial (diardirodial) joints of 
the spine. True ankjdosis does not occur; neverthe¬ 
less, varj'ing degrees of spinal rigidity may be 
brought about by localized osseous bridging at 
varying points. 

Clinical Features.—Degenerative joint disease 
presents many interesting and puzzling clinical 
aspects. Although an occasional patient complains 
of widespread distress, with symptoms in numerous 
peripheral joints as w’ell as the spine, tire majority 
will localize their complaints to a single joint or at 
tlie most to several joints. Furthermore, e.xtensive 
articular damage may be \isible roentgenographi- 
cally, without significant symptoms. Despite these 
facts, a fairly uniform clinical pattern can be ob- 
serv'ed, occruring with increased frequency as per¬ 
sons progress beyond the fourtli decade of life. The 
early symptoms are usually insidious: mild stiffness 
and aching pain in and about the affected joints. 


frequently associated with inclement w'eather. This 
may persist for many months or years, gradually 
increasing, with various degrees of severity'; in 
some patients the symptoms remain relatively mild, 
w'hile other patients become totally disabled. Severe 
changes occur most commonly in the weight-bear¬ 
ing joints. Physical signs in joints accessible to 
palpation are minimal soft tissue thickening, crepi¬ 
tus, and changes in the size and shape of the bone 
as the disease progresses. Effusions are noted only 
after trauma. In joints not accessible to palpation, 
such as the liips and spine, the only physical signs 
are loss of motion and pains on extremes of motion 
and at times muscle spasm. Constitutional signs 
incident to the disease are absent; nevertheless, 
those coincident with advancing years, such as 
w'eakness, fatigability^ and general senile deteriora¬ 
tion, may form an important part of the patients 
complaints. In general, pain is more frequent in 
joints subject to strain, such as the lower part of 
the spine, liips, and knees, and the severity and 
nature of discomfort will usually relate to physical 
activity and the degree of mechanical derangement. 

Although any diartlirodial articulation may be 
involved, some are more susceptible to degenerative 
changes than others, and symptoms may he influ¬ 
enced by the locality' of the involvement. In the 
hands, the terminal interphalangeal finger joints 
are most frequently affected, Here, the nodular 
enlargements at the medial and lateral aspects of 
the dorsal surface are spoken of as Heberden’s 
nodes. They are more frequent in women than in 
men, and of concern to the patient chiefly because 
of the unsightly character of the node rather than 
because of pain involved. At times, however, an 
inflammatory period may be present, usually of 
undetermined cause but at times due to either 


physical or psy'chic trauma. Osteoartliritic changes 
are also seen in the proximal interphalangeal joints 
and at the carpal-metacarpal articulations of tlie 
thumbs. The wuists, elbow's, and shoulders rarely 
have sy'mptomatic involvement and, when present, 
this is usually associated with occupational stresses 
or mechanical derangement. A severe form of de¬ 
generative joint disease is seen in the hips and is 
referred to as malum coxae senilis. Inflammatory 
stages are also recognized in this condition and the 
progressive nature of the hip involvement makes it 
a most painful form of the disease and refractory to 
treatment. Osteoarthritis of tire cervical spine is 


frequently accompanied by degeneration and pro¬ 
trusion of intervertebral disks, at times with radicu¬ 
lar symptoms noted in the upper extremities. In 
the low'er part of tire spine it is a common cause of 


persistent backache. 


Degenerative joint disease usually pursues a 


slow'ly progressive but often intermittent course 
over many years. \^'hile it is not subject to the 
characteristic exacerbations and remissions of rheu- 
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inatoid arthritis, periods of improvement, particu¬ 
larly under proper medical management, are fre¬ 
quent, being followed by other periods of sympto¬ 
matic deterioration or acute episodes related to 
physical trauma or emotional upset. 

Recently it has been postulated that a special 
form of osteoarthritis can be distinguished from 
degenerative joint disease and local osteoarthritis. 
This is spoken of as "primary generalized osteo¬ 
arthritis” and is characterized by painful episodes 
affecting multiple joints usually in succession and 
lasting several montlis. Inflammatory signs as well 
as painful symptoms are observed in the distal and 
pro.ximal interphalangeal joints and in the greater 
multangulai-first metacarpal articulation. Other- 
joints, however, particularly the knees, ankles, and 
spinal articulations, may be involved. Women are 
affected 10 times as frequently as men; symptoms 
are usually worse at night. Despite the fact that 
symptoms appear in multiple articulations and 
inflammatory signs may be present, the general 
health of the patient remains good and there is no 
sign of sj'stemic disease except for an occasional 
elevation of the sedimentation rate. Differentiation 
from rheumatoid artliritis may be difficult. Roen- 
genography is helpful, since severe osteophytosis 
is usually seen. 

Laboratory and Roentgenologic Observations.— 
Degenerative joint disease has no characteristic 
laborator)' manifestations. The sedimentation rate 
may be moderately elevated but is usually normal. 
Sjmovial fluid, when present in suflScient quantity 
for aspiration, has few abnormalities. The total 
wliite blood cell count and percentage of poly¬ 
morphonuclear leukocytes are low. 

Roentgenograms reveal narrowing of the joint 
space, with condensation of bone in the region of 
the articular cortex and irregular new growths of 
bone at tire articular margins (osteophytes, spurs, 
and lipping). Discrete subchondral rarefactions 
(q'sts) that sometimes resemble those of gouty 
arthritis may be present. Bone atrophy of a mild 
degree is not rmusual, but if severe (his suggests 
an associated disease. 

Diagnosis.—On clinical examination this disease 
is not always obvious in the early stages. The pres¬ 
ence of articular discomfort in the absence of clear- 
cut degenerative changes in the joint creates a 
difflcult problem in differential diagnosis. In such 
instances other causes of skeletal discomfort must 
be carefully e.xcluded. Intermittently progressive 
articular aching, relieved by rest and with minimal 
physical signs of joint disease, in a middle-aged 
person without evidence of general illness, should 
lead one to consider the diagnosis. Advanced de¬ 
generative joint disease is distinctive, especially 
when it affects the smaUer finger joints, witli firm, 
knobby enlargement leading eventuaUy to deformi¬ 
ties and a somewhat limited range of motion. One 


must be cautious in attributing skeletal symptoms 
to degenerative changes in tlie joints, particularly 
in the spine; and one must avoid misdiagnosis of 
superimposed disease such as metastatic malig¬ 
nancy, osteoporosis, and intercurrent infections. It 
is important to remember that the sudden onset of 
symptoms in previously asymptomatic joints re¬ 
quires an explanation. Degenerative lesions of the 
spine, especially in the cervical area, may produce 
symptoms in remote parts of the body. 

When tlie two diseases are present in their 
classic forms, osteoarthritis and rheumatoid arthri¬ 
tis are dissimilar and should not be confused. 
Inasmuch as the onset of rheumatoid artliritis not 
infrequently occurs in later decades, when degener¬ 
ative changes are common, the two diseases may 
coexist. If degenerative joint disease involves not 
only the terminal interphalangeal joints of the fin¬ 
gers (Heberden s nodes) but also the proximal ones, 
the deformities of the latter may simulate the 
fusiform swelling of rheumatoid arthritis. The hard, 
knobby character of die enlargement of degener¬ 
ative joint disease and the absence of involvement 
in other joints as the disease progresses is a dis¬ 
tinguishing feature. The presence of the "rheu¬ 
matoid factor” in the serum of patients with 
rheumatoid arthritis may also be helpful. 

Treatnient.—Because of the degenerative charac¬ 
ter of the fundamental disorder, specific therapy 
does not exist. This form of rheumatism must be 
managed by the control of symptoms and relief of 
strains on the affected articulations. Except for 
degenerative hip or knee disease, which often ends 
in severe disability, and e.xcept for a small number 
of patients with an apparently marked constitu¬ 
tional predisposition, clinical results with this ap¬ 
proach will be gratifying. 

General: It is essential to alleviate die patient’s 
fear of becoming helpless by imparting a proper 
perspective of his fundamentally benign disorder. 
It is unwise to imply that nothing can be done for 
liim and that he need not return. In some patients 
coe.xistent neurotic conflicts and the attendant mus¬ 
cle tension appear to aggravate the disability. Reso¬ 
lution of emodonal problems and the attainment 
of relaxadon may produce striking benefits. Food 
intake should follow a normal pattern, unless caloric 
restrictions are advisable. Obesity is a common 
aggravating circumstance, and weight reduction is 
advisable to relieve abnormal strains on the joints 
of the lower part of the spine and the legs. 

Rest; The most radonal therapeutic measures are 
those combining general rest and individualized 
care for the affected part. The padent should be 
instructed to obtain at least eight hours of bed rest 
at night and, when possible, an additional after¬ 
noon rest period. Wien joints of the lower part of 
the spine, legs, and feet are involved, additional 
measures to relieve strain and weight-bearing may 
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be necessar^^ Support to various parts can be pro- 
rided by strapping, belts, braces, or the use of canes 
or crutches; additional rest in recumbency witli or 
without traction may be required. 

Physical Therapy: Physiatric measures are valu¬ 
able in tire treatment of degeneratir'e joint disease 
and in tlie correction of improper posture that acts 
as a contributor^' factor. During especially painful 
phases such measures should be confined to appli¬ 
cations of heat in a simple form, preferably hot 
soaks, hot towel packs, or infrared light, accom¬ 
panied by stroking massage of tlie periarticular 
tissues and muscles. After a few days, when the 
lesion has become quiescent, passive motion should 
be added before a gradual return to active exercises 
and normal function. Tire benefit from roentgen¬ 
ologic therapy for tlie relief of pain is doubtful, and 
its use is unjustified when satisfacton,' relief can be 
obtained by safer means. 

Drugs: Relief from pain and muscle spasm in this 
disease is usually afltorded by therapy w’ith the 
salicylates, irarticularly acetj’lsalicylic acid in doses 
of 0.6 to 0.9 Gm. tlrree to five times daily. Phenyl¬ 
butazone is occasionally used, but its administra¬ 
tion must be carefully controlled because of its 
potential to.xicit}'. The simultaneous administration 
of a mild sedative such as phenobarbital may be 
helpful in patients with significant ner^'ous tension. 
Tlierapy witlr cortisone and corticoti'opin relieves 
symptoms in some patients but is not sufiiciently 
effective to warrant routine use. Intra-articular ad¬ 
ministration of hydrocortisone in doses of 25 to 50 
mg. affords temporary' local amelioration of s>Tnp- 
toms in most patients and can be a useful adjunct 
in the management of patients with excessively 
painful joints. Other glandular elements or vitamins 
should be given only when a definite deficiency 
can be demonstrated. Treatment \Wth sex hormones 
has not proved effective. 

Surgerxu ^^dlile tlie procedures outlined above 
may ordinarily be relied on to control symptoms 
and disability from degenerative joint disease, 
artliroplasty may sometimes be desirable or neces¬ 
sary' in patients with badly deformed joints. Such 
a procedure is aimed at correcting mechanical dis¬ 
turbances and tliereby improving motion and con¬ 
trolling pain. Debridement of joints, such as the 
kmee, is occasionally resorted to for removal of 
hy'pertrophic bone and smootliing off of articular 
surfaces. Hip surgery' in patients with malum coxae 
senilis has at times been more successful than sur¬ 
gery' on other joints and may be a necessary' ap¬ 
proach to tliis particular problem when extensive 
changes occur. Several procedures are employed; a 
Vitallium cup over the head of the femur is most 
frequent, but vary'ing portions of the neck or shaft 
can be replaced by acry'lic or metal prostheses. 
None is universally satisfactory, and failures occur 
even when the procedures are performed by ex¬ 
perienced surgeons. 


Gout 

Gout is a familial metabolic disease associated 
witlr abnormal amounts of urates in the body and 
characterized by an early stage of recurring acute 
monarticular arthritis and a late stage of chronic 
deforming arthritis, with varying constitutional 
symptoms. It occurs in all races, nationalities, and 
social levels. Appro.ximately 95% of patients vitli 
gout are men, usually over the age of 30 years; in 
women tire onset is usually after the menopause. 
From 3 to 5% of all cases of arthritis are prob.rbly 
gouty, although this diagnosis is frequently over¬ 
looked. The recognition of gout in one family mem¬ 
ber frequently leads to establishment of the diag¬ 
nosis in others. Even more common than overt 
gout among members of such families is an ele¬ 
vated serum urate level (essential familial hyper¬ 
uricemia). 

Etiology.—The precise nature of the metabolic 
defect giving rise to the increased blood levels of 
uric acid in gout is not well understood. The genetic 
transmission of tire trait for hyperuricemia has been 
attributed to a single dominant gene with incom¬ 
plete penetrance which is not se.x-linked, although 
recent studies suggest that the hyperuricemia may 
result from a multiple gene action. 

The greatly e.xpanded miscible pool of uric acid 
found in tophaceous gout demonstrates the dynamic 
equilibrium of urate deposits witlr tire serum uric 
acid content. In human beings uric acid arises from 
two primary' sources, the breakdorra of dietary 
purines (tire exogenous source) and tire catabolism 
of tissue purines (the endogenous source). Studies 
of the incorporation of isotopically labeled glycine 
into uric acid have given evidence in a substantial 
portion of gouty patients of an excessive en¬ 
dogenous biosyntlresis of uric acid direct from its 
simple and abundant precursors (glycine, CO; 
formyl groups, and the nitrogen of glutamine and 
aspartic acid), thus by'passing nucleic acid. No spe¬ 
cific renal defect in the excretion of uric acid char¬ 
acteristic of gout has y'et been demonstrated, al¬ 
though the generally' diminished renal function in 
advanced stages of the disease undoubtedly con¬ 
tributes to urate retention. The precise relationship 
of hyperuricemia to acute gouty arthritis remains 
obscure; indeed, it seems possible that some other 
mechanism unrelated to the blood uric acid level 
may be responsible, since hyperuricemia not in¬ 
frequently occurs without acute gouty artliritis. 

Pathology.—The characteristic histological lesion 
of gout is the tophus, a nodular deposit composed 
of sodium acid urate cry'stals and the inflammatory 
foreign-body reaction tliey have evoked. In the 
joints, urates are deposited on the surface of the 
articular cartilage and also in synovial, capsular, 
and periarticular tissues, including subchondral 
marrow, periosteum, and tendons. The marrow de¬ 
posits communicate with the joint space and con- 
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stitute tile so-called punclied-out lesions seen in 
the roentgenograms. The patliological changes in 
acute gout)' arthritis are not hnow'n with certainty, 
but some recent studies have indicated that urates 
are present in the synovial tissues in this phase. The 
chronically affected joint is predisposed to undergo 
osteoartliritic degeneration, and the joint at times 
is obliterated by massive tophaceous involvement. 
Arteriolar nephrosclerosis is commonly found in 
long-standing cases of gout, while the term gout 
nephrosis refers to the formation of microtophace- 
ous deposits in the renal p)'ramids. 

Clinical CoHrsc.—Individual patients exhibit a 
wide range of variation in tlie degree to which their 
gout is manifest. Some will show throughout life 
only the features of the disease usually associated 
widi its early stages, consisting of a modest hyper¬ 
uricemia and infrequently acute episodes of arthri¬ 
tis (acute gouty arthritis). Such attacks, which are 
self-limiting, subside spontaneously in 4 to 10 days 
or will respond witbin 24 to 36 hours to treatment 
rrith colchicine and leave no residual effects (inter- 
critical gout). Patients at die odier extreme, how¬ 
ever, show the full course of die disease, consisting 
of (1) attacks of acute gouty' artliritis recurring at 
progressively more frequent inten'als over die 
years, (2) markedly elevated serum urate levels, 
(3) appearance of tophaceous deposits of sodium 
urate (tophaceous gout) in periarticular and sub¬ 
cutaneous tissues, cartilage, tendon, bone, kidney, 
and urinary' tract, and (4) die eventual progression 
of the disease through the growdi of these tophace¬ 
ous deposits to a chronic deforming artliritis 
(chronic tophaceous gout) quite distinct in both 
pathogenesis and therapy from acute gouty arthri¬ 
tis. In addition, uric acid renal lithiasis occurs in 
10 to 20% of gouty patients, and after years of gout 
renal dysfunction and a tendency to vascular 
sclerosis may develop. 

The acute attacks are provoked by a variety' of 
factors. Among these are such stress-producing 
events as surgery, trauma, systemic infections, 
allergens, and emotional disturbances, as well as 
dietary' factors of excessive intake of nitrogenous 
or fatty foods, ingestion of alcohol, or a weight- 
reduction diet. Administration of liver extracts, 
vitamin B-complex, ergotamine tartrate, antibiotics, 
and mercurial diuretics may also provoke attacks. 

Prodromal symptoms may be absent or non¬ 
specific. The onset is characteristically sudden, witli 
complete incapacitation from pain witliin 12 to 48 
hours after tlie first warning twinge. In a typical 
case the joint area is warm, red, swollen, exquisitely 
tender, and excruciatingly painful to move. Bursal 
effusions, a moderate temperature elevation, leuko¬ 
cytosis, and an increased sedimentation rate may 
be present. The first metatarsophalangeal joint of 
the great toe is the first joint to be involved in 
approximately 25% of cases and will be involved in 


the early attacks of at least 90% of all cases (so- 
called podagra). All otlier large peripheral joints 
with the exception of the hips and shoulders may' 
be affected. In the early stage the disease is almost 
always monarticular, but it becomes migratory' and 
polyarticular with recurring attacks. 

It is seldom sy'mmetrical. Early' untreated attacks 
usually subside within a week, and the persistence 
of sy'mptoms more than 14 days in early' cases 
raises a doubt as to the diagnosis. If proper treat¬ 
ment is instituted promptly, symptoms usually sub¬ 
side rapidly; if treatment is delay'ed, the response is 
less dramatic and recovery less rapid. Joint re¬ 
covery' is complete and the patient may remain free 
from sy'mptoms for montlis or years. Subsequent 
attacks, however, occur at increasingly frequent 
intervals and eventually the acute attack wiU not 
subside entirely, gradually passing into chronic 
gouty' artliritis associated with tophaceous deposits. 
Tliis stage of the disease usually follows 10 or more 
years after the initial gouty attack. 

Ty'pical acute gouty arthritis may' on occasions 
accompany' blood dyscrasias, such as poly'cythemia 
vera, chronic leukemia, my'eloid metaplasia, and 
multiple myeloma, and occasionally constitutes the 
presenting symptoms. Although referred to as 
“secondary gout” it is in all clinical respects similar 
to the “primary” variety', with the exception that a 
family history of gout is usually lacking. 

Laboratory Obseroations.—An elevation in the 
serum urate concentration above 6 mg. per 100 ml. 
in males or 5.5 mg. per 100 ml. in females is found 
in over 95% of gouty patients and is a useful aid in 
the clinical diagnosis of gout. A simultaneous de¬ 
termination of blood urea nitrogen level and a 
complete blood count aid in distinguishing the 
hyperuricemia of gout from that of renal dysfunc¬ 
tion and hematological disorders. In the evaluation 
of serum urate levels due consideration must be 
given to the uricosuric action of the antirheumatic 
drugs, including probenecid (Benemid), ACTH, 
steroid hormones and phenylbutazone (Butazolidin), 
and zo.xazolamine (Fle,vin). Although salicy'lates in 
doses over 4 or 5 Gm. per day will exert a uricosuric 
action, they have been found to promote urate re¬ 
tention when given in doses of 3 Gm. per day'. 

Roentgenologic Examination.—Early in the course 
of gout, no abnormality can be detected by roent- 
genographic e,xamination. However, with progres¬ 
sion of the disease, tophi are observed as soft tissue 
swellings around affected joints and as punched-out 
radiolucent areas of epiphysial bone, particularly 
in tlie fingers and toes. In e.xtreme cases tin's may 
produce marked erosion and destruction of the 
bone. 

Diagnosis.—The e.xcellent prognosis for most pa¬ 
tients ryith gout, made possible fay uricosuric agents, 
increases the importance of establishing tlie diag¬ 
nosis at an early stage in the disease. The possibility' 
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of gout should be considered for any male over the 
age of 30 years haring a first attack of arthritis. 
The characteristic abrupt onset and other clinical 
manifestations previously described, coupled with 
a family history of gout or renal calculi, lend addi¬ 
tional support to the presumption of gout. The diag¬ 
nosis can be confirmed by demonstration of an 
elevated serum urate level and by obtaining a 
prompt and complete response of the arthritis to a 
therapeutic test with colchicine. Acute gouty ar¬ 
thritis is often confused with acute pyogenic arthritis, 
cellulitis, rheumatic fever, calcific tendinitis, and 
occasionally rheumatoid arthritis. The diagnosis 
can be established conclusively in the tophaceous 
stage of the disease by the demonstration of urate 
crystals in the contents of a suspected tophus, by 
either microscopic examination or Weidel’s murexide 
test. Such tophi are found most often about tlie 
margin of the ears, in the feet, the hands, and in 
the olecranon and prepatellar bursae. To establish 
the diagnosis in difficult cases urate crystals may 
be demonstrated in sjmovial tissue obtained at 
biopsy and fixed in absolute alcohol. 

Treatment.—Relief of the presenting acute attack 
of gout\' arthritis should be followed by a care¬ 
fully individualized program of control to match 
the severit)' or stage of the disease. 

Acute Gouty Art/ir/t/s.—During the acute attack 
the involved joint should be kept at rest. Local 
measures for pain relief depend on the patient’s 
preference; use of narcotics may be justified. Once 
the acute symptoms disappear early ambulation 
and use of the joint should be encouraged. 

Colchicine: Colchicine remains the preferred 
drug for relief of acute attacks of gout. One 0.5-mg. 
or 0.6-mg. tablet should be given each hour until 
either the joint s)Tnptoms are relieved or toxicity, 
manifested by nausea, vomiting, or diarrhea, ap¬ 
pears. The diarrhea caused by colchicine often re¬ 
quires treatriient with paregoric, 4 ml., or kaolin 
pectate, 30 ml., given after each loose stool. From 
6 to 10 mg. of colchicine is usually required to 
produce such toxicity, but a therapeutic response 
is often possible with smaller amounts, especially 
if the drug is started early in the attack. Patients 
readily learn to abort many attacks by taking 
colchicine at the first premonitor)' srmptom. Those 
who e.xperience more than one or two attacks 
yearly may be started on therapy with 0.6 mg. of 
colchicine one to tliree times daily as a prophylactic 
regimen for reducing the frequency and severity of 
attacks. 

Attacks can be rapidly terminated by administra¬ 
tion of colchicine intravenously in a dose of 2 mg. 
rvitli a repeat dose of 1 to 2 mg. in six hours, if 
there has been no response. No more than 5 mg. 
should be used for treatment of any single attack. 
Fewer gastrointestinal to.xic effects accompany tire 
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use of colchicine intravenously, but absence of such 
warning symptoms could increase the hazard of 
accidental overdose. 

Corticotropin (ACTH): Corticotropin is highly 
effective in rapidly terminating most acute attack 
It is especially useful in severe attacks and in 
attacks treated late in their course. A single intra¬ 
muscular injection of 100 units of long-acting ACTH 
in repository' gel or zinc form will usually result in 
relief of pain and swelling within several hours. 
Only rarely is a second injection of ACTH required, 
but administration of 1.2 to 1.8 mg. daily of colchi¬ 
cine for one to two weeks is necessary to prevent 
an early recurrence. 

Phenylbutazone; Phenylbutazone is an effective 
agent for producing prompt relief of symptoms of 
acute gout, usually within 24 hours. It is particularly 
useful in terminating stubborn cases in which pa¬ 
tients have not fully responded to colchicine or 
ACTH therapy. The initial dose of 400 mg. is given 
orally, followed by 100 or 200 mg. four times daily 
for two to three days. After this 1.2 to 1.8 mg. of 
colchicine is given daily for one to two weeks. 
Although the potential toxicity of phenylbutazone 
limits its routine use in gout, complications are rare 
when its administration is limited to the period 
indicated. Furthermore, the unpleasant gastroin¬ 
testinal symptoms which accompany the use of 
colchicine are not observed. Because of this, many 
observers prefer phenylbutazone to colchicine in 
the treatment of acute gouty arthritis. 

Steroid Hormones: Although some patients ex¬ 
perience improx’ement from the administration of 
antirheumatic steroid hormones, the response is less 
consistent than w'ith other methods of therapy. 
Their routine use in treating acute gout, or as main¬ 


tenance therapy, is unw'arranted. 

Intra-articular Therapy: Hydrocortisone in a dose 
of 25 to 50 mg. injected intra-articularly into the 
involved joint is useful in the treatment of acute 
gout involving a single joint or bursa. Relief of pam 
is usually prompt and complete within 24 to 38 
hours. 

Interval and Chronic Tophaceous Goi/f.—Joint 
disabilities resulting from tophaceous deposits can 
be prevented, and to some degree reversed, tlirough 
the mobilization of urate deposits w'ith prolonged 
use of a uricosuric agent. Probenecid produces a 
marked increase in the e.xcretion of uric acid and 
a drop in the serum urate level. Probenecid should 
be started at a dose of 0.5 Gm. per day with a 
fluid intake of at least 3 liters. Alkalinization of the 
urine to a pH above 6 by administering trisodium 
citrate, 1 teaspoonful four times per day, may be ot 
help in preventing difficulties from urate calculi, 
especially during the early stages of treatment. 
Over a period of w'eeks tlie dose of probenecid is 
gradually increased to that required to maintain tlin 
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senim urate at normal or near-normal levels, usually 
1 to 2 Gm. per day. Use of salicylates tends to inter¬ 
fere witli the action of probenecid and should be 
avoided. In the presence of severe renal disease 
the degree of uricosuria provided by probenecid 
is often inadequate and more potent drugs are 
needed to reduce the serum urate level to the 
normal range. Side-effects of gastrointestinal symp¬ 
toms or skin eruptions occur in a small proportion 
of patients receiving probenecid and are an indica¬ 
tion for use of a different uricosuric agent. A greater 
uricosuric action is prorided by high doses of 
sodium salicylates (4 to 6 Gm. per day), but the 
symptoms of salicylism which frequently accom¬ 
pany this dosage are not well tolerated by most 
patients. Zoxazolamine and sulfinpyrazone (Anturan) 
are both highly potent uricosuric agents. Used to¬ 
gether they have an additive effect. However, the 
increased potency carries with it the added hazard 
of precipitating urate calculi in the urinary tract, 
especially during the period of initiation of uri¬ 
cosuric therapy. This tendency of uric acid to de¬ 
posit in the urinary tract can be reduced by a high 
fluid intake, alkalinization of the urine, and initia¬ 
tion of therapy with low doses of uricosuric agents. 
An initial dosage of 50 mg. twice daily of either 
zoxazolamine or sulfinp^Tazone should be followed 
by a gradual increase in dosage over a period of one 
to two weeks until the desired serum urate levels 
have been achieved. Maintenance doses in the range 
of 200 to 400 mg. per day, given in four dmded 
doses, are adequate for most patients. Daily ad¬ 
ministration of colchicine, 0.6 mg. tliree times a 
day, should be given when starting uricosuric 
therapy in order to suppress tlie acute attacks of 
gout that may be precipitated shortly after initiat¬ 
ing such therapy. However, with continued uri¬ 
cosuric treatment the frequency of acute attacks is 
often reduced, and after many montlis of such 
therapy tophi may disappear or be arrested and 
the joint disability may be diminished. 

Any one of the following features is indication 
for institution of therapy with a uricosuric agent in 
gouty subjects; (1) visual or roentgenologic evi¬ 
dence of tophi, (2) repeated serum urate levels 
above 8 mg.%, and (3) failure of maintenance 
therapy with colchicine to reduce the frequency or 
severity of attacks. 

General Measures.—The primary purpose of a 
low-purine diet is to reduce the amount of uric 
acid produced by tlie body from exogenous purines 
and presented to the kidneys. The extent to which 
dietary restrictions are needed for control of tlie 
serum urate level will be highly individualized, 
determined by the severity of the manifestations of 
gout and tire response to uricosuric agents. 

All patients with gout should be given a well- 
balanced diet, eliminating such high-purine foods 
as liver, kidney, brains, sweetbreads, anchovies. 


sardines, beer, broth, meat soups, and leguminous 
vegetables. At the beginning of treatment otlier 
foods containing appreciable quantities of purines 
should be eaten sparingly, particularly meat and 
seafoods. These foods should be limited to 2 oz. 
(57 Gm.) twice a week, with die remainder of the 
dietary protein being made up of cheese, eggs, and 
dairy products. Liberalization of the diet witli 
regard to the latter group of foods may be possible 
in the patient with tophaceous gout who shows a 
remarkable response to therapy with uricosuric 
agents, mobilization of tophi, and a serum urate 
level in the normal range. In the presence of severe 
tophaceous gout with marked impairment of renal 
function the protein content of the diet should be 
restricted to 50 to 70 Gm., since die endogenous 
production of purines is directly related to die nitro¬ 
gen intake. Supplementary vitamins and minerals 
are of no value in the absence of a specific defi¬ 
ciency. Abundant fluids should be taken habitually 
to aid in the e.xcretion of uric acid and prevent its 
precipitadon in the urine as stones. The amount of 
alcohol permitted the gouty patient is a debatable 
subject. Excessive amounts should always be 
avoided, and, to be on the safe side, die gouty pa¬ 
tient would do well to abstain entirely. In some 
cases, however, it may be better to permit an oc¬ 
casional drink rather than run the risk of periodic 
excess. Certain susceptible patients note acute 
symptoms after the ingestion of very small amounts. 

Surgical excision of tophi is seldom indicated. 
Physical tiierapy and rehabilitation play as helpful 
a part in the treatment of gout as they do in the 
other rheumatic diseases. However, diathermy is 
seldom well tolerated. Because of the fact that 
surgery of any type may precipitate an acute attack 
die gouty patient, when being prepared for opera¬ 
tion, should be placed on a purine-free diet for five 
days before and five days after operation and dur¬ 
ing that period given colchicine orally, 0.6 mg. 
diree times a day. If an emergency operation is 
indicated, intravenous administration of colchicine 
the day of die operation will usually serve to abort 
an attack. . y' 

V' Collagen Diseases 


The term “collagen diseases” is used to indicate 
several multisystem disorders grouped together be¬ 
cause the characteristic pathological processes of 
each are found widely distributed in the collagenous 
connective tissues. Involvement of the joints is 
common. The cause of each disease within the 
group is unknown; a common etiology or patho¬ 
genesis has not been established. Nevertheless, two 
or more diseases may coexist in the same patient 
and, at times, symptoms of one may be succeeded 
by those of another. A common histological ab¬ 
normality which forms an important characteristic 
of the group is referred to as “fibrinoid change.” 
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This term refers to the affected tissues, which show 
a homogeneous, eosinophilic appearance having 
some of the tinctorial properties of tlie fibrin. The 
fibrinoid change may be seen either in the wall of 
blood vessels or in the connective tissue proper, 
and the materials responsible for its appearance are 
deposited in the interstitial matrix substance. Their 
composition varies, some containing fibrin and 
others gamma globulin. Systemic lupus erythemato¬ 
sus, polyarteritis nodosa, scleroderma, and derma- 
tomyositis are the diseases usually included in this 
group. Although the pathological changes described 
also occur characteristically in patients with rheu¬ 
matic fever and rheumatoid arthritis, these condi¬ 
tions have been considered separately. 

Systemic Lupus Erythematosus 

Systemic (disseminated) lupus erythematosus 
(SLE) is an apparently noninfectious inflammatory 
disease involving in large part the connective and 
vascular tissues of many organs and resulting in a 
varietj'^ of clinical manifestations secondary to the 
multiple system involvement. Although, as the name 
implies, tegumentary changes were originally re¬ 
garded as a definitive aspect of the condition, this 
is no longer the case. The most common s>nnptoms 
are those referable to the musculoskeletal system, 
but death ultimately results from visceral involve¬ 
ment. The disease usually runs a chronic course 
with remissions and exacerbations, periods of rela¬ 
tively good health being abruptly interrupted by 
explosive episodes. The disease usually begins in 
the third or fourth decade of life but may start in 
cliildhood or old age. 

Efio/ogi/.—The cause is unknorvn. Although ex¬ 
posure to sunlight or ultraviolet rays, focal infection, 
reaction to foreign proteins or drugs, and emotional 
trauma have on occasions been identified witli die 
onset of the disease or its exacerbations, none is 
consistently present. The occurrence of several 
abnormal serum proteins which react vdth a variety' 
of nuclear fractions to bind complement suggests 
to many an autoimmune reaction, aldiough such 
reactions are not definitive proof of their antibody 
nature. These and other serologic reactions will be 
discussed in more detail. 

Pathology.—At autopsy gross findings are often 
minimal or absent and even in patients dying with 
liighly active disease few specific histological 
lesions may be found. In various organs the connec¬ 
tive tissue may reveal such nonspecific alterations 
as fibrinoid change and cellular infiltration, either 
within die walls of a blood vessel or outside of it. 
More characteristic changes include “atypical” 
verrucous endocarditis, disseminated arteritis, thick¬ 
ening of the basement membrane of a glomerular 
tuft (“wire loop” lesion), and periarterial concentric 
fibrosis of the spleen. “Hemato.xylin bodies” (homo¬ 
geneous purple masses of altered nuclear material 


identical with the inclusion body of the L. E. cell) 
represent the most characteristic histological find¬ 
ing of the disease but are not always present. The 
renal lesions may vary from focal glomerulitis to 
diffuse glomerulonephritis. Generalized Ijinpha- 
denitis with infrequent areas of focal necrosis mav 
be seen. Synovitis when present is of a nonspecific 
character but will occasionally manifest hematoxy¬ 
lin bodies. 

Clinical Features.—Both the clinical picture at 
onset and the subsequent course are extremely vari¬ 
able. There is little difficulty in recognizing the 
disease in the patient with classic features of the 
acute, fulminating disease. These include high 
fever, symmetrical malar erythema (“butterfly 
rash”), severe joint and muscle pains, polyserositis, 
basilar pneumonitis, gallop rhythm, large lymph 
nodes, nephritis, psychosis or convulsions, and con¬ 
firmatory laboratory findings. This form of the dis¬ 
ease may cause death within a few weeks. In most 
cases, however, the course is chronic, lasting for 
years, active periods being interspersed with re¬ 
missions of varying degree and duration. At the 
start a single organ system may be involved, with 
symptoms so vague that it is hard to date their 
onset. Thereafter, the disease may unfold in an 
episodic manner over several years. In other cases 
the onset of the disease may reflect acute involve¬ 
ment of several systems and later become chronic 
and remitting. 

The joints are involved in approximately 90% of 
patients at one time or another. Arthritis is the 
initial manifestation in one-third of cases; it is 
present at onset along with otlier features in another 
third. Severe arthralgia, with little evidence of in¬ 
flammation, is the usual picture, although a migra¬ 
tory polyarthritis involving usually hands, wrists, 
and loiees, resembling rheumatic fever or rheuma¬ 
toid arthritis, is also seen. Indeed, 30% of patients 
develop permanent clinically or roentgenologically 
visible evidence of arthritis, indistinguishable from 
that of rheumatoid arthritis. Severe deformities and 
subcutaneous nodules are also noted, but infre¬ 
quently. Raynaud’s phenomenon is not uncommon. 

The cutaneous lesions also vary greatly. 
frequently these affect the face, neck, and extremi¬ 
ties, especially die fingertips, and may be fleeting 
or chronic. Included arc erythema, follicular plug¬ 
ging, atrophy, purpura, hj^perpigmentation or 
vitiligo, angioneuritic edema, and alopecia. The 
relationship of discoid lupus erythematosus to the 
systemic disease is not clear. There are patients 
widi SLE who first had the chronic discoid fo^ 
for several years; other patients begin with the 
acute form and subsequently develop discoid lesion^ 

Half of the patients have local or general^ 
adenopathy. One-third have hepatomegaly, bu 
jaundice is rare. The spleen is enlarged in only 
to 20%. Pleurisy with or without effusion is noteo 
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in over half the cases and may be associated with 
an atelectatic pneumonitis, seen in 20%; a similar 
proportion have a complicating bacterial pneu¬ 
monia. The heart is also involved in over one-half 
of the cases. Pericarditis is common, but large efifu- 
sions are unusual. Myocarditis may lead to heart 
failure. Valvular lesions arc only rarelj' associated 
with functional aberrations. Gastrointestinal symp¬ 
toms include dysphagia, anorexia, nausea, vomiting, 
abdominal pain, diarrhea, and melena. 

Renal involvement is a common and a serious 
feature of SLE. It begins as a focal glomerulitis, at 
which time urinalysis reveals only white blood cells; 
it may then pass through the nephrotic stage to the 
terminal picture of subacute glomerulonephritis 
with uremia and usually hypertension. Many pa¬ 
tients exhibit neurotic or psychotic behavior, usually 
in a paranoid form, and some have convulsions. 
These reactions usually coincide witli highly active 
disease and are ominous signs. Peripheral neuritis 
is rare. More than 25% of patients have retinal 
lesions. The most frequent finding is small white 
spots in the nerve fiber layer of the retina, called 
“cytoid bodies.” 

Laboratory Findings.—Anemia is found in 80% 
of cases. This is usually moderate and of the normo¬ 
chromic and normocytic variety. Severe hemolytic 
anemia, probably not due to hypersplenism, is 
found in 5% of cases. Some patients with SLE show 
antibodies against red blood cell antigens; but 
transfusion reactions are not excessive. Purpuric 
lesions are common. One of several factors is re¬ 
sponsible: involvement of small vessels with SLE, 
azotemia, thrombocytopenia, or in rare instances a 
peculiar circulating anticoagulant or prothrombin 
deficiency secondary to liver disease. The white 
blood cell count is usually low normal or slightly 
subnormal. Extreme leukopenia is rare. 

The erytlrrocyte sedimentation rate is elevated in 
almost all patients with active disease and may re¬ 
main high in clinically apparent remissions. In half 
the cases there is an increase in tlie serum globulin 
concentration, usually in the gamma and alpha-2 
fractions, and there are also positive cephalin- 
cholesterol flocculation and thymol turbidity reac¬ 
tions. Other evidences of plasma protein dysfunc¬ 
tion include red blood cell autoagglutination, 
circulating anticoagulant, positive result of Coombs’ 
test, crx'oglobulinemia, lowered serum complement 
activity, the presence of the rheumatoid factor in up 
to 34%, and a chronic biological false-positive re¬ 
sult of the serologic test for syphilis in 20% of cases. 

Another important serologic reaction is the L. E. 
cell phenomenon which, if present, strengthens the 
diagnosis, with certain reservations. A typical L. E. 
cell is a poljmorphonuclear leukocyte, largely 
filled with and enlarged by an inclusion body, a 
globular mass of homogeneous material appearing 
like ground glass and staining red-purple with 
Wright’s stain, nie same material may be obserx'ed 


extracellularly as free “globs" or “rosettes,” i. e., 
globs surrounded by neutrophils. Three factors are 
essential for L. E. cell formation: (1) a serum fac¬ 
tor, acting on (2) damaged leukocytic nuclei, and 
(3) phagocytic cells to engulf the altered nuclear 
material. The test is carried out in vitro and only 
the serum factor must come from the patient udth 
SLE. It resides in the gamma globulin fraction. 
The reaction between L. E. factor and nuclear ma¬ 
terial if r.c -• 

The •. '■ ; ■ L. E. cell test results in 

patients with SLE is 69 to 100%, but such figures 
have limited significance, considering the lack of 
satisfactory criteria for the diagnosis of SLE. There 
are three interesting “false-positive” categories; the 
hydralazine syndrome, consisting of rheumatoid 
symptoms occurring in patients treated over long 
periods of time with hydralazine; various hepatic 
disorders; and other “collagen diseases” (in both 
rheumatoid arthritis and scleroderma the incidence 
of false-positive test results may appro.ximate 15% 
or more of all cases). The correlation between the 
number of L. E. cells observed and the activity of 
SLE is poor. 

Roentgenograms of the chest may reveal disk-like 
atelectases at the lung bases and cardiomegaly. The 
degree of renal involvement is reflected in the 
urinalysis, where albumin, red blood cells, and 
hyaline or granular casts may be found. 

Diognosis.—The patient with a classic clinical 
picture, compatible biopsy findings, and a positive 
L. E. cell test result poses no diagnostic problem. 
This, however, is not tlie usual mode of presenta¬ 
tion. The disease generally unfolds in an episodic 
manner, and at the beginning, or even later, only 
one manifestation may be dominant. In such situa¬ 
tions a careful history may disclose previous un¬ 
explained illness, or there may be concurrent 
atypical clinical, physical, or laboratory findings, 
evidence of protein dysfunction, or a positive L. E. 
cell test result. Punch biopsy of the kidney may be 
helpful in cases with renal involvement. 

The differentiation between SLE and other rheu¬ 
matic disorders may be difficult. An example is the 
“rheumatoid arthritic” who has fever, subcutaneous 
nodules, pericarditis, anemia, and L. E. cells. To 
some it would seem that this patient has severe 
rheumatoid arthritis and a false-positive L. E. cell 
test result; to others, that he has SLE with promi¬ 
nent joint involvement. This problem has not yet 
been resolved. 

Prognosis.—The outcome may be death in a few 
weeks or a benign course lasting decades. The death 
rate after diagnosis is estimated to be constant at 
10% per year. 

Treatment.—Treatment with steroids may produce 
dramatic improvement but should be prescribed 
only for severe acute attacks or for significant in¬ 
volvement of a vital organ system. At such times 
administration in adequate doses may be lifesaving. 
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The amount of steroid necessary is usually consid¬ 
erably higher than that used in the control of 
rheumatoid arthritis. Thirty to forty milligrams of 
prednisone per day is an average dose, but some 
patients may require hvo or even tliree times tliis 
amount. The drug should be withdraum as the 
acute exacerbation subsides. 

Betu'een attacks, or during exacerbations of mod¬ 
est severity, therapy with salicylates may lessen 
fever and joint pains. Otheiavise, treatment is purely 
sjTnptomatic. S)Titlietic antimalarial compounds 
such as cWoroquine sulfate and dihydi-ox>'chloro- 
quine phosphate apparently have a beneficial eflFect 
on some of the cutaneous lesions but are otherwise 
of questionable value. Patients should be adxnsed 
to avoid exposure to the sun and should be cau¬ 
tioned about possible adverse drug reactions. 

Polyarteritis (Periarteritis) Nodosa 

Polyarteritis nodosa is an apparently noninfectious 
disease characterized by segmental inflammation of 
medium-sized or small arteries, with varying multi- 
S 3 'stem manifestations, depending on the site of 
arterial involvement. It may appear at any age but 
is most common in middle life; the incidence is 
greater in males. 

Ef/ologi/.—The cause of the condition is unknown. 
Necrotizing arteritis similar to the human lesion 
can be produced in experimental animals by sensi¬ 
tization to foreign protein and by other means. 
Moreover, pob'arteritis has been found in some pa¬ 
tients dj'ing of serum sickness or of apparent hyper- 
sensiti5'itj' to such drugs as sulfonamides, arsenicals, 
iodides, and penicillin. In the majority of cases, 
however, careful questioning fails to reveal evidence 
of sensitization. It is possible that a number of 
etiological agents and diverse pathogenic mechan¬ 
isms may be involved in the development of the 
lesion. 

Pnfholog!/.—Histologically, the active arterial le¬ 
sions show segmental necrosis, fibrinoid change, and 
infiltration with leukocx'tes. Eosinophils maj^ also 
be present but are not essential for the pathological 
diagnosis. Attempts at repair may result in complete 
healing, fibrosis of the adventitia producing the 
nodules (which may be detected clinically), or 
intimal proliferation together with thrombosis and 
infarction. These lesions max" affect the entire cir¬ 
cumference of a vessel or only a portion. Aneurys¬ 
mal dilatation of the vessel wall may lead to its 
rupture. The usual picture at autopsy consists of 
x’essels exhibiting various stages of inflammation 
and repair. No single set of vessels is found to be 
involved in ever>' case. Any organ may be affected. 
Most frequently, however, the lesions are seen in 
the kidney, peripheral nerves, muscles, gastroin¬ 
testinal tract, heart, and Iwer. 

Some investigators dixdde the angiitides into 
several types, depending on histological features, 
distribution of lesions, and the associated clinical 


condition. It remains to be determined whether or 
not such divisions are justified. 

Clinical Features.—Symptoms and signs are so 
protean that no typical description is possible. The 
onset may be acute or insidious. The disease may 
appear as (1) fever of unknown origin; (2) pri¬ 
mary' renal disease, thought to be glomerulonephri¬ 
tis; (3) severe abdominal pain, often vith 
hematemesis or melena; (4) bronchial asthma or 
bronchopneumonia; (5) cardiac failure; (6) muscle 
pains and weight loss; or (7) painful peripheral 
neuritis, often bilateral. 

It is usually a combination of features that sug¬ 
gests the correct diagnosis. Renal involvement is 
the most frequent. Hypertension is present in more 
than half the cases. Cutaneous manifestations may 
include erythematous eruptions, bullae, purpura, 
and subcutaneous nodules. Nodules have a linear 
distribution along the course of arteries. Arthralgias, 
polyneuritis, and myositis are common, but true 
artliritis is relatively rare. 

Laboratory F/iif/ings.—Leukocytosis, with a shift 
to the left, is usually noted, although tlie white 
blood cell count may be nonnal or low. Eosinophilia 
is particularly apt to be present in patients with 
bronchial asthma. A mild normocydic anemia is 
common; severe anemia is usually the result of blood 
loss. Albuminuria and hematuria are the common 
urinary’ abnormalities, although white blood cells 
and casts may also be seen. The sedimentation rate 
is usually elevated and the serum globulin level is 
often elevated. 

Diagnosis.—The correct diagnosis may be sug¬ 
gested by the clinical and laboratory findings, but 
biopsy remains the sole means of establishing it 
with certainty during life. Even so, only one- 
quarter to one-third of random biopsies done on 
patients later proved at autopsy to have the disease 
have been shown to be positive. Material for biopsy 
should be obtained from a painful area, if possible, 
and adequate (2 by 1 by 1 cm.) specimens of muscle 
are desired. Because of the segmental nature of the 
involvement serial or multiple sections may be 
necessary to demonstrate the lesion. 

Arteritis similar to that observed in polyarteritis 
nodosa may also be found in rheumatoid arthritis, 
sy’stemic lupus erythematosus, scleroderma, and, 
less frequently, rheumatic fever. The relationship 
between that found in polyarteritis nodosa and that 
found in rheumatoid artliritis has been discussed 
more fully under the latter disease. 

“Wegener’s granulomatosis” is characterized 
pathologically by necrotizing granulomatous lesions 
of the respiratory' tract, generalized arteritis, and 
focal glomerulitis. Clinically, it begins with severe 
destructive sinusitis or rhinitis or persistent pneu¬ 
monitis, followed by signs of renal damage and 
generalized x'asculitis. . 

Prognosis.—The prognosis generally is poor, wm 
death the usual outcome after weeks or months o 
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illness. However, patients may live for years, enjoy¬ 
ing good health, when vital organs are not severely 
involved. 

Trcntmcnf.—No specific therapy is knowm. A.1- 
though the number of cases responding favorably 
to treatment with steroid compounds is discourag- 
ingly small, a therapeutic trial is justified. Suppor¬ 
tive measures may be of value. Every effort should 
be made to eliminate any potentially offending 
antigen. 

Scleroderma 

Scleroderma is a chronic disease characterized by 
fibrous thickening of the dermis and the connective 
tissue of various internal organs. Because viscera 
are often affected it is at times referred to as “pro¬ 
gressive systemic sclerosis.” It is not rare. The peak 
incidence is in persons between the ages of 30 and 
50 years, although it may affect persons of any age; 
it is more frequent in women than men. The coiuse 
is usually slowly progressive, 

Etiology.—The etiologj’’ is obscure. There is no 
endence to support the concept of h^'persensitivit>'. 
The autonomic ners'ous system has been implicated 
by the frequency of Raj-naud’s phenomenon and 
the reported improvement after sympathectomy in 
some patients. The presence of a psychological com¬ 
ponent in most cases is of interest. 

Pfltbologt/.—Early in the disease sections of the 
skin may appear normal. As the condition pro¬ 
gresses the dermis is tlrickened by coarse collagen 
bundles l)'ing parallel to the surface of the skin. 
Tliis fibrous deposit frequently extends into tire 
subjacent adipose tissues. Hyalinization may even¬ 
tually occur, with loss of all skin appendages. Cal¬ 
cification in the skin is not uncommon. Fibrosis 
commonly occurs in other organs, including the 
alimentary' tract, myocardium, lung parenchyma, 
and muscle. 

Vascular lesions invoU'ing small arteries and 
arterioles are found in the majority of cases at 
autopsy. The kidney is the most frequent site. The 
lesion may be clrronic, with marked intimal fibrosis, 
or it may be acute, with deposition of fibrin-like 
material beneath the endothelium. The latter may 
be associated with platelet thrombosis of arterioles 
and capillaries. Focal glomerular necrosis or cortical 
infarctions are present in many instances. Glomeru¬ 
lonephritis is not found. Clrronic myositis and 
fibrinous synovitis are also common findings. 

Clinical Feafnres.—The onset is characteristically 
insidious. Stiffness of the fingers and hands may be 
an early complaint. Raynaud’s phenomenon and 
hyperhidrosis of die palms and soles may antedate 
other manifestations by months or years. The 
earliest lesions of the skin are found usually in the 
hands or feet, less commonly in the face and neck. 
These consist of a difiFuse, nonpitting edema, usu¬ 
ally ndthout erythema. 'The involved skin then 
becomes waxy, taut, hard, thickened, and finally 


boimd firmly to the underlying structures. Normal 
skin folds disappear, producing a mask-like appear¬ 
ance in the face. The process may then spread 
centrally from the distal parts of the e.xtremities 
and involve the entire integument. Brou'n pigmen¬ 
tation and vitiligo are common. The fingers may 
become immobilized in fle.vion. Ulcers, difificult to 
treat, appear on the fingertips and at pressure 
points over joints. Both diffuse subcutaneous calci¬ 
fications (calcinosis universalis) and periarticular 
calcifications (calcinosis circumscripta) are seen. 
Recurrent polyarthritis is common but rarely leads 
to deformities. 

Dysphagia and sour eructations due to esopha¬ 
geal involvement are common and may precede 
skin involvement. Small-intestinal disease may ap¬ 
pear later, with symptoms suggesting obstruction 
or paralytic ileus. 

Pulmonary symptoms, usually tach>'pnea and 
dyspnea, maj' result from sclerodermatous encase¬ 
ment of the tlrorax impeding respiratorj' motions or 
impairment of alveolar diffusion secondary' to fibro¬ 
sis of the lung parenchyma. Aspiration pneumonia 
may result from difficulty in deglutition. Involve¬ 
ment of the myocardium may cause arrhythmias, 
conduction defects, and heart failure. Renal in¬ 
volvement, with uremia and malignant hyperten¬ 
sion, is a common terminal event. 

Laboratory Findings.—Blood studies give normal 
results e.xcept during periods of active disease, at 
which times the erytlirocyte sedimentation rate is 
elevated and the serum protein content altered, 
with a reversal of the normal albumin:globulin 
ratio. When renal involvement supervenes the 
urinalysis shows albuminuria, red blood cells, and 
casts. The serum calcium, phosphorus, and alkaline 
phosphatase activity are normal in the presence or 
absence of calcinosis. Roentgenograms of the in¬ 
volved parts may reveal osteoporosis, destruction 
of the distal phalanges, and subcutaneous or peri¬ 
articular calcifications. The esophagus may be di¬ 
lated and without normal peristaltic activity. The 
antrum of the stomach may be constricted and the 
small intestine segmentally dilated. Roentgeno¬ 
grams of the chest may reveal diffuse pulmonary 
fibrosis, occasionally with small cysts. 

D/flgnosis.—Dermal changes are characteristic in 
tile well-developed cases and may be confirmed by 
biopsy. Early changes in tlie fingers may simulate 
those of rheumatoid artliritis or systemic lupus 
erytlrematosus. At times patients may appear witir 
simultaneous clinical and laboratorj' characteristics 
of scleroderma, as well as rheumatoid arthritis, 
systemic lupus eiy'thematosus, and dermatomyositis. 
Progressive systemic sclerosis should not be con¬ 
fused with “morphea,” or localized scleroderma, in 
most cases of which there is no evidence of extra- 
cutaneous disease. 

Frognosis.—A prolonged, progressive course of 
many years’ duration is the rule. In some cases 
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death results from renal in\'olvement, with rapidly 
advancing malignant h>’pertension, or from pul- 
monarv'^ or cardiac dysfunction. 

Treatment.—No specific remedies have proved to 
be of consistent value in the treatment of the dis¬ 
ease. Physical therapeutic measures should be ap¬ 
plied to combat contractures and preserve muscle 
strength. Sympathectomy usually fails to give more 
than transient relief, principally from the vasomotor 
phenomena. 

D ermatomy ositis 

Dermatomyositis is an ill-defined disorder charac¬ 
terized primarily by chronic nonsuppurative inflam¬ 
mation of the skin and striated muscles. The term 
“polymyositis” is used when there is only muscle 
involvement. It may affect persons of any age; al¬ 
though it is most common in middle life, its inci¬ 
dence in children is appreciable. It is slightly more 
common in females. 

Etiology.—The cause is unknown. However, the 
incidence of neoplastic disease in dermatomyositis 
is much greater than would be expected on the 
basis of chance alone, being reported in as many 
as 34% of adult cases. The tumors are of various 
t>'pes and from different primary sites. The relation¬ 
ship between the two conditions, howe\'er, remains 
a mysterj', since symptoms of dermatomyositis fre¬ 
quently continue after successful therapy of the 
associated tumor. 

Pafhology.—Variable nonspecific patterns of der¬ 
matitis are seen. The muscles may grossly appear 
pale, with areas of yellow or pink patches of dis¬ 
coloration. Histological alterations in striated mus¬ 
cle include atrophy, necrosis, hyalinization, and 
fragmentation of the fibers; proliferation of sar- 
colemmic nuclei; and occasional scattered giant 
\ cells. Lymphocytes, plasma cells, and histiocytes 
are seen around small blood vessels or in other 
parts of the muscle. Multiple gastrointestinal ulcers 
occur with some frequency. 

ClUhcal Features.—The onset may be explosive 
or insidious, with low-grade fever, weight loss, 
malaise, weakness, and muscle aching. Raynaud’s 
phenomenon may be present. Edema of the face, 
jrarticularly striking in the periorbital region, is 
associated with a purple-red (heliotrope) discolor¬ 
ation. The skin over the face and V-area of the neck 
may appear diffusely red or telangiectatic. The der¬ 
matitis elsewhere is quite variable. Mottled or 
diffuse erj'thema, with or without edema and often 
desquamating, is common on die extensor surfaces 
of die arms and legs as well as on the trunk. Later 
in the disease there may be patchy hyperpigmenta¬ 
tion or subcutaneous calcificadon, with extrusion of 
calcific deposits through die skin. 

The most important feature is die muscle in¬ 
volvement, which is manifested by acliing, tender¬ 
ness, weakness, and stiflmess. Characterisdcally, the 


proximal muscle groups of the upper and lower 
extremities are more frequently and severely in¬ 
volved than the distal ones. Because of this, the 
patient may be unable to comb his hair or maintain 
a steady gait. With more severe involvement he is 
unable to sit up in bed or lift his head from the 
pillow. Initially the muscles may feel doughy and 
later, firm. With further progression they become 
atrophic and fibrotic, with contractures of shoulders, 
elbows, hips, and knees. Arthralgia may be an early 
complaint, but there is little, if any, arthritis. 

Involvement of specialized muscles may produce 
such functional changes as palsies of extraocular 
muscles with diplopia, dysphagia, hoarseness, or 
ventilatory insufficiency. Ulcers of the alimentary 
tract may be encountered in patients with late 
cases. 

Laboratory Findings.—The erythrocyte sedimen¬ 
tation rate is elevated during active periods. Slight 
anemia is common. The white blood cell count is 
usually normal, but there may be a bansient eosin- 
ophilia or monocytosis. The serum globulin con¬ 
centration may be modestly increased. As in other 
muscle-destroying diseases the urinary excretion of 
creatinine is reduced and that of creatine raised.'The 
serum glutamic oxalacetic transaminase (SGO-T) 
level is usually elevated. The electromyographic 
changes are nonspecific. Roentgenologic examina¬ 
tion may reveal extensive subcutaneous calcifica¬ 
tions, which in some cases are concentrated peri- 
articularly. 

Diagnosis.—The diagnosis is made largely on the 
basis of the clinical picture and may be strength¬ 
ened by compatible muscle or skin biopsy findings. 
Early in the disease, however, it may be difficult to 
distinguish dermatomyositis from progressive sys¬ 
temic sclerosis, scleredema, or systemic lupus 
ery'thematosus. When the cutaneous manifestations 
are absent or minimal, such muscle disorders as 
myasthenia gravis, progressive muscular dystrophy, 
or thyrotoxic myopathy must be excluded by spe¬ 
cific laboratory tests for these disorders. 

Prognosis.—Death is the outcome in about half 
the cases. Although the disease may be rapidly 
fulminating, the usual course is one of moderate 
progression. Those surviving the first year have an 
excellent prognosis for life but may be left witli 


crippling muscular defects. 

Trefltme/it.—Therapy is largely symptomatic. Of 
all the agents Pied, only the adrenocortical steroids 
offer any hope of combating the disorder. In most 
patients there is no response to therapy with ster¬ 


oids, but the occasional striking improvement war¬ 
rants a full trial. Physical tlierapy may help to 
preserve maximal use of unaffected muscle and 
prevent contractures. In view of tlie supposed im¬ 
provement in some cases after removal of a mah^' 
nancy, a thorough search for tumor should be 


carried out. 
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CURRENT STATUS OF THE THERAPY OF BURNS 

Isidor S. Ravdin, M.D., Philadelphia 


Miuiy of the most important aspects of the 
therapy of burns have not changed to any signifi¬ 
cant degi'ee in tlie last few >’ears. The need for 
supportive therapy of a general character, gentle¬ 
ness in the handling of the patient, and exacting 
cleanliness in the handling of the burned patient 
are just as fundamental today as they were before 
die days of chemotherapy, of transfusion, and of 
fluid and electroh'tes. These fundamental princi¬ 
ples apply to the patient as a whole, as w^ell as to 
the local wound. They, ver)’ likely, outweigh recent 
contributions which hai'e been made in the care of 
the burned patient. 

General Considerations 

Significant strides have been made in the treat¬ 
ment of shock with the greater use of blood, plas¬ 
ma, and, at times, plasma e.xpanders. Significant 
progress has been made in the prevention of elec- 
trolj^e imbalance, its recognition, and correction. 
Septicemia, the greatest cause of death in the salv- 
able burned patient, has been curtailed by the 
judicious use of antibiotics. It is important, how¬ 
ever, to point out that tlie routine prophylactic use 
of systemically administered antibiotics is probably 
contraindicated e.xcept in the very severe bums. 
t^Tien antibiotics are indicated, they should be 
changed eveiy few days to minimize the develop¬ 
ment of resistant strains of organisms. Wien staph¬ 
ylococcic infection occurs, the strains should be 
rapidly determined, and the antibiotics used should 
be those to which these strains are sensitive. The 
use of cortisone (Cortisone, Cortogen, Cortone) 
acetate and corticotropin (Actli, Acthar, Corticotro¬ 
pin) has been discontinued almost completely. 

It should be pointed out that the careful use of 
specifically indicated antibiotics may be lifesaving 
in patients who have developed septicemia but that, 
in the local care of the burn womid, antibiotics 
have contributed veiy little. Surgical cleanliness in 
the care of tlie wound is more important tlian tlie 
use of antibiotics to control surface infection of the 
burned area, where infection has taken place be¬ 
cause of inadequate cleanliness. 

John Rhea Barton Professor of Surgens Hospital of the Universitj' of 
Pennsylvania Department of Surgery’* 


Specific Measures 

Widespread claims have been made for a variet)' 
of locally applied agents concerning tlieir ability to 
accelerate nature’s processes of healing; however, 
the most exacting studies have failed to fulfill the 
claims made for any of these agents. After careful 
stud}', the innumerable substances which have been 
advocated for local use have proved to be of little 
practical value. In fact, many of the agents which 
have been used to promote healing have been 
shoum to be detrimental to epithelization. 

Enzj'matic debriding agents have been advocated 
by several investigators, but, in spite of impressive 
laboratoty work, they have not proved to be vety 
effective in man. The best metliod of cleaning the 
burned area, if this is necessar)', is still by washing 
with surgical soap and sterile water or physiologi¬ 
cal saline solution. The best debridement is still 
acliieved by time or the surgeon's scalpel, and the 
best dressing is still a fine-mesh gauze lightly im¬ 
pregnated with an innocuous bland ointment. 

The only worthwliile place for a speciahzed burn 
ointment (if such an ointment e.xists) seems to be 
on a small superficial bum for the immediate relief 
of pain. Even so, bum wounds are seen daily which 
have had no mechanical cleansing and which are 
badly infected, in spite of the generous application 
of some proprietarj' ointment. History' has repeated 
itself over the centuries. 

Clinical studies have shown clearly that, in third 
degree bums, rapid healing is best obtained if tlie 
granulating surface and surrounding skin are kept 
meticulously clean with soap and water, plus die 
frugal use of ether or benzene for the removal of 
keratin scales and macerated tissues. Skin grafting 
is faster dian any know'n therapeutic agent in pro¬ 
viding coverage for areas of deep bums, reducing 
the bacterial flora of a wound, and restoring die 
critically burned patient to good health. Frequent 
blood transfusions, light safe anesthesia, and nutri¬ 
tional adjuncts given intravenously or orally have 
added greatly in reacliing diis goal. The best means 
of providing adequate calories is by moudi. This 
mediod should always be used if possible. Intra¬ 
venous alimentation should be used to increase oral 
caloric intake, if diis is inadequate. 
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Progress in the treatment of bum shock has been 
great, and, if it is treated early, the large majority 
of severely burned patients can now be brought 
successfully through this phase of their injury. Sev¬ 
eral formulas have been proposed as guides for the 
administration of fluid during the shock phase. At 
times, too much fluid is given, and pulmonary 
edema is produced. One cause of overhydration is 
overestimation of the area burned. Less than the 
estimated volume of fluid should be given to chil¬ 
dren, elderly patients, those with serious heart dis¬ 
ease, those \vith respiratory bums, and those with 
more than 40% of burned body surface. Each pa¬ 
tient’s response must be closely observed and his 
therapy adjusted accordingly. The use of an in¬ 
dwelling catheter in the urinary bladder enables 
one to follow closely the rate of formation of mine 
and is helpful in judging the adequacy of intake. 
Urine formation of 25 to 50 cc. an hour is a satis¬ 
factory rate, but fluid therapy should not be gauged 
on this factor alone. 

Contrary to the prevailing opinion of a decade 
ago, it is now believed that large quantities of salt 
may be necessary in the early phase of treatment 
because of the rapid fall in the level of semm 
sodium. Associated with the rapid drop in semm 
sodium, there is a period of sodium retention usu¬ 
ally lasting several days. After the period of reten¬ 
tion, the kidneys usually excrete a large amount of 
fluid and sodium, unless severe renal damage exists. 
If the salt solution can be given orally, a weaker 
solution not only is better tolerated but also obvi¬ 
ates the necessity of giving the extra water intra¬ 
venously. The more severely burned patients, how¬ 
ever, often cannot tolerate fluids given by mouth. 

The rapid loss of plasma from the burned surface 
and into the tissue beneath the bum has long been 
recognized, and, until recent years, plasma alone 
has been considered the proper colloid witli which 
to combat this loss. Recent evidence indicates that 
whole blood is also needed in bum therapy. Wliole 
blood is needed not only to prevent anemia, long 
observed to occur several days after burning, but 
also to replace the red blood cells that are de¬ 
stroyed after burning. Determination of hemoglobin 
and hematocrit levels gives no indication of this 
loss and cannot serve as a reliable guide for the 
volume of whole blood needed. 

One of the most striking changes in bum therapy 
in recent years has been the more frequent accept¬ 
ance of the open method of treatment. From tlie 
reports of several excellent investigators, it appears 
tliat the open method can be used with equally 
good results in some patients. Tlie open treatment 
is not a treatment of neglect but a method which 
requires skill and a thorough knowledge of the 
principles of wound healing. This treatment roust 
not be used for granulating surfaces. Some of its 
advocates do not advise its use for bums of the 


flexor surfaces of the neck, for circumferential 
lesions of the trunk, and for bums on the surfaces 
of joints of the legs and arms. 

General agreement exists that full-thickness bums 
should be excised and the defect grafted as soon 
as this is feasible. Early e.xcision and grafting short¬ 
ens the period of protein loss from burned surfaces, 
diminishes infection and toxic absorption, and re¬ 
duces scar formation. Immediate excision and graft¬ 
ing, however, may be prevented by the general 
condition of the patient, which may make addi¬ 
tional trauma too hazardous, and the difficulty of 
immediately judging the depth of the bum. In 
bums of limited extent that are obviously full- 
thickness bums, early excision and grafting is the 
best treatment. In the patient with extensive bums, 
the additional trauma of anesthesia and operation 
may be contraindicated in the early stages of the 
bum. Excision of dead skin, however, once carried 
out, will improve the patient's condition at any 
stage. It is then a question of balancing these two 
factors with the fact that obvious full-thickness 
bums should be excised and grafted as soon as the 
patient can stand the operation. If the normal skin 
of the patient is insufficient for grafting or if the 
added trauma of taking a graft is felt to be un¬ 
warranted, homologous skin can be used to cover 
the wound as a temporary expedient. Because 
grafted skin is usually inferior to superficially 
burned skin that has regenerated, the ultimate 
result may be better if, in questionable cases, time 
is given for demarcation before skin is excised. 

The early hope that corticotropin and cortisone 
might effect a permanent "take” of homologous skin 
has been shown to be ill-founded. In extensive 
bums, especially in children, the temporary cover¬ 
ing of the open wound widi homologous skin may 
be lifesaving, even though subsequent replacement 
with the patient’s own skin is necessary. 

Comment 

It is hoped that in the future we can look forward 
to better ways of distinguishing superficial bums of 
first or second degree from deep bums of third 
degree. It is hoped, too, that we will achieve a 
better understanding of the "toxic” phase of a bum 
Perhaps we shall find better debriding agents with 
a higher specificity for necrotic tissue, and, perhaps, 
better agents to stimulate epithelization. In spite 
of the development of many potent antibiotics, 
sepsis continues to plague the severely burned 
patient. All too frequently the patient surrives 
bum shock, the toxic manifestation of the injury, 
and the early phases of treatment, finally dying 
from sepsis after several weeks. Local agents to 
control pain are no longer used. Gentleness in the 
care of the patient and early removal of necrobc 
sldn, with early grafting, provide the best means o 
making the patient comfortable. 
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TRAINING IN PHYSICAL MEDICINE AND REHABILITATION 

Charles D, Shields, M.D. 
and 

Hugh H. Hussey, M.D., Washington, D.C, 


Rehabilitation is a word that denotes restoration 
or improvement in condition. In medicine it is con¬ 
cerned with a type of practice which places broad 
social responsibilities on the physician. Physical 
medicine and rehabilitation is dhected toward 
treatment of disability. It is concerned not only 
widi medicine but with social, educational, and 
vocational opportunities for patients. The services 
of nurses, therapists, counselors, and teachers are 
utilized. The dedicated assistance of these copro¬ 
fessional groups has done much to elevate stand¬ 
ards of medical care. Individuals preparing them¬ 
selves for medical practice today must be taught 
the methods and techniques of rehabilitation, along 
witli tlieir obligations and responsibilities to the 
numerous allied groups with whom they are asso¬ 
ciated in practice. 

A New Medical Responsibility 

The United States Army, in World War I, devel¬ 
oped methods to shorten convalescence, pros'ide 
vocational training, and return the soldier to work 
or to the highest level of self-care.' To accomplish 
this, a Division of Special Hospitals and Physical 
Reconstruction was formed in the OfRce of tlie Army 
Surgeon General in August, 1917. Excellent plans 
were developed for the care of tire disabled. The 
Armistice of November, 1918, resulted in demobili¬ 
zation of trained medical personnel and in failure 
of this effort. During World War II, our present 
attitudes toward rehabilitation as a concept of 
medical practice were developed. The specialty of 
physical medicine and rehabilitation was organ¬ 
ized to supervise and coordinate the work of various 
types of therapists and counselors in the care of 
neuromuscular diseases and certain musculoskeletal 
defects. This also provided diagnostic facilities, di¬ 
rect medical superrusion, and continuous medical 
evaluation. Since die war, the scope of rehabilita¬ 
tion has developed and e.xpanded, often under the 
leadership and insistence of lay groups. We must 

Professor and Chairman, Department of Physical Medicine and Re¬ 
habilitation (Dr. Shields) and Dean, Georgeto^^*n University School 
of Medicine {Dr. Hussey). 


remember diat the present status and usefulness 
of preventive medicine, public health, and psycliia- 
try resulted from lay demands and not from any 
great foresight on the part of die medical profes¬ 
sion. In the case of rehabilitation medicine, we 
must look beyond the immediate horizon and plan 
for the future, or once again we will suffer the em¬ 
barrassment of doing die job after we have been 
pushed into position. Physicians as citizens have a 
great economic stake in the national rehabilitation 
program. During the histoiy of our nation, when 
accident or disease resulted from military service 
and in more recent years from employment, full 
medical coverage has been regarded as the right of 
the patient. When he is not returned to a prior 
level of fitness, he is considered eligible for pension 
benefits. We cannot afford to have less than com¬ 
plete and superior rehabilitation services. These 
are, in the last analysis, a real economy. The tech¬ 
niques must be developed and improved by prac¬ 
tice and research and properly taught to students 
in the health professions. 

Teaching Rehabilitation to Medical Students 

It is essential that a teacher understand for what 
he is preparing his students and that he have a 
plan or method to accomplish tliis goal. There is 
no "best metliod” or "only way.” We believe that 
physical medicine and rehabilitation, under certain 
circumstances and in certain areas, should be prac¬ 
ticed by competent specialists and, under all con¬ 
ditions, should be available to every physician en¬ 
gaged in any type of practice witliin the limits of 
his training, interest, and equipment. Physical med¬ 
icine and rehabilitation is a medical specialty con¬ 
cerned with the management of patients who have 
disabilities that may benefit from physical diag¬ 
nostic procedures, physical treatment, and broad 
rehabilitation services. 

Georgetown University School of Medicine has 
recently developed a comprehensive rehabilitation 
program (see figure). Physical medicine and re¬ 
habilitation is taught in the second, third, and 
fourth years. Physical medicine is presented as a 
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special field of practice concerned with the diagno¬ 
sis and treatment of neuromuscular diseases and 
certain musculoskeletal defects. Rehabilitation is 
presented as a complex responsibility that affects 
all departments in the medical school. 

The department of physical medicine and re¬ 
habilitation has the status of a major department 
and directs and coordinates the total program. It 
is represented on the executive faculty by the 
chairman of the department. It is concerned with 
the presentation of material to students that will 
acquaint them with the specialty and with the ob¬ 
ligations of the physician to obtain, for certain of 
his patients, services that are beyond the confines 
of individual medical practice. The student is im¬ 
pressed in this manner with his obligation to as¬ 
sume responsibility for return of his patient to the 
vocation of his choice or to the highest level of 
self-care consistent with the residuals of Iris illness 
or injury. Case presentations, seminars, and con¬ 
ferences are the usual techniques of teaching the 
subject. These are frequently interdepartmental. 
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Organizational plan for teaching physical medicine and 
rehabilitation, Georgetown University School of Medicine, 
Washington, D. C. 


with members of coprofessional groups participat¬ 
ing. In this manner, integrated and coordinated 
medical care is demonstrated, as well as the rela¬ 
tionship of nurses, tlierapists, and counselors to the 
physician. The student is introduced not only to 
his medical responsibilities in this area but also to 
Iris direct advisory functions to the social, educa¬ 
tional, and vocational services essential to the wel¬ 
fare of the patient. 

Techniques and methods must be demonstrated 
as well as discussed with students. Departments of 
physical medicine and rehabilitation must, there¬ 
fore, be developed to a reasonable standard of ex¬ 
cellence to provide the means for this accomplish¬ 
ment. This is an expensive effort, and personnel are 
not always readily obtainable. Medical leadership 
is necessar)' to fmnish diagnostic and evaluation 
sendees along rvith direct supervision of coprofes¬ 
sional groups. In our department of physical medi¬ 
cine and rehabilitation, physical therapy, occupa¬ 
tional therapy, and speech therapy are established 
as sections. A prevocational testing laboratory em¬ 
phasizes clerical skills. Social service is available 
on a part-time basis. Psychological services are ob¬ 


tained through the department of psychiatry. There 
are direct and pleasant relationships rvith all other 
school and hospital departments and with outside 
official and voluntary agencies. 

The department of physical medicine and re¬ 
habilitation was established at Georgetown Uni¬ 
versity in 1954. At this time, the department was 
assigned responsibility for eight lectures to the 
junior class and for training senior clerks who were 
assigned to the University Hospital service. This 
effort was a resounding failure because a depart¬ 
ment must be well established before it can serve 
in an effective manner for teaching purposes. Phy¬ 
sicians properly trained in the specialty are scarce. 
When one or two are available and are engaged 
in a busy hospital practice establishing and operat¬ 
ing a service, they have little time to associate them¬ 
selves with the clerkship method of instruction. 
After consideration of the problem, it was decided 
to join the older and well-established departments, 
to utilize their conferences, seminars, and, on oc¬ 
casion, ward rounds, in order to present the funda¬ 
mentals of rehabilitation medicine. These difficul¬ 
ties may have stimulated a new method of teaching 
now in use at our school, characterized by fewer 
lectures and increased number of interdepartmental 
conferences. 

The cost of instruction in physical medicine and 
rehabilitation at Georgetosvn University is aug¬ 
mented by a training grant from the Office of 
Vocational Rehabilitation. The teaching program 
is as follows: 

Second Tear.—During the second year the de¬ 
partment of physical medicine and rehabilitation 
takes part in teaching activities as follows: 

Preventive Medicine: In the teaching of preven¬ 
tive medicine, tire idea of directing the activities of 
coprofessional groups is developed. For example, a 
social worker presents, a request received from the 
physician and tlven discusses the results of her inter¬ 
view and evaluation; a physical or occupational 
tlierapist reads the prescription of die physician 
and demonstrates by use of a patient the methods 
by which she approaches the goal of therapy. 

Physical Diagnosis; In die teaching of physical 
diagnosis, material is presented concerning the 
evaluation of weakness and methods of grading and 
recording muscle weakness, fascial tightness, and 
measurement of joint range of motion. 

Conferences on Mechanisms of Disease; During 
the second semester of the sophomore year, 68 
conferences on the mechanisms of disease are con¬ 
ducted. The department of physical medicine and 
rehabilitation takes part in certain of these con¬ 
ferences. Two of these are musculoskeletal trauma, 
in which general surgery' and orthopedic surgery 
are the other participants, and disorders of muscle, 
in which the departments of pathology and neurol¬ 
ogy participate. 

Third Year.—During the third year there are 128 
conferences on diagnosis and treatment, each last¬ 
ing two hours. The department of physical medicine 
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and rcluibilitation is represented in 16 of these 
interdepartmental activities. Because tlie empliasis 
here is on diagnosis and treatment, methods of us¬ 
ing tlierapist and counselor services are frequently 
presented, in addition to methods and indications 
for therapy. 

Fotnih renr.—During the fourth year the depart¬ 
ment of physical medicine and rehabilitation shares 
teaching beds with the department of neurology. 
Senior clerks are assigned to this service. On one 
day each v-eek, a member of the department of 
physical medicine and rehabilitation conducts the 
rounds and emphasizes therapy and rehabilitation 
rather tlian diagnosis. This method is of mutual ad¬ 
vantage to the departments of neurology and phys¬ 
ical medicine and rehabilitation. iNfembers of tlie 
department of physical medicine and rehabilitation 
take part in ward rounds conducted by other de¬ 
partments on request. It is our e.vperience that this 
teaching schedule ta.xes the capacity' of two full¬ 
time teachers who also operate the department of 
physical medicine and rehabilitation in the Uni¬ 
versity' Hospital. 

Training Residents in Physical Medicine 
and Rehabilitation 

Physical medicine and rehabilitation is a broad 
specialty that offers varied fields of interests to the 
resident and one which requires much cooperation 
from many departments in the medical school and 
hospital. A minimum of tliree years of residency 
training is considered necessary' to train a physician 
who desires to specialize in this field. During this 
period, instruction at the graduate level in anatomy, 
physics, biophysics, and pathology is essential. 
Special courses in these sciences are arranged as 
follows: 

1st Year of Residency: 

Anatomy 

Neuroanatomy—4 semester Jiours, lecttues 2 hours per 
week, laboratory 4 hours per week (one semester). 

Anatomy—Musculoskeletal system, 2 semester hours ar¬ 
ranged witJi the department of anatomy in regular 
courses of instruction in the medical school. 

Physiology 

Neuromuscular Physiology—2 semester hours. 

Physiology of Respiration—2 semester hours. These courses 
are arranged with the department of physiology in the 
medical .school. 

2nd Year of Residencij; 

Physics—2 semester hours. 

Biophysics—2 semester hours. Presented by personnel in 
the department of physical medicine and rehabilitation. 
All Years of Residency: 

Pathology—Residents attend all death conferences. 

Clinical aspects of training are presented in the 
usual graded manner, with gradually increasing 
responsibility for patient care. It is tlierefore es¬ 
sential that teaching beds be provided for this 
purpose. At Georgetown University Hospital, 20 
beds are shared with the department of neurology. 
Again, in teaching residents, there is a close rela¬ 
tionship behveen these tsvo departments. 


Residents are obliged to attend all conferences 
and ward rounds of the departments of physical 
medicine and rehabilitation and neurologj' as well 
as medical and surgical grand rounds. Residents in 
physical medicine and rehabilitation are assigned for 
specific training purposes for short periods to the 
departments of medicine, neurology, surgery, an¬ 
esthesiology, psychiatry, and physiolog)'. During 
these assignments, they are under the direct super¬ 
vision of the department of physical medicine and 
rehabilitation and are absent only for specific train¬ 
ing purposes and not for routine assignment. This 
is to provide continuous, concentrated; and super¬ 
vised training in the special field of physical medi¬ 
cine and rehabilitation and to prevent mere utiliza¬ 
tion of residents’ services by other departments. 

Arrangements are made for the second-year and 
third-year residents to assume increasing responsi¬ 
bility for outpatients and to spend time in voluntarj' 
and official agencies under proper medical and other 
appropriate supervision to observe social, educa¬ 
tional, and vocational services for the disabled. It 
is our opinion that adequate practice facilities 
must be provided by affiliation. The resident is 
assigned for certain periods of time to a psychiatric 
rehabilitation service, a tuberculosis rehabilitation 
service, an official vocational rehabilitation agency, 
a cerebral palsy center with complete services, and 
an educational program with rehabilitation services. 

We are firm in our opinion that physical medi¬ 
cine and rehabilitation cannot be taught to resi¬ 
dents isolated from other special interests in medi¬ 
cine. It must be a major activity wathin the hospital. 
Residents in physical medicine and rehabilitation 
are taught important fundamentals in other medical 
specialties. This insures that residents in other spe¬ 
cialties will develop knowledge concerning physical 
medicine and rehabilitation and will leam to use 
and respect it accordingly. The resident in physical 
medicine and rehabilitation thus develops the 
broad foundation upon which success of his train¬ 
ing depends. He will, at the same time, learn his 
own limitations and those of his special field in 
medicine. 

Summary and Conclusions 

Medical school curriculums should include provi¬ 
sion for instruction in the field of physical medicine 
and rehabilitation. A method of teaching tliis sub¬ 
ject to medical students considers availability of 
limited numbers of trained teachers, utilizes e.xist- 
ing facilities of other departments in the school, 
and creates a high level of mutual understanding 
among members of the faculty. Development and 
e.vpansion of the specialty of physical medicine 
and rehabilitation demand that young physicians 
become interested and trained in the specialty. In¬ 
struction of residents in diis area of medicine pro¬ 
vides broad training in a field of wide responsi¬ 
bility and considers economy of personnel, space, 
and equipment. 

Reference 

1. United States History of World War, Medical Depart¬ 
ment of United States Army in World War, vol. 13, 1927. 
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TRAINING FOR TOMORROW 

N NO area of medical instruction is tliere 
a greater need for long-range vision than 
in tlie department of internal medicine in 
a teaching hospital allied with a medical 
school. Such a department, responsible for medical 
training in its broadest sense, may be expected to 
define and to implement the pattern of conduct for 
otlier departments to follow in the clinical sciences. 
One may inquire justifiably, why it is necessary to 
establish a pattern of conduct for the future Avhen 
our medical schools and teaching hospitals are 
credited with performing a thoroughly commend¬ 
able job at the present time. It is not necessary 
to search deeply to discover the answer. Although 
tlie obvious is not appreciated widely, and hence 
lachs tlie general recognition that it deserves, the 
absorption and comprehension of medical knowl¬ 
edge available today by young physicians in train¬ 
ing does not automatically insure continued ability 
to absorb and to comprehend the medical knowl¬ 
edge that will become available tomorrow. Equal 
in importance to tlie task of communication of the 
latest and best of today’s information must be the 
keen awareness of what is not yet discovered and 
that, when it is revealed at some future time, the 
physician in practice will be prepared to digest 
and to assimilate the new. Only with such a 
philosophy will the patient continue to be the 
recipient of tlie best medical care. 

The responsibility for the direction of training 
today and the planning for tomorrow resides largely 
in die faculties of our medical schools. To be sure, 
medical associations, research foundations, and the 


National Institutes of Health contribute immeasu¬ 
rably; agencies and institutions which should work 
hand in hand with the teachers and ofiBcers of the 
medical schools. The volume of clinical problems, 
tlie magnitude of investigations in progress, and 
tlie size of die professional groups places the 
department of internal medicine in a foremost 
position in the medical faculty. Thus the pattern 
of conduct for such a department becomes crucial. 
Dr. Walter Bauer, Jackson Professor of Medicine 
at Harvard Medical School, has presented a clear 
narrative of the program at the Massachusetts 
General Hospital for the training of medical stu¬ 
dents, interns, research fellows, training fellows, 
and graduate students in the broad field of internal 
medicine. A description of the fundamental pre¬ 
cepts of the training program was presented in 
the Presidential Address at the annual meeting 
of the Association of American Physicians in At¬ 
lantic City, May 5, 1959. The address appears in 
this issue of The Journal (page 1277). 

The address is an exposition of a highly imagina¬ 
tive and effectively coordinated protocol of group 
responsibility. Concentration within the field of 
internal medicine is considered vital. Basic scien¬ 
tists actively participating in the training of physi¬ 
cians in clinical departments as well as advancing 
tlie frontiers of knowledge by means of isotopes, 
electrophoretic patterns, and exploration of enzyme 
systems are integral components of tlie group. Qual¬ 
ified volunteer physicians have an equally vital 
assignment within the corporate structure. A pat¬ 
tern of conduct such as that in effect at the Massa¬ 
chusetts General Hospital is not the only instrument 
to insure a successful goal. Other medical faculties 
are exploring diverse ways and means to accom¬ 
plish similar objectives. The MGH plan is deemed 
worthy of examination, hmyever, in order that the 
primary purpose of the teaching hospital, i. e., the 
care of the sick, be fulfilled. This is best achieved 
by advancing knowledge through research in their 
own laboratories, utilizing knowledge disseminated 
from other laboratories, and finally by accepting 
the concept tliat contemporary^ medical training 
must be imaginative as well as profound in order 
that tlie physician in training today will continue 
to proidde the best care and service to the person 
who becomes a patient tomorrow. 

CHANGE OF ADDRESS 

If you change your address please notify' The 
Journal at least six weeks before the change is 
made. Include tlie address label clipped from your 
latest copy of The Journal, being sure to clearly 
state both your old and new address. If your cily 
has Postal Zone Numbers, be sure to include this 
Zone Number in your new address. 
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COUNCIL ON MEDICAL EDUCATION AND HOSPITALS 


On recommendation of the Residenetj Reciew Committee for Obstetrics and Gynecology, its 
three sponsoring organizations, the American Board of Obstetrics and Gynecology, the Ameri¬ 
can College of Surgeons, and the Council on Medical Education and Hospitals of the American 
Medical Association have adopted the following principles of residency approval in this spe¬ 
cialty. Recommendations one through nine deal with matters of procedure within the Commit¬ 
tee; recommendations 10 through 13 represent changes in policy which are in accordance with 
the "full training" concept of graduate education. The attention of physicians participating in 
residency programs in this specialty is called to the fact that after July 1,1962, residency pro¬ 
grams not including, either intramuralhj or through affiliation, 36 months of clinical training in 
obstetrics and gynecology, will no longer be approved. 

Walter S. Wiggins, M.D., Secretary. 

RESroENCY TRAINING IN OBSTETRICS 
AND GYNECOLOGY 


L Reports of the field staff on residency programs 
are distributed by the Secretary' to Committee 
members for review prior to each meeting; these 
reports are then considered by the Committee as a 
whole at the next meeting and appropriate action 
taken. An ad hoc committee may be appointed to 
act for the Committee in such instances as are 
designated. 

2. After reviewing a program, the Committee 
may approve, provisionally approve, disapprove, 
defer action, or place program on probation. In the 
event of an action other than approval, specific 
reasons for such action are to be stated in tlie letter 
of notification. 

3. Wien approval is granted, this approval is 
considered retroactive to the beginning of the 
current year of service for any resident on duty, or 
to the date of application for approval, whichever 
date is earlier. 

4. When a training program does not meet the 
requirements for continuation of approval, but has 
the potential for doing so, that program may be 
placed on probation until requirements are met. A 
period of 12 to 18 months is allowed for correction 
of deficiencies. If correction has not been accom¬ 
plished by the specified date, appropriate action 
will be taken. 

5. llffien a training program is not yet in full 
operation but shows promise of meeting all educa¬ 
tional requirements, the program may be granted 
provisional approval, subject to early review. 

6. When a previously approved training program 
cannot meet requirements, the effective date of 
withdrawal of approval, after fair warning, shall 
be determined by the Committee. 

7. Routine surveys of residency training pro¬ 
grams will be made at periodic interi'als by tlie 
field staff of the Council. 


8. The Committee can, at any time, request re¬ 
inspection of a program by either a member of the 
Council field staff or a regional evaluator repre¬ 
senting the Committee. The Council shall be re¬ 
sponsible only for e.xpenses incurred by its field 
staff in making such inspection. The e.xpenses in¬ 
curred by the regional evaluators shall be borne by 
the other sponsoring organizations. 

9. Listing of approved programs in the Intern¬ 
ship and Residency Number of The Journal of the 
American Medical Association shall be the respon¬ 
sibility of the Council, and listing in the Bulletin of 
the American College of Surgeons shall be the 
responsibility of its Board of Regents. 

10. Beginning July 1, 1962, one-year programs 
approved only for the first j'ear in obstetrics and/or 
gjTiecology will not be approved and the institu¬ 
tions involved are urged to affiliate with programs 
offering full training. In the programs offering 
affiliation, approval will be given only to the parent 
program. 

11. Two-year residency programs in obstetrics 
and gynecology will not be approved after July 1, 
1962. Institutions offering two-year programs are 
encouraged to e.xpand to three years or affiliate 
witli a full program. 

12. Two-year residencies in g)'necology only and 
in obstetrics only will not be approved after July 1, 
1962. They should affiliate to produce a program 
which can be approved. 

13. While training in general surgeiy?, internal 
medicine, and urology is desirable, such training 
should not be a part of the tliree years’ required 
clinical program in obstetrics and gynecology. A 
minimum of 18 months in obstetrics and 18 months 
in gynecology is required. Likewise, formal courses 
in the basic sciences which separate the resident 
from clinical training should not be included in 
the tliree-year minimal clinical training pro^am. 




188/1364 


Nov. 7, 1959 


COUNCIL ON NATIONAL DEFENSE 


COURSES ON MANAGEMENT OF 
MASS CASUALTIES 

The following dates for civilian physicians to 
attend Management of Mass Casualties courses at 
Army Medical Service School, Brooke Army Medi¬ 
cal Center, Fort Sam Houston, San Antonio, Texas, 
are stiU open: Nov. 30-Dec. 4, 1959; Feb. 15-19, 
1960; April 25-29, I960,' and June 13-17,1960. There 
are spaces for two civilian physicians for each of 
these scheduled comrses, except that of Feb. 15-19, 
1960, for which one space is still open. These quotas 
are made available to the A. M. A. Council on Na¬ 
tional Defense by the Office of the Surgeon Gen¬ 


eral, Department of the Army. Physicians interested 
in attending are requested to xvrite directly to the 
Council on National Defense. 

PUPIL SAFETY IN DISASTER 

With the cooperation of the Office of Civil and 
Defense Mobilization, the American Association of 
School Administrators has published a pamphlet 
for school administrators who are developing school 
disaster protection programs. Entitled “Disaster 
Protection Handbook for School Administrators,” 
the emphasis is on pupil safety under disaster con¬ 
ditions. Copies may be obtained from OCDM. 


GOVERNMENT SERVICES 


NAVY 

Defense Course.—A four-weeks’ course in ABC 
(atomic, biological, and chemical) warfare defense, 
for active duty medical department officers possess¬ 
ing security clearance, will convene at the U. S. 
Naval Schools Command, Treasure Island, San 
Francisco, Calif., on Jan. 4, 1960. A class quota of 
50 has been assigned. Ten spaces will be reserved 
for Army and Air Force officers. The breakdown 
for the Navy will be 30 Medical Corps, 5 Dental 
Corps, and 5 Medical Service Corps officers. 

During the comrse the medical aspects of modem 
warfare and of military peacetime operations in¬ 
cluding problems incident to atomic, biological, 
and chemical weapons systems, nuclear propulsion, 
mass casualties, and isotope programs wiU be 
stressed. Military aspects of the weapons systems 
and military countermeasures will also be consid¬ 
ered so that medical officers may function effec¬ 
tively on a staff and can reasonably assess the 
medical compromises imposed by tlie military 
situation. Outstanding speakers, both militarj' and 
cholian, will be featured on the program. Visits will 
be made to die Nav)' Radiological Defense Labora¬ 
tory' and the Naval Biological Laboratory, as well 
as practical exercises and drills. All students will be 
supplied textbooks on a permanent retention basis. 

Eligibility for Nav'y officers is as follows. 1. Re¬ 
quests for attendance are invited from medical 
officers; reserve officers of the Medical Corps whose 
attendance would obviously assist them in the per¬ 


formance of their duties will be considered provid¬ 
ing they have a minimum of 20 months of obligated 
service remaining. 2. The dental officers to attend 
wffl be selected by the bmreau of medicine and 
surgery. 3. Requests are invited from senior Medi¬ 
cal Service Corps officers. Priority will be given to 
officers assigned duties on fleet and/or district 
staffs, and administrative officers of Naval hospitals. 
Interested officers with the foregoing requirements 
must submit a written request via their command¬ 
ing officers, to reach the bureau of medicine and 
surgery (Attn: code 316), prior to Nov. 15, 1959. 

Personal.—Capt. Paul R. Engle recently reported 
to tire bureau of medicine and surgery for duty as 
deputy director, physical qualifications and medical 
records division.—Rear Adm. J. L. Holland, M. C., 
assumed command of tlie Naval Aviation Medical 
Center, Pensacola, Fla., in September. He is the 
first flag officer of the Navy Medical Corps ever to 
serve on active duty in Pensacola. 

VETERANS ADMINISTRATION 

Computer for Cardiac Diagnosis.—An electronic 
data computer for die study of heart disease was 
developed by a Veterans Administration-National 
Bureau of Standards research team consisting of 
Leonard Taback, Ethel Marden, H. L. Mason, 
Dr. Hubert V. Pipberger, and Dr. Edward D. Freis. 
Electrical impulses from the heart are recorded, 
converted to a numerical system, and fed into an 
electronic computer, which is set up to provide tlie 
physician rvith quantitative data on major char- 
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acterisHcs of the heart. The device appears to prom¬ 
ise more complete information than has been avail¬ 
able from the electrocardiogram and also to be 
economically feasible for wide use. 

Award to Dr. Lyon.—The Veterans Administration 
has gi\’en its highest award, the E.vceptional Serr'- 
ice award, to Dr. George M. Lyon, for his pioneer¬ 
ing work in atomic medicine. In presenting the 
award the administrator of Veteran Affairs, Sum¬ 
ner G. V’hittier, said: 

“Recognizing the tremendous potential of atomic 
force for good and harm. Dr. Lyon became an 
active participant in the study of its biologic and 
medical applications. Under his energetic guid¬ 
ance, the Veterans Administration became a leader 
in the application of radioisotopes to research, 
diagnosis, and ti'eatment. Its record of safety in this 
virgin field has been a model for similar enterprises. 
The monitors trained under this program will be 
an invaluable asset in the event of nuclear attack 
or accident.” 

Medical Advisory Group.—Five new members have 
accepted appointment to tlie Veterans Administra¬ 
tion special medical advisory group. The group 
meets quarterly to adwse the Administrator of Vet¬ 
erans Affairs and tlie VA Chief Medical Director 
on the VA medical program. The new members, 
fom- of whom are replacements for former mem¬ 
bers whose terms have expired, are (1) Dr. Jasper 

L. Callaway, professor of dermatology and syphil- 
olog}' at Duke University, who replaces Dr. Clar¬ 
ence S. Livingood, chief of the dermatology de¬ 
partment of Hemy Ford Hospital in Detroit; (2) 
Dr. Artliur G. DeVoe, professor and chairman of 
the department of ophthalmology of New York 
University Post-Graduate Medical School and di¬ 
rector of eye service at Columbia University Hos¬ 
pital, who replaces Dr. Harold G. Scheie, professor 
of ophthalmology at the University of Pennsyl¬ 
vania; (3) Dr. Raymond J. Nagle, dean of the 
College of Dentistrj' of New' York University, who 
replaces Dr. Clemens V. Rault, dean of George¬ 
town University School of Dentistry; (4) Dr. Ralph 

M. Tovell, director of the department of anes- 
tliesiology of tlie Hartford (Conn.) Hospital, who 
replaces Dr. Donald E. Hale, head of the anes¬ 
thesiology department of the Cleveland (Ohio) 
Clinic Hospital; and (5) Dr. O. Currier McEwen, 
associate professor of medicine at New York Uni¬ 
versity and formerly chief consultant in medicine 
in the European theater of operations during 
World War II, who replaces Dr. Richard P. Stetson, 
who resigned from the special medical advisor}' 
group to become area director of professional serv¬ 
ices in the Boston VA area medical ofiice. 


Personal.—Dr. Martin M. Cummings, director of 
medical research for tlie Veterans Administration in 
Washington, D. C., left the VA in October to be¬ 
come chaiiman of the department of microbiology 
at the University of Oklahoma School of Medicine in 
Oklahoma City. He w'ill continue to be affiliated 
witli the VA as a consultant to the agency’s Okla¬ 
homa City Hospital, W'here he also w'ill do research 
on sarcoidosis. 

U, S, Contributes to Malaria Eradication.—Dr. 
Leroy E. Burney announced that the United States 
W'ill contribute 2 million dollars to the Pan Ameri¬ 
can Health Organization’s malaria eradication 
campaign in 1960. This makes the United States 
total contribution to this PAHO fund $8,500,000 
since 1956. The United States w'ill also make a 
contiibution of 3 million dollars to the Special 
Malaria Eradication Account of the World Health 
Organization. 

PUBLIC HEALTH SERVICE 

Limitation of Activity.—Chronic conditions affect¬ 
ing health limit the normal actir'ity of an estimated 
17 million people in the United States, according 
to findings developed from nationw'ide household 
interviews conducted by the Public Health Service. 
The information recorded about indiv'idual persons 
is confidential, and only statistical totals are pub¬ 
lished. These 17 million persons, representing 10% 
of tlie population, are limited in their ability to 
work, keep house, or pursue outside activities. A 
segment of this group amounting to 3% of the 
population or an estimated 4,855,000 persons have 
trouble moving about or cannot move about w'ith- 
out help. Of the latter group, about 1 million per¬ 
sons are completely confined to dieir homes. The 
figures do not include military personnel or people 
in mental or otlier types of long-term institutions. 

Activity limitations w'ere reported most fre¬ 
quently among low income families and older peo¬ 
ple. Among families w'ith incomes of less than 
$2,000 a year, 20% had some activity-limiting con¬ 
dition; for tliose witli incomes of $7,000 or more, 
only about 7% w'ere similarly limited. About 1.4% 
of the children under 15 years of age have some 
actiwty limitation, w'hereas about 50% of the per¬ 
sons 75 years of age and older fell in tins categor}'. 
Tlie report is entitled “Limitation of Activity and 
Mobility Due to Chronic Conditions, United States, 
July 1957-June 1958,” Public Health Service Publi¬ 
cation no. 584-B 11. Copies may be obtained from 
the Superintendent of Documents, Government 
Printing Office, Washington 25, D. C., at 30 cents 
each. 
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Study on the Stein-Leventhal Syndrome.—An inves¬ 
tigation of the role of the airenal gland in the 
Stein-Leventhal syndrome has been initiated at the 
Clinical Center, National Institutes of Health. 
Salient features in this syndrome include oligomen¬ 
orrhea, hirsutism, and polycystic ovaries. The co¬ 
operation of interested physicians in referring 
laparotomy-proved cases is invited. Referral letters 
will receive prompt attention and should include 
detailed medical information about the patient. 
Accepted patients will be studied for varying peri¬ 
ods up to several weeks. On completion of their 
study, patients will be returned to the care of their 
referring physician, who will also receive a detailed 
report. In some instances it may be desirable to 
arrange for occasional follow-up visits to the clini¬ 
cal center. These would supplement rather than 
substitute for visits to the patient’s own physician. 

Physicians interested in the possibility of refer¬ 
ring patients should write to (1) J. E. Rail, M.D., 
chief, clinical endocrinology branch, National In¬ 
stitute of Arthritis and Metabolic Diseases, Bethes- 
da 14, Md., or (2) Saul W. Rosen, M.D., clinical 
associate. National Institute of Arthritis and Meta¬ 
bolic Diseases, Bethesda 14, Md. 

Personal.—Dr. Donald Roger Chadwick of the Pub¬ 
lic Health Service was appointed as secretary of 
the Federal Radiation Council.—Dr. Robert W. 
Wilkins, of Boston, was appointed to the National 
Advisory Heart Council for a four-year term. He 
is one of the world’s foremost authorities on hyper¬ 
tension.—Dr. Joseph A. Gallagher was appointed 
to the headquarters staff of the division of Indian 
Health of the U. S. Public Health Service in Wash¬ 
ington, D. C. He moves to Indian health head¬ 
quarters as a member of the staff in hospital ad¬ 
ministration after three years as medical oflacer 
in charge of the division’s Alaska Native Health 
Service Area office at Anchorage. 

NATIONAL SCIENCE FOUNDATION 

Graduate Awards.—Applications are being accepted 
for National Science Foundation Graduate Fellow¬ 
ship awards for advanced study in the sciences, 
including medicine. Fellows will be selected on 
the basis of ability as attested by letters of recom¬ 
mendation, academic records, and other evidences 
of attainment. Applicants must take the graduate 
record examination. Applicants’ qualifications will 
be evaluated by carefully chosen panels operating 
under the aegis of tire National Academy of Sci¬ 
ences—National Research Council. Stipends for 
these fellowships vary with the academic status 
of the fellows. First-year fellows (students enter¬ 
ing graduate school for the first time or those who 
have had less than one year of graduate study) 
will receive annual stipends of $1,800, Fellows who 
need one final calendar year of training for the 


doctoral degree will receive annual stipends of 
$2,200. Fellows between these two groups will 
receive stipends at the rate of $2,000 annually. 
A dependency allowance of $500 per annum for 
spouse and for each dependent child will normally 
be available to married fellows. Tuition, laboratoij’ 
fees, and limited travel allowances will also be 
provided. 

Application material for the graduate fellow¬ 
ship program may be obtained from the Fellowship 
Office, National Academy of Sciences—National 
Research Council, 2101 Constitution Ave., N. W., 
Washington 25, D. C. The closing date for the re¬ 
ceipt of applications is Jan. 1, 1960. Final selection 
of fellows will be announced March 15, 1960. 

FOOD AND DRUG ADMINISTRATION 

Bust Developers.—Mechanical contrivances for in¬ 
creasing the size of women’s breasts are a swindle 
and a potential hazard to health and are consid¬ 
ered illegal per se. The Food and Drug Administra¬ 
tion seized one make of these devices at Tampa 
and Clearwater, Fla., and Phoenix, Ariz. The seized 
devices, involving an electric air pump and plastic 
suction cups, were alleged to be dangerous to 
health and to be misbranded by false and mislead¬ 
ing labels claiming to increase the size and firmness 
of the breasts. 

Colored Light Not a Cancer Cure.— Exposing the 
body to colored light will not cure cancer or any 
other serious disease. The Food and Drug Admin¬ 
istration seized component parts for color lamps 
promoted with cure-all health claims. The pro¬ 
moter sold the device in do-it-yourself assembling 
kits, consisting of a lamp base, electrical fixtures 
and wiring, and plastic slides in a set of five colors. 
The promoter, in his literature, offered the device 
as a cure for leukemia, tumors, glaucoma, arthritis, 
rheumatism, bursitis, neuritis, anemia, astlima, tu¬ 
berculosis, all diseases of the eye, nose, and throat, 
measles, whooping cough, scarlet fever, influenza, 
and all diseases which may affect the body of man. 

Voluntary Actions by Food and Drug Firms.-Im- 
provements costing nearly 4 million dollars were 
made voluntarily by food and drug manufacturers 
and warehousemen in the fiscal year 1959 to aid in 
protecting consumers. In addition, 8,000 tons of un¬ 
fit foods and $176,000 worth of substandard drugs 
were removed from the market in 1,228 voluntary 
actions. This report covers only those actions ob¬ 
served by or reported to Food and Drug Adminis¬ 
tration inspectors. Many similar actions were un¬ 
doubtedly taken by other firms and did not come 
to official notice. Voluntary corrections included 
improvements of plant sanitary conditions, un- 
provement of processing and storage practices, and 
disposal of unfit products. 
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MEDICAL NEWS 


ALABAMA 

Heart Center Dedicated.—Dedication of the Uni- 
versih’ of Alabama Medical Center’s cardiovascular 
unit to the memorj' of the late Dr. Luther Leonidas 
Hill Jr,, pioneer Alabama surgeon, was held Oct. 
18. Events included the dedication ceremony, a 
reception for invited guests, and a tour of the 
Luther Leonidas Hill Heart Center, Among those 
participating were Sen. Lister Hill, son of Dr. Hill 
and senior U. S. Senator from Alabama, Dr. Luther 
L. Terry, senior investigator and assistant director 
of the National Heart Institute, Bethesda, Md., was 
the featured speaker. A namesake of the late Dr. 
Hill, Dr. Terry is from Red Level. Dr. Luther 
Leonidas Hill, who practiced in Montgomerj' for 
nearly half a century, was the first physician in 
America to report a successful suture of the human 
heart. He performed this operation in 1902 on a 
13-year-old boy who had received a stab wound 
peneti'ating tire left ventricular cavity. Dr. Hill was 
elected president of the Medical Association of 
Alabama in 1897. 

CALIFORNIA 

Dr. Geiger Honored.—At a banquet Sept. 5 the 
“Distinguished Service” silver scroll with bronze 
coat of arms medallion of the Pan American Med¬ 
ical Association was presented to Dr. Jacob C. 
Geiger, San Francisco. 

COLORADO 

Scholarship to Aid Medical Students,—The Denver 
Medical Society announced the establishment of a 
$100,000 scholarship fund to aid “gifted and deserv¬ 
ing medical students” at the University of Colorado 
School of Medicine, Denver. Dr. Carl A. McLauth- 
lin, chairman of the society’s board of trust, said the 
fund was made possible by the gift of $100,000 from 
Miss Grace Isabelle McNaught in memory of her 
father. Dr. Francis H. McNaught, after whom the 
fund will be named. Dr. McNaught was a professor 
of operative obstetrics in the University of Colorado 
School of Medicine and was the only Colorado 
doctor ever to serve as president of the Colorado 
State Medical Society for two years. The fund will 
be administered by the trustees of the medical 
society. 


Physicians are invited to send to this deportment items of news of 
genex^ interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
least three weeks before the date of meeting. 


CONNECTICUT 

Lecture on Schizophrenia_The Yale Medical So¬ 

ciety will present “Current Biochemical Theories of 
Schizophrenia” by Dr. Seymour S. Ket>', chief. Lab¬ 
oratory of Clinical Science, National Institute of 
Mental Health, Bethesda, Md., on Tuesday, Nov. 
10,5 p. m,, in Fitkin Amphitheater, at the Yale-New 
Haven Medical Center, New Haven. Physicians on 
call should leave the number LOcust 2-1161, Ext. 
865. 

GEORGIA 

Conference on Nutrition.—The second “Better Foods 
for Better Nutrition Conference,” a joint conference 
sponsored by tlie divisions of foods and nutrition 
and food processing of the University of Georgia, 
will be held March 3-4,1960, at the Center for Con¬ 
tinuing Education, University of Georgia, AUiens. 
This conference is planned for persons engaged in 
research, extension, and teaching of foods and nu¬ 
trition or food technology', as well as home econo¬ 
mists in business, lunchroom supervisors, hospital 
dieticians, public health nutritionists, and handlers 
and processors of foods. Special attention will be 
given to industrial and institutional problems in 
processing, handling, and serving foods. For infor¬ 
mation, write John J. Powers, Ph.D., Head, Depart¬ 
ment of Food Technology, College of Agriculture, 
University of Georgia, Athens. 

ILLINOIS 

Hospital News.—On Sept. 3, Dr. T. B. McMurry, 
of the University of Capetown, South Africa, ad¬ 
dressed the weekly staff conference in ortliopedic 
surgery at Hines Veterans Administration Hospital. 
His subject was “Recurrent Dislocation of the 
Shoulder.”—Forest Hospital, Des Plaines, ap¬ 
pointed Dr. Kalman Gyarfas, Chicago, as con¬ 
sultant of the psychiatric training program. Dr. 
Gyarfas will help to plan and implement a training 
program for nonpsychiatric interns and residents 
in the community. He will also serve as consultant 
on the hospital’s other educational programs and 
for its research programs, 

Chicago 

Dr. Visotsky Named Mental Health Director.—Dr. 
Harold M. Visotsky, assistant professor of psy¬ 
chiatry, University of Illinois College of Medicine, 
was appointed director of mental health for the 
City of Chicago. He will head the program of the 
mental health section of the Chicago Board of 
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Health under Dr. Herman N. Bundesen, president. 
His appointment became effective Sept. 1. Dr. 
Visotsky succeeds Dr. Henry Fineberg, formerly 
head of the psychiatric department at Childrens 
Memorial Hospital, who in January, 1958, con¬ 
sented to serve as acting director of the mental 
health unit until a full-time director was named. 

Dr. Strauss Honored.—Dr. Sidney Strauss was hon¬ 
ored by the Chicago Heart Association, which he 
helped found in 1922, at an open house celebration 
held at the association’s new headquarters at 22 W. 
Madison on Sept. 24. Dr. Strauss, 81, is senior 
attending physician at the Michael Reese Hospital 
whose staff he joined in 1911. Dr. Strauss was 
among a small group of physicians who established 
what was originally called the Association for the 
Prevention and Relief of Heart Disease, later 
changed to the Chicago Heart Association in 1925. 
In 1924 he helped organize the American Heart 
Association and was a member of tire first board 
of directors. The Sidney Strauss Conference Room 
was dedicated to him at the new headquarters 
Sept. 24. 

Professor Knaus to Lecture.—Prof. Hermann H. 
Knaus, director, department of gynecology and ob¬ 
stetrics, Hospital of Vienna-Lainz, Austria, will 
present a lecture, ‘Tost-Maturity, Determination and 
Treatment,” Nov. 19, 4:30 p. m., in Dora DeLee 
Hall, The Chicago Lying-in Hospital, of the Uni¬ 
versity of Chicago School of Medicine. 

MARYLAND 

New General Hospital in Baltimore.—The new Sinai 
Hospital, reportedly the only general hospital in the 
nordiwest section of Baltimore, was dedicated Sept. 
20 and will be officially opened in November. The 
hospital, built at a cost of over 20 million dollars, 
has a total of 483 beds, 171 more than there are at 
the old Sinai on Monument Street. It is composed of 
nine units, including the Mount Pleasant Building 
completed in 1953, covers 600,991 square feet of 
space, has parking facilities for over 800 cars, a heli¬ 
port, and overnight accommodations for relatives 
for ver)' ill patients. Besides the Mount Pleasant 
Building, other units are the General Hospital Build¬ 
ing, Louis and Henrietta Blaustein Obstetric and 
Gynecologs' Building, Morris Schapiro and Family 
Research Buildmg, Hecht School of Nursing, Hoff- 
berger Nurses Residence, Rosenbloom Staff Resi¬ 
dence, Zamoiski Auditorium, and Bettie S. Fuechsl 
and Ferdinand and Henrietta Fuechsl Service and 
UtiliW Buildings, all connected by underground 
corridors. E.xcept in the pediatric department, there 
are no more than two beds in any room, even in the 
wards. Patient rooms are prorided with individual 
control for air-conditioning, have piped-in oxygen 
and suction, and private lavatories. There are 40 
beds to each nursing station, and each 40-bed unit 


has its o^vn solarium. For very ill patients tliere will 
be two intensive nursing units of four beds each. 
Ten operating rooms radiate from a central sterile 
and scrub-up area. The buildings have been so con¬ 
structed that additional floors and wings can be 
added. There are 40 acres of land available for fu¬ 
ture expansion. The Aaron and Lillie Straus Out- 
Patient Department can handle 100,000 patient 
visits a year, and the Kann Memorial Emergenc)’ 
Service is equipped to handle several hundred pa¬ 
tients a day. The new hospital is located on 50 acres 
of land. It is contemporary in design, built of red 
brick with white Vermont marble used for outside 
trim and Israeli marble used in the lobby of the 



The new Sinai Hospital, Baltimore. 


General Hospital Building. The hospital, a con¬ 
stituent agency of the Associated Jewish Charities, 
is nonsectarian. 

MASSACHUSETTS 

Dr. Gross Receives Heart Award.—The 1959 Albert 
Lasker Award of the American Heart Association 
was presented Oct. 24 to Dr. Robert E. Gross, Bos¬ 
ton. The award, given annually “for distinguished 
achievement in the field of cardiovascular research, 
was conferred during the association’s annual scien¬ 
tific sessions. Dr. Gross, the first surgeon to be thus 
honored, is Ladd Professor of Children’s Surgery at 
Harvard Medical School and surgeon-in-chief at 
Boston’s Children’s Hospital. He is a founder and a 
member of the board of directors and executive 
committee of the American Heart Association. The 
Lasker award for cardiovascular research was es¬ 
tablished in 1953 by the Albert and Mary' Lasker 
Foundation in cooperation with the American Heart 
Association. Previous winners include Dr. Paul Dud* 
ley White, Boston; Dr. Albert Szent-Gyorg)'i, 
Woods Hole, Mass.; Dr. Carl J. Wiggers, Cleveland 
Heights, Ohio; Dr. Louis N. Katz, Chicago; Dr. 
Isaac Starr, Philadelphia; and Dr. Irvine H. Page, 
Cleveland. 

MICHIGAN 

Dr. Gray Honored.—Dr. Jacques Pierce Gray, De¬ 
troit, visiting lecturer of the American Meffical 
Writers’ Association, was recipient of the Disto- 
guished Service Award of the association for 19o9. 
The award is given annually to a fellow of the asso- 
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ciation “who has made distinguished contributions 
to medical literature or rendered unusual and dis¬ 
tinguished services to the medical profession.” 

Dr. Walker to Give Annual Lecture.—Dr. A. Earl 
Walker, Baltimore, professor of neurosurgery and 
chairman of the department of neurological surgery 
at Johns Hopkins Hospital, will present the annual 
Alpha Omega Alpha Lecture at Wajme State Uni- 
versiW College of Medicine, Detroit, Nov. 20, 11 
a. m. to 12 noon in the Wajme Countj’ Medical 
SocieW Auditorium. The subject he has chosen is 
titled “A Modem View of the Falling Sickness.” 

Emeritus Professors Receive Honorary Degrees.— 
Honorarj' doctor of law degrees were presented at 
the annual University of Michigan Medical Honors 
Convocation Oct. 17 to Drs. Frederick A. Coller and 
Udo J. Wile, emeritus professors of the Universit>' 
of Michigan Medical School, Ann Arbor. The con¬ 
vocation closed the three-day meeting of the sev¬ 
enth Triennial Medical Alumni Conference. Dr. 
Coller, major speaker at the convocation, retired 
in 1957 after serving as head of the surgery depart¬ 
ment for 27 years. The Frederick A. Coller Society, 
founded in 1947, is made up of surgeons who 
trained under him. He is one of 50 members of the 
Royal College of Surgeons in England. Dr. Wile, 
professor emeritus of dermatology and syphilology 
and chairman of the department for 35 years, was 
cited for his "contributions to the scientific knowl¬ 
edge of diseases and his advances in medical tlieory 
and practice.” Dr. Wile reportedly established the 
first university hospital clinic in the United States 
for training dermatologists and syphilologists. 

MINNESOTA 

British Lecturer.—Dr. James Purdon Martin, emeri¬ 
tus chief of staff in the National Hospital fof Neuro¬ 
logic Diseases and Epilepsy, Queen’s Square, 
London, England, gave a lecture, “Extrapyramidal 
Dyskinesias,” at the Mayo Foundation, Rochester, 
Sept. 29. 

Dr. Buie Named Royal Society Member.—Dr. Louis 
A. Buie Sr., Rochester, founder of the section of 
proctology of the Mayo Clinic and a member of the 
staff from 1919 until his retirement in 1955, was 
made an honorary member of the Royal Society of 
Medicine of England on July 1. The certificate of 
honorary members, signed by Dr. Henry R. Thomp¬ 
son, London, president of the society, indicates that 
the honor was conferred on Dr. Buie "for distin¬ 
guished services to science.” 

MISSOURI 

Foreign Lecturer.—Dr. S. C. Sen, radiologist of New 
Delhi, India, lectured Oct. 9 in die University of 
Missouri Medical Center Auditorium. His subject 
was “Brief Glimpses into Ancient Indian Medicine 


and Traditional Chinese Medicine.” Since 1947 Dr. 
Sen has been a member of the Council of die World 
Medical Association and was its secretary for Asia 
for nine years. 

NEW YORK 

Dr. Yanover Cited.—On Sept. 3 Dr. Robert R. Yan- 
over. Flushing, chairman of the medical advisory 
board of Abilities Inc., Albertson, was given a 
presidential citation, “for his contribution to the 
advancement of the disabled.” Abilities Inc., with 
which Dr. Yanover has been associated since its 
founding seven years ago, is an electronics manu¬ 
facturing firm employing only disabled persons. 

Alumni Honor Dr. McCann.—Dr. William S. Mc¬ 
Cann, Rochester, was presented the annual Gold 
Medal Award at the 15th annual meeting of die 
University of Rochester Medical Alumni Associa¬ 
tion, Oct. 10. Dr. McCann, who retired on June 30, 
1957, as chairman of the department of medicine, a 
position he had held since the School of Medicine 
and Dentistry was opened in 1925, is now emeritus 
professor of medicine. 

Radio Medical Conferences.—Albany Medical Col¬ 
lege inaugurated its fifth season of two-way radio 
medical conferences Oct. 6, Dr. Frank M. Woolsey 
Jr., Albany, associate dean and director of post¬ 
graduate education, announced. The conferences 
are broadcast to doctors at 24 hospitals in New 
York, Massachusetts, and New Hampshire. The 
current season will extend through April, 1960, ivitli 
conferences scheduled on a three-times-a-week 
basis. The hour-long conferences cover a variety of 
medical and surgical topics. Last year, more than 
700 individual physicians took part in one or more 
conferences. The total attendance for tlie year was 
5,425. Albany Medical College broadcasted its 
initial conference in December, 1955. E. R. Squibb 
& Sons, pharmaceutical division of the Olin Mathie- 
son Chemical Corporation helps support the con¬ 
ferences by a grant-in-aid. Faculty members from 
six eastern medical schools participate. 

New York City 

Biologist to Give Annual Lecture.—The fiftli annual 
Israel S. Wechsler Lecture will be given Dec. 11, 
8:30 p. m., in the Blumenthal Auditorium of the 
Mount Sinai Hospital. Paul A. Weiss, Ph.D., head, 
department of developmental biology. Rockefeller 
Institute, will present “Problems of Specificity in 
the Development and Functioning of the Nervous 
System." 

Hospital Panel on Medical Genetics.—The Adelphi 
Hospital medical staff will present a panel meeting 
on medical genetics, Wednesday, Nov, 25, at the 
new auditorium. Dr. Alexander S. Wiener, Brook¬ 
lyn, will moderate the panel and present “Heredi- 
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tary Disorders of the Blood.” Dr. Victor A. Mc- 
Kusick, Baltimore, will give “Hereditar}’ Disorders 
of Connective Tissue” and Dr. Franz J. Kallmann, 
^^'iIl present “Hereditar)^ Disorders of the Nen'ous 
System.” For information, write the Adelphi Hos¬ 
pital, 50 Greene Ave., Brooklyn 38. 

Annual Lecture on Skin Diseases.—The department 
of dermatology and sj’philology of tlie New York 
University Post-Graduate Medical School announced 
tile ninth annual Sigmund Pollitzer Lecture to be 
given by Prof. Harold F. Blum Nov. 17, 8 p. m., in 
Classroom B of Alumni Hall, 550 First Ave. Profes¬ 
sor Blum, physiologist at the National Cancer In¬ 
stitute and visiting professor at Princeton Univer¬ 
sity, will present ‘‘Carcinogenesis by Ultraviolet 
Light: E.\-periment and Interpretation.” The Polht- 
zer Lectures are made possible by a grant Bom 
Mrs, Sigmund Pollitzer, who established the lec¬ 
tureship in honor of her husband, the late Dr. Sig¬ 
mund Pollitzer, former professor of dermatology 
and syphilolog)' at the Post-Graduate Medical 
School. Under the terms of the grant, “outstand¬ 
ing” scientists and teachers are invited to speak in 
selected subjects relating to skin diseases. 

Grants for Research.—On the recommendation of 
the Health Research Council, the New York City 
Board of Estimate on Oct. 8 approved 14 medical 
research grants which will total $1,023,309 over a 
five-year period. Under the terms of the grants, 
$270,713 will be spent in the first year, the remain¬ 
ing $752,596 in die following four years. Grants 
were made to medical schools in New York City 
for research work on specific projects to be con¬ 
ducted in five municipal hospitals. In addition, 
newly created “New York City Investigatorships” 
were awarded to six young university scientists 
who will do research work in municipal hospitals. 
The grants to tire medical schools will support both 
laboratory and clinical research in cancer, infec¬ 
tious diseases, narcotic addiction, disorders of me¬ 
tabolism, and diseases of the cardiovascular system, 
central nervous system, and pulmonary system. The 
Health Research Council was set up by Mayor 
Wagner in September, 1958, “to work out policy 
and guide the City in allocating city funds which 
will enable scientists to carry on research work in 
health and medical problems.” Dr. Walsh McDer¬ 
mott, Livingston Farrand Professor of Public Healtli 
and Preventive Medicine at Cornell University 
Medical College, is chairman of the council. The 
grants voted by tire Board of Estimate are the first 
to be made under the program. 

OHIO 

Fellowships in Industrial Medicine.—Tlie University 
of Cincinnati’s Institute of Industrial Health is of¬ 
fering graduate fellowships in industrial medicine. 
The institute, in tire College of Medicine, provides 
professional training for graduates of approved 


medical schools who have completed at least one 
year of internship. The three-year program leading 
to the degree of doctor of industrial medicine satis¬ 
fies the requirements for certification in occupa¬ 
tional medicine by the American Board of Preven¬ 
tive Medicine. Two years are devoted to intensive 
academic and clinical study in industrial medicine. 
A third year is spent in residency in an industrial 
medical department or in some comparable organi¬ 
zation. Stipends for the first two years are from 
$3,000 to $4,000, depending upon marital status. In 
the final or residency year the fellow is compensated 
by the organization in which he is completing his 
training. Two other programs are offered to quali¬ 
fied applicants: a one-year course, to applicants who 
wish to become candidates for the degree of master 
of science; and a three-year academic program lead¬ 
ing to the degree of doctor of science, to those who 
wish to pursue careers in teaching and research. 
Fellowship stipends are available in these programs. 
For information, write: Secretary, Institute of Indus¬ 
trial Health, College of Medicine, Eden and Be- 
thesda Avenues, Cincinnati 19. 

OKLAHOMA 

Dr, Donahue Resigns as Mental Health Director.- 
Dr. Hayden H. Donahue, Oklahoma City, director 
of the Oklahoma Department of Mental Health for 
the past seven years, announced his resignation on 
Aug. 4, “to seek a residency in psychiatr)', do mental 
health research, and complete the writing of a 
book.” It has been reported that Dr. Donahue has 
accepted the position of assistant director, Arkansas 
State Hospital, Little Rock. Governor J. Howard 
Edmondson issued a proclamation stating: 'Tri- 
marily imder the director of Dr, Hayden H, Dona¬ 
hue, Oklahoma Mental hospitals and schools for 
the retarded have risen ... to a position reflecting 
dignity, pride and national pre-eminence.” The 
proclamation declared Sept. 22 as Donahue Appre¬ 
ciation Day and a testimonial dinner was held on 
that date with Governor Edmondson as the princi¬ 
pal speaker and Dr. George H. Guthrey, Oklahoma 
City, as master of ceremonies. 

PENNSIXVANIA 

Philadelphia 

Dinner for Hospital Alumni.—The 73rd annual 
dinner of the Association of E.x-Residents and Resi¬ 
dent Physicians of the Philadelphia General Hospi¬ 
tal will be held on Tuesday, Dec. 1, at 7 p. m., at 
Williamson’s Presidential Dining Rooms, Presiden¬ 
tial Apartments, City Line and Schuylkill Express¬ 
way, Philadelphia. All members are urged to attend. 
For information, write Dr. William W. Wilson, 
Secretary-Treasurer, 133 S. 36th St., Philadelphia 4. 

University News.—The University of Pennsylvania 
held a special convocation to commemorate the 75th 
anniversary of the founding of the School of Veter- 
inaty Medicine Oct. 3. The convocation was sched- 
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tiled to coincide with the 77th annual convention of 
the Pennsylvania State Veterinary Medical Associa¬ 
tion.—A group of 37 Italian physicians were 
guests of the Temple University Medical Center 
Aug. 23. The doctors, all professors of medical 
schools in Italy, toured medical centers in the 
United States and Canada. 

Dr. Nichols Appointed Department Head,—The 
appointment of Dr. Henry T. Nichols as professor 
and head of the department of thoracic surgery 
was confirmed by the board of trustees of Hahne¬ 
mann Medical College and Hospital. Dr. Nichols 
had been acting head of the department since 
September, 1958. A member of the American Board 
of Surgery and the Board of Thoracic Surgery, 
Dr. Nichols is affiliated with the \''eterans' Admin¬ 
istration Hospital, Rolling Hill Hospital (Jenkin- 
town), Albert Einstein Medical Center and Wom¬ 
ans’ Hospital. 

Research Laboratory Dedicated.—On Sunday, 
Sept. 20, a new research laboratory of Wills Eye 
Hospital, headed by Dr. Irving H. Leopold, was 
dedicated. The principal address will be delivered 
by Governor David L. Lawrence of the Common¬ 
wealth of Pennsylvania. The research department 
of the Wills Eye Hospital was formally initiated 
in 1950. Through a Ford Foundation contribution 
and matching National Institutes of Health funds 
and other contributions, the new laboratory build¬ 
ing was made possible. There are 26 full-time 
research workers, in addition to members of the 
hospital staff who engage in part-time research. 
The new building is equipped with departments 
of pathology, microbiology, biochemistry, phar¬ 
macology, and radioactive isotopes. The laboratory 
is an unendowed department that must depend 
on new grants and the support of friends for its 
maintenance. 

RHODE ISLAND 

Medical History Meeting,—The Benjamin Water- 
house Medical History Society will meet in combi¬ 
nation with the Providence Medical History Society 
at the Rhode Island Hospital Monday, Nov. 16. 
Dr. Charles W. Robertson, associate professor of 
surgeiy, Boston University School of Medicine, will 
be speaker, presenting “Some Observations on Pres¬ 
idential Illnesses.” For information, write Dr. John 
J. Byrne, 818 Harrison Ave., Boston 18, Secretary 
(KE 6-8600). 

VERMONT 

Dedicate New Medical Building.—A program of 
dedication for the new medical building at the 
University of Vermont College of Medicine, Bur¬ 
lington, was held Sept. 24-26 in celebration of 
completion of the first phase of the proposed 
building progi'am. The new building, the first to 
be built in nearly 55 years, provides new and 


e.xpanded research facilities. The first medical 
building for the college, Pomeroy Hall, dedicated 
in 1829, is still used by the university for offices 
and classrooms. A symposium, “Peptic Ulcer,” 
Sept. 24, was opened by Dr. George A. Wolf Jr., 
dean of the college of medicine. On Sept. 25, med¬ 
ical grand rounds were held and the first annual 
Beaumont Lecture, “Gastric Research in the Hun¬ 
dred Years Since Beaumont,” was given by Dr. 
Stewart Wolf, professor of medicine. University 
of Oklahoma, Oklahoma City. At the dedication 
ceremonies. Sept. 16, Dr. Ernest M. Allen, chief, 
division of research grants. National Institutes of 
Health, United States Public Health Service, pre¬ 
sented an address. 

WASHINGTON 

State Medical Election.—The Washington State 
Medical Association elected the following 1959-1960 
officers: president. Dr. Frederick A. Tucker, Seattle; 
president-elect. Dr. Homer W, Humiston, Tacoma; 
immediate past-president. Dr. Emmett L. Calhoun, 
Aberdeen; vice-president. Dr. Edward C. Guyer, 
Seattle; secretary-b'easurer. Dr. Wilbur E. Watson, 
Seattle; and speaker, House of Delegates, Dr. 
Dean K. Crystal, Seattle. The e,v'ecutive secretary is 
Mr. Ralph W. Neill, 1309 Seventh Ave., Seattle 1. 

WISCONSIN 

Rehabilitation Center Opens.—The University of 
Wisconsin Medical Center’s Respiratory and Reha¬ 
bilitation Center, aimed at “restoration of disabled 
patients to the greatest possible physical, mental, 
social, and vocational capacity,” began serving the 
state Sept. 11. The center is located in the re¬ 
modeled seventh floor of University Hospitals, 
Madison, where opening of the new facility was 
observed at brief ceremonies the afternoon of Sept. 
11. A Wisconsin physician may refer to the center 
any patient with a severely disabling disease or 
injury which demands long-term reorganization of 
the patient’s life. Dr. Arthur Siebens, director, and 
Dr. W. Theodore Bruns, assistant director, will be 
responsible for treating the medical problems and 
guiding the staff teamwork. The center has an 
orthotist to design, adapt, and make devices for the 
patient. Aid from the university department of 
clinical psychology and the Speech and Hearing 
Clinic will be available. The facility' is also con¬ 
cerned with basic research and studies relating to 
the mechanics and measurement of breathing. The 
third major purpose of the center is teaching. 
Several staff members are on the Medical School 
faculty and will teach in their respective fields. The 
new facility is supported by funds from the State 
of Wisconsin and organizations such as the National 
Foundation, tlie Sister Elizabeth Kenny Founda¬ 
tion, the Benjamin Wishner Estate, the Bess Heath 
Estate, the United Fund of Marathon County, and 
the Oscar Mayer Foundation of Madison. 
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GENERAL 

Dr. Wilson Becomes Tuberculosis Director.—Dr. 
Julius L. Wilson became full-time director of medi¬ 
cal education for tlie National Tuberculosis Asso¬ 
ciation and its medical section, the American 
Tmdeau Society, as of Oct. 1. For the past sLv years 
Dr. Wilson has been serving as pai't-tinie director 
of medical education while sendng also as director 
of die Henri^ Phipps Institute for the Study and 
Prevention of Tuberculosis of the University of 
Pennsylvania, Pliiladelphia. 

Meeting on Cerebral Palsy in Los Angeles.—The 
American Academy for Cerebral Palsy will meet at 
die Statler-Hilton Hotel, Nov. 30-Dec. 2. Instruc¬ 
tional courses and question-and-answer luncheons 
will be held Nov. 30 and Dec. 1. Dr. Ahnn J. 
Ingram, Memphis, Tenn., vnll give the presidential 
address the morning of Dec. 1. A research afternoon 
is planned for Dec. 1, with seven papers scheduled, 
including discussion periods. Round-table discus¬ 
sions vill be conducted the morning of Dec. 2. 
Scientific e.vhibits are planned. 

Western Surgical Meeting.—The 67di annual meet¬ 
ing of the Western Surgical Association will be held 
Nov. 19-21 at the Broadmoor Hotel, Colorado 
Springs, Colo. A total of 36 papers is scheduled to be 
presented at the four scientific sessions. Dr. James 
T. Priesdey, Rochester, Minn., unll present “Sur- 
gety, Science, and Education” as die presidents 
address die morning of Nov. 20. The annual ban¬ 
quet is planned for die evening of No\'. 20. A ladies’ 
program is arranged. For information, vuite Dr. 
John T. Reimolds, 612 N. Michigan Blvd., Chicago 
11, Secretary'. 

Meeting on Psychoanalysis.—The scientific sessions 
of die midwinter meeting of die Academ)' of Ps}'- 
choanalysis wfil be held Dec. 5-6, 9 a. m. to 5 p. m., 
at the Hotel Roosevelt, New York City. The theme 
of the first day’s meeting udll be ‘Tsychoanalytic 
Concepts in Allied Fields.” Harold Lasswell, Ph.D., 
unll speak on die implications psychoanalytic con¬ 
cepts have for political science; Weston LeBarre, 
Ph.D., on die implications for antiiropology; and 
Talcott Parsons, Ph.D., on the implications for 
social science. The second day’s meeting will be 
devoted to a series of clinical papers by members 
of the academy. The address of the academy is 125 
E. 65th St., New York 21. 

Propose Health and Research Year.—The govern¬ 
ments of the American Republics, plus diose of 
France, The Nedierlands, and die United Kingdom 
went on record as supporting the establisliment of 
an International Health and Medical Research 
Year. The action came during a session of die lldi 
annual meeting of the Pan American Healdi Organ¬ 
ization’s directing council. Meeting also as die 


regional committee for the Western Hemisphere of 
die World Health Organization, the council’s vote 
goes to WHO Director-General M. G. Candau in 
Geneva.' U. S. Surgeon General Dr. Leroy E. Burney 
presented the resolution favoring the year on behalf 
of his delegation. 

Conference on Electrical Techniques in Medicine. 
—The 12th annual Conference of Electrical Tedi- 
niques in Medicine and Biology will be held Nov, 
9-12 at the Hotel Sheraton, Philadelphia,' Besides 
hvo general sessions, special sessions are arranged 
under the following titles: 

Ultraviolet Radiation 
Cardiovascular 
Microwave Radiation 
Ultrasonic Radiation 
Infrared Radiation 

An axhibition and demonstration of electrical medi¬ 
cal equipment and accessories is planned. More 
than 40 papers will be presented at the special 
sessions, and more tlian 20 additional papers will 
be concerned with cardiovascular techniques and 
instrument advances in biomedical electronics. 
Chairman of tlie conference committee is Herman 
P. Schwan, Ph.D., Philadalephia. Advanced regis¬ 
tration is $5. A program of tours is planned. 

List of Western Meetings.—Starting in November, 
the Rocky Mountain Medical Journal will publish 
monthly a bulletin entitled “^Vhat goes on.” Physi¬ 
cians in the following states will receive the publi¬ 
cation: Alaska, Arizona, Colorado, Idaho, Montana, 
Nevada, New' Me,\ico, Oregon, Utah, Washington, 
and Wyoming. The medical societies in these states 
are cooperating in tire project. “What goes on” will 
list medical meetings and special lectures of interest 
in an effort to keep physicians informed of area 
postgraduate education oppOTtunities. It will also 
include notification regarding postgraduate sessions 
offered by medical schools as w'ell as speakers spon¬ 
sored by hospitals, specialized medical organiza¬ 
tions, and area medical societies. Listings will be 
grouped by geographical divisions for the month 
covered by tire particular issue. A separate section 
will carry future dates. “What goes on” is sponsored 
by Lederle Laboratories, a division of the American 
Cyanamid Company, and is being sent free to all 
physicians in the ll-state region. 

Travel Grants for Congress of Endocrinology.—Tl'^ 
first International Congress of Endocrinology' will 
be held in Copenhagen, Denmark, July 18-23, I960. 
Tire Endocrine Society has obtained funds to pro¬ 
vide a limited number of allotments in support of 
travel to the congress Tor scientists residing in the 
United States and Canada who may' require such 
assistance. Indmdual allotments w'ill not exceed 
$750 each. Application for travel allotment should 
be submitted in duplicate in the form of a letter 
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giving information on age, training, publications, 
academic or professional title, and society afBIia- 
tion. Applicants who plan to submit papers for 
presentation at the congress should include the 
proposed title of each paper. Such letters should be 
submitted before Nov. 15 and should be addressed 
to Dr. Henty H. Turner, Secretary', The Endocrine 
Society, 1200 North Walker, Oklahoma City 3, 
Okla. Applicants will be responsible for their owm 
passports, registration, travel arrangements, and 
hotel reservations. For information on registration 
and submission of papers, write The Secretariat, 
Hormonafdelingen, Statens Seruminstitut, Copen¬ 
hagen. 

Meeting of Nortlnvest Physicians.—The American 
College of Physicians Pacific Northwest Region 
meeting for Oregon, Washington, and British Co¬ 
lumbia will be held Nov. 20-21 at the Sheraton 
Hotel, Portland, Ore. Of the papers scheduled for 
presentation, tlie following include invited authors: 

Congestive Failure Due to Auricular Fibrillation; A Twenty- 
Five-Year Follow-up, Dr. Isidor C. Brill, and Dr. Edward 
E. Ro.senbaum, Portland, 

Mortality in Myocardial Infarction in the Older Age Group, 
Dr. Llewellyn N. Roberts, Victoria, B. C. 

Auscultatory Implications of the Split Second Heart Tone, 
Dr. Charles P. Wilson, and Dr. Marvin J. W'einstein, 
Rochester, Minn. 

Evaluation of Pulmonary Function, Dr. Donald .\f. Pitcairn, 
Portland. 

The Incidence of Obstructive Pulmonary Disease in Chronic 
and Custodial Tubercular Patients, Dr. Carroll J. Martin, 
and Dr. Wilbur Hallett, Seattle. 

Malabsorption in Gastrocolic Fistula, Dr. John A. Benson Jr., 
Boston. 

Newer Tests for Diagnosis of Acquired Hemob'tic Anemia. 
Dr. Bernard Pirofsky, Portland. 

At the dinner the evening of Nov. 20, Dr. Howard 
P. Lewis, Portland, president of the college, will 
present an address. For information, write the 
American College of Physicians, 4200 Pine St., 
Philadelphia 4. 

Psoriasis Research Award.—The department of 
dermatology, Baylor University College of Medi¬ 
cine, Houston, Texas, announced .the Mr. and Mrs. 
J. M. Taub International Memorial Award for 
Psoriasis Research. This annual award of $1,000 
was established in 1957, by Carol and Henry J. N. 
Taub in honor of their grandparents, Mr. and 
Mrs. Henry J. N. Taub. The award is designated 
for the individual or group’ who has done the 
“most outstanding investigative work” in tliis field. 
Results of the research must have been presented 
before a dermatological medical society or pub¬ 
lished in one of the recognized medical journals 
during the calendar year. The name of any appli¬ 
cant for the award, together with supporting data, 
should be submitted for consideration by Dec. 31 
of the same year. The recipient will be determined 
by a committee composed of Drs. Marcus R. Caro, 


Chicago; Edward P. Cawley, Charlottesville, Va.; 
Arthur C. Curtis, Ann Arbor, Mich.; Eugene M. 
Faber, San Francisco; John M. Knox, Houston, 
Texas; Aaron B. Lerner, New Haven; and Carl T. 
Nelson, New York City. If in the opinion of the 
committee a given calendar year fails to yield a 
deserving contribution, the award will not be 
given. Address all communications to Dr. John 
M. Knox, Department of Dermatology, Baylor Uni¬ 
versity College of Medicine, Houston 25, Texas. 


Prevalence of Poliomyelitis.—According to the Na¬ 
tional Office of Vital Statistics, tlie following num¬ 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 
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Report on Married Couples.—The Metropolitan 
Life Insurance Company reported that currently 
the United States has about 39% million married 
couples. In almost one-half of them the husband is 
25 to 44 years old. According to the Bureau of Cen¬ 
sus, the total number of married couples increased 
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by 10% million from 1940 to 1958. Nearly the same 
growth is expected in the like period ahead, witli 
a total of about 50% million married couples by 
1975. The rising tide of young people and the high 
marriage rates of the postwar years have produced 
an increase of about 50% from 1940 to 1958 in the 
number of couples with husbands under 25 years of 
age. The reported outlook is that the number of 
such young couples will more than double from 
1958 to 1975, reaching a total of about 4.7 million. 
The number of couples with husbands at age 65 or 
older mounted by 73% from 1940 to 1958, with a 
further increase of 36% expected by 1975. This 
growth reportedly reflects the aging of the popula¬ 
tion. For couples in which the husband is 25-44 
years of age, the increase between 1940 and 1958 
averaged about 30%. Couples headed by husbands 
in midlife have been increasing and are ex'pected 
to continue to do so. 

Smallpox Declining in the Americas.—Smallpox 
cases repoi'ted in the Americas dropped fourfold 
during the past decade, according to a report 
presented before the directing coimcil of the Pan- 
American Health Organi 2 ation. l¥hile 18,352 cases 
were reported in the Americas during 1949, only 
4,311 were reported last year. Yet smallpox is still 
a major public health problem in the hemisphere, 
says the report. During this 10-year period, of the 
total of 103,491 cases reported in 15 countries and 
other areas, there were at least 16,000 deaths. The 
directing council urged all countries of the Amer¬ 
icas to .. accord the smallpox eradication program 
tlie importance and priority it deserves, from the 
viewpoint of both national and international health.” 
The 15th Pan American Sanitary Conference, held 
last year in San Juan, Puerto Rico, declared small¬ 
pox a health problem requiring the attention of all 
countries and requested that necessary measures be 
taken for the eradication of the disease from tlse 
hemisphere. Since 1948 PASB has spent about 
$350,000 in aiding the governments of the hemi¬ 
sphere in combatting smallpox. The 90 member 
States of the World Health Organization, meeting 
during the 12th World Health Assembly in Geneva, 
voted to make the smallpox eradication campaign 
global earlier this year. 

National Index on Deafness, Speech, and Hearing— 
Gallaudet College, Washington, D. C., and the 
American Speech and Hearing Association estab¬ 
lished a National Index on Deafness, Speech, and 
Hearing. This index will combine the present in¬ 
dexing and abstracting functions of the Central 
Index of Research on the Deaf at Gallaudet College 
and the projected inde.xing and abstracting func¬ 
tions of the American Speech and Hearing Associa¬ 
tion. The general policies of the national index will 
be formulated by a committee composed of repre¬ 
sentatives of Gallaudet College and representatives 


of the Association. The index, to be located at 
Gallaudet College, will be directed by Stephen P. 
Quigley, Ph.D., Washington, D. C. The purpose of 
the index is “to index and abstract all professional 
literature pertaining to deafness, speech and hear¬ 
ing and to make this material readily available to 
all interested persons ” Present and future literature 
will be included as will the relevant past literature. 
The index will make the collected material available 
through a regular, professional publication. The 
National Index on Deafness, Speech and Hearing is 
made possible in part by a grant from the Office of 
Vocational Rehabilitation of the Department of 
Health, Education, and Welfare. For information, 
write Stephen P. Quigley, Ph.D., Director, National 
Index on Deafness, Speech and Hearing, Gallaudet 
College, Washington 2, D. C. 

Fellowships for Residents in Pediatrics.—The Amer¬ 
ican Academy of Pediatrics will grant 28 or more 
fellowships to pediatric residents for the year begin¬ 
ning July 1, 1960, and covering a period of su 
months to one year. These fellowships, created to 
enable young physicians, who are legal residents of 
tlie United States or Canada and who are in financial 
need, to complete their pediatric training, have 
been provided in two groups. Mead Johnson & Com¬ 
pany, has made possible the awarding of 18 or 
more fellowships to carrj' a stipend of from $500 to 
•$1,000 each, depending on the need and tire lengtli 
of time required to complete training. A second 
group of 10 fellowships, each carrying a stipend of 
$500 and awarded on the same basis as tlie others, 
has been made available through a grant to the 
academy from the Gerber Baby Food Foundation. 
Requirements for the awards are (1) a letter from 
the chief of service indicating that tlie individual 
will have completed by July 1, 1960, one year of 
pediatric training credited by the American Board 
of Pediatrics; that the resident has performed his 
work abl)'; and that there is need for financial 
assistance; (2) a letter from the resident requesting 
the fellowship stating that he intends to enter 
pediatric private practice at the conclusion of his 
residency training. Those interested in applying 
may correspond with the American Academy or 
Pediatrics, 1801 Hinman Ave., Evanston, Ill- Tn® 
deadline for the receipt of applications will be 
Feb. 15. 

Fund to Aid Interns and Residents.—A $400,000 
George W. Merck Memorial Loan Fund has been 
established by the Merck Company Foundation to 
help meet an important need for financial aid to 
interns and residents.” The fund will assist “deserv¬ 
ing interns and residents to seek the best possible 
postgraduate training in teaching hospitals befo^ 
entering practice.” It is estimated that 60 to IW 
young doctors will benefit each year from the fund- 
The 18 medical schools participating are associated 
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will) the following universities: Boston, California, 
Chicago, Columbia, Cornell, Harvard, Illinois, Johns 
Hoplcins, Nen’ York, Northw’cstem, Pennsylvania, 
St. Louis, Tufts, Vanderbilt, Vermont, Virginia, 
IVashington (St. Louis), and Yale. They were se¬ 
lected on the basis of close personal friendships 
which tlie late George \V. Merck had with members 
of their faculties or staffs. Graduates of other medi¬ 
cal schools also may be eligible for loans if they 
take the internship or residency at any of the 48 
teaching hospitals affiliated with the participating 
schools. Administration of the fund will be by the 
deans of the medical schools. The Merck Company 
Foundation will allocate the $400,000 over a period 
of eight years, by which time the fund is expected 
to be self-sustaining. Initial payments to the IS 
schools have been completed, so that funds will be 
available in 1959. The Merck Company Foundation 
is a nonprofit corporation supported by Merck & 
Co., Inc. It makes contributions to education and 
other causes. 

Societ}’ News.—The American Congress of Physical 
Medicine and Rehabilitation elected the following 
officers for 1959-1960; Dr. Frederic J. Kottke, 
Minneapolis, president; Dr. Donald A. Covalt, New 
York CiW, president-elect; Dr. Donald J. Erickson, 
Rochester, Minn., first vice-president; Dr. Jerome S. 
Tobis, New York City, second vice-president; Dr. 
Louis B. NeNSTnan, Chicago, third vice-president; 
Dr. Charles D. Shields, IVashington, D. C., fourth 
vice-president; Dr. William J. Erdman, II, Philadel¬ 
phia, fifth vice-president; Dr. Frances Baker, San 
Mateo, Calif., secretary'; Dr. Frank H. Krusen, Roch¬ 
ester, Minn., treasurer; Dr. Walter J. Zeitel, Cleve- 
kand, executive director; and Dr. Glenn Gullickson 
Jr., Minneapolis, assistant to the e.xecutive director. 
Miss Dorodiea C. Augustin, Chicago, is e.xecutive 
secretary'.—For the year Sept. 12,1959, to Sept. 10, 
1960, the folloxving are the officers of the American 
Association of Obstetricians and Gynecologists: 
president. Dr. Robert A. Ross, Chapel Hill, N. C.; 
president-elect, Dr. John L. Parks, Washington, 
D. C.; vice-president. Dr. Emmett D. Colvin, 
Atlanta, Ga.; secretary, Dr. Clyde L, Randall, Buf¬ 
falo; assistant secretary. Dr. Clayton T. Beecham, 
Philadelphia; and treasurer, Dr. Harold L. Gainey, 
Kansas City, Mo.—At the annual meeting of the 
American Association of Medical Clinics the follow¬ 
ing were elected: Dr. Russel V. A. Lee, Palo Alto, 
Calif., president; Dr. Harold D. Caylor, Bluffton, 
Ind., first vice-president and president-elect; Dr. 
Bernar-d A. Watson, Clifton Springs, N. Y., second 
vice-president; and Dr. Joseph B. Davis, Davis 
Clinic, 131 N. Washington St., Marion Ind., secre¬ 
tary-treasurer. 

Survey of Surgery,—The Metropolitan Life Insur¬ 
ance Company reported that well over 10 million 
surgical operations are performed in this country' 


each year, according to the National Health Survey 
program of the U. S. Public Health Service. No less 
than 60% of all patients in short-stay hospitals 
receive surgical treatment. The scope of surgery has 
broadened, especially in the last two decades, and 
the risk of operation has lessened. In a review of 
the e.xperience of one large hospital, covering more 
than 100,000 operations and anestlietic procedures 
of all types during 1945-1954, the surgical mortality 
was 43% below that of 1925-1934. Reductions in the 
mortality associated with a number of specific 
operations were reported in a St. Louis study. There 
was a decline of 88% between the two periods 1916- 
1938 and 1948-1952 in the surgical mortality of one 
type of operation for gallbladder disease. About as 
rapid was the decline from 1920 to 1953 for thyroid 
operations in cases of to.vic goiter. Within a period 
of 15 j'ears, a drop of nearly 85% was reported for 
closure of perforated peptic ulcers. Otlier opera¬ 
tions with reductions in surgical risk in this St. 
Louis study were corrections of obstructions of the 
small intestine, partial gastric resection in duodenal 
ulcer, esophagectomy in cancer, and radical mas¬ 
tectomy. Advances in cardiac surgery' were illus¬ 
trated by a study of several Boston hospitals with 
patients having a mitral valvuloplasty. Among pa¬ 
tients with some impairment of function or with 
progressive symptoms due to the disease, the rate 
of 14% in 1949-1951 was cut to 4% in 1951-1953. 
Subsequently the surgical mortality' dropped to less 
than 1% for the patients in the study who had the 
operation in 1953-1956. 

Report on Medical Manpower.—The ratio of yrhysi- 
cians to population in the United States, which has 
ranged between 131 and 135 per 100,000 persons for 
20 y'ears, “will drop to 126 per 100,000 by 1975 un¬ 
less the rate of graduating students increases sub¬ 
stantially,” a report issued by' the Public Health 
Service indicates. The number of dentists per 100,- 
000 persons in the population will decline even more 
sharply, the report states. Entitled “Health Man¬ 
power Source Book, Section 9; Phy'sicians, Dentists, 
Nurses,” the report reveals trends in the education, 
location, and specialization of these professional 
personnel. In the academic y'ear 1958-1959, the 85 
medical schools in the United States graduated 6,895 
physicians. To maintain tlie present physician- 
population ratio, U. S. medical schools reportedly 
would need to graduate about 10,360 students by 
1975—nearly 3,000 above the 7,410 graduates cur¬ 
rently predicted for that year. The 47 dental schools 
in the United States graduated 3,083 dentists in 
the academic year 1957-1958. Despite the addition 
of eight new dental schools since World War II and 
large increases in the number of ■ graduates, the 
ratio of dentists to population remains below pre- 
World War II levels. According to the report, the 
ratio of dentists was 62 per 100,000 in 1940, 57 in 
1958, and is expected to decline to about 50 per 
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100,000 in 1975. There should, however, be an in¬ 
crease in the ratio of professional nurses—from 268 
per 100,000 population in 1958 to 284 per 100,000 
in 1970, the report indicates. The nurse-population 
ratio has increased almost fivefold in the United 
States since 1910. In the academic year 1957-1958, 
the 1,145 schools of nursing in the United States 
enrolled about 113,000 students and graduated 
30,410 nurses. The report also contains information 
about doctors of osteopathy. The current combined 
ratio of doctors of medicine and osteopathy to popu¬ 
lation is about 140 per 100,000 persons and "tliis is 
e.vpected to decline to 133 per 100,000 by 1975.” 
The report, listed as Public Health Service Publica¬ 
tion No. 263, Section 9, may be purchased from the 
Superintendent of Documents, Government Print¬ 
ing OfiBce, Washington 25, D. C., at 50 cents per 
copJ^ Single free copies may be obtained from the 
Division of Public Health Methods, Public Health 
Service, ^Vashington 25, D. C. 

CANADA 

Dr. McRae Receives Radiology Medal.—Dr. Don¬ 
ald L. McRae, Montreal, associate professor of 
radiology, McGill University, received the Caldwell 
Lecture Medal of the American Roentgen Ray 
Society following presentation of the Caldwell 
Lecture during the 60th annual meeting of the 
society. The title of Dr. McRae’s address was "The 
Significance of Abnormalities of the Cervical 
Spine.” The Caldwell Lecture honors the late Dr. 
Eugen W. Caldwell, pioneer user of radiation in 
medicine. Dr. McRae is the first Canadian to pre¬ 
sent the Caldwell Lecture. 

FOREIGN 

Congress on Audiology in Bonn.—The fifth congress 
of the International Society of Audiology will be 
held Sept. 28-Oct. 1, 1960, at Bonn, German Fed¬ 
eral Republic. Three round-table discussions are 
arranged; the cortical auditory function and its 
disturbances in adults and in children; physiology, 
functional pathology, and clinical significance of 
recruitment; and adaptation and related phenomena 
—their clinical significance. Free communications 
are planned. The ofBcial languages will be German, 
French, English, and Spanish with simultaneous 
translation. For information, write the General Sec- 
retarj% International Society of Audiology, 4, Rue 
Montvert, Lyon, France. 

Civil Defense Conference Postponed.—The fourth 
International Civil Defense Conference, which was 
to be held in Paris Sept. 28-Oct. 3, as well as tire 
first International Exlribition of Civil Defense 
Equipment, have been postponed. During discus¬ 
sions in Paris, “objections were raised regarding 
some of the items on the agenda, i. e., tire function¬ 
ing of the World Radioactivity Warning Centre, set 
irp in Geneva in November, 1958.” Since the pre¬ 


paratory work for the fourth International Civil 
Defense Conference had been completed at the 
time of its cancellation, the executive bureau is 
taking steps to organize the conference and exhibi¬ 
tion at a date and in a place which will be fi.\ed 
subsequently and will be chosen to suit the partici¬ 
pants already registered. 


Congress on Medical Photography.—The medical 
section of the Deutsche Gesellschaft fiir Photo- 
graphie eV. (DGPh), Cologne, Germany, announced 
that, contrary to previous information, the first In¬ 
ternational Congress on Medical Photography and 
Cinematography will take place Sept. 27-30, 1960, 
in connection with the “photokina” (Sept. 24-Oct. 2) 
at Cologne. Purpose of the congress will be to show 
the present status of photographic and cinemato¬ 
graphic exposure and reproduction teclinique in 
medicine. Purely medical problems and complexes 
are not subject to discussion. Deadline for the reg¬ 
istration of lectures is March 15, 1960. Deadline for 
the registration of persons is Aug. 1, 1960. The 
program will be available in May, 1960. For infor¬ 
mation, write Deutsche Gesellschaft fiir Photo- 
graphie eV. Neumarkt 49, Koln, Germany. 


Air Pollution Conference Held in London.—North 
America’s Air Pollution Control Association met 
with air pollution control groups representing coun¬ 
tries from the other five continents in London 
Oct. 20-23 at the world’s first International Clean 
Air Conference. The world-wide conference com¬ 
memorated tlie 75th anniversary' of the British 
Commonwealth’s organized effort to promote clean 
air and the 60th anniversary of Great Britain’s 
National Society for Clean Air. Chairman of the 
conference was Sir Hugh Beaver, English indus¬ 
trialist. The purpose of the international conference 
was to exchange information and promote interna¬ 
tional cooperation in the practical aspects of air 
pollution prevention and control. Subjects included 
international cooperation, research information e.x- 
change, and education in public relations phases of 
air pollution control. 


Festival of Scientific Films in Paris.—The opening 
of the seventh session of the Permanent Interna¬ 
tional Festival of Medico-Surgical and Scientific 
Motion Pictures, organized by La Gazette Medicale 
de France in cooperation with the National Associa¬ 
tion of the Motion Picture Producer Doctors and 
Scientists of France, will take place in Paris, Feb. 
17, 1960, at the Faculte de Medecine. The pro¬ 
ducers of medicosurgical or scientific films of 16 
mm. substandard format (exclusively) not shown 
in France before who wish to participate in this 
event should send their productions before Dec. 5, 
the date of tire meeting of the Technical Council in 
charge of selecting the films, to the Association 
Nationale des Medecins Cineastes et des Cineastes 
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Scientifiques de France, 23 Boulevard de Latour- 
Maubourg, Paris 7e. Foreign participants would 
find it advantageous to send their material tlirough 
the cultural attache of their embassy in Paris, via 
their department of foreign affairs. 

Patliolog)’ Meeting in London.—A meeting of the 
International Academy of Pathologj' will be held at 
the Royal College of Surgeons of England, Lincoln's 
Inn Fields, London, W. C. 2, England, June 20-24, 
1960. The presentations will consist of the following: 
papers on June 20; on June 21 a slide seminar, 
“Proliferative Lesions of Breast,” with professors G. 
Oberling of France, Robert W. Scarff, of London, 
and Lauren V. Ackerman, of St. Louis, as modera¬ 
tors; on June 22 an all-day symposium, “Pathophys¬ 
iology and Pathology of the Kidney,” by invited 
speakers; on June 23 and 24 a joint meeting of the 
American and British pathologists with a sym¬ 
posium on thyroiditis and cancer of the thyroid. 
Scientific e.xhibits will be accepted and visits to 
research centers will be arranged. There will be a 
social program for pathologists and their wives. For 
information, wite Dr. Fatliollah K. Mostofi, Secre- 
tar)', International Academy of Patholog)', Armed 
Forces Institute of Pathology, Washington 25, D. C. 

EXAMINATIONS 

AND 

LICENSURE 



MEDICAL SPECIALTY BOARDS ' 

American Board of Anesthesiology: Written. Various 
locations, July 8. Final date for fiOng application is Jan¬ 
uary 8. Oral. Miami Beach, April 25-30. Applications al¬ 
ready on file. Sec., Dr. Forrest E. Leffingwell, 217 Farm¬ 
ington Ave., Hartford 5, Conn. 

American Board of Dermatolocv: Oral. Oklahoma City, 
Jan. 15-18, 1960. The final date for filing all applications 
was July 1,1959. Sec., Dr. Beatrice M. Kesten, One Haven 
Ave., New York 32. 

American Board of Internal Medicine: Oral. Philadel¬ 
phia, March 11-12. Final date for filing application is 
January 15. Sec.-Treas., Dr. William A. Werrell, One West 
Main St., Madison 3, Wis. 

American Board of Neurological Surgery: Examination 
given hvice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. New Haven, 
Nov. 14-16. Sec., Dr. Donald D. Matson, 300 Longwood 
Ave., Boston, Mass. 

American Board of Obstetrics and Gynecology: Part I, 
Written. Chicago, January 16. Candidates notified of their 
eligibility to participate in the Part I examination must 
submit their case abstracts within thirty days of notifica¬ 
tion of eligibility. Part 11, Oral. Chicago, April 11-18. Final 
date for filing application was August 1. Sec., Dr. Robert 
L. Faulkner, 2105 Adelbert Road, Cleveland 6. 


American Board of Ophthalmology: Written. January 
1960 in various cities. Applications for the 1960 WTitten 
examination must be filed before July 1. Oral. 1960, San 
Francisco, May; Chicago, October. Sec., Dr. Merrill J. 
King, Box 236, Cape Cottage Branch, Portland, Maine. 

American Board of Orthopaedic Surgery: Part 11. Chi¬ 
cago. Jan. 19-21, 1960. The deadline for the receipt of ap¬ 
plication was Aug. 15. Part 1. Nashville, Denver and Phila¬ 
delphia, Apr. 13-14. Deadline for receipt of applications 
is Nov. 30. Sec., Dr. Sam W. Banks, 116 South Michigan 
Ave., Chicago 3. 

American Board of Pathology: New Orleans. Nov. 12-14. 
Final date for filing application was October 1. Sec., Dr. 
Edward B. Smith, Indiana University Medical Center, 
1100 W. Michigan St., Indianapolis 7. 

American Board of Pathology: Examination in Forensic 
Pathologij. New Orleans, Nov. 13. Final date for filing 
application is October 1. Sec., Dr. Edward B. Smith, In¬ 
diana University Medical Center, 1100 W. Michigan St., 
Indianapolis 7. 

American Board of Pediatrics: Oral. Washington, Dec. 
4-6. Written. Jan. 8. Final date for filing application for 
the written examination is Dec. 1. Exec. Sec., Dr. John 
McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 

American Board of Physical Medicine and Rehabilita¬ 
tion: Oral and Written. New York, June 17-18. Sec., Dr. 
Earl C. Elkins, Mayo Clinic, Rochester, Minn. 

American Board of Plastic Surgery: Oral and Written. 
Milwaukee, May 1960. Final date for filing application 
is January 1. Corresponding Secretary, Mrs. Estelle E. 
Hillerich, 4647 Pershing Ave., St. Louis 8, Mo. 

American Board of Psychiatry and Neurology: New 
York, Dec. 14-15; San Francisco, Mar. 14-15, 1960. Train¬ 
ing credit for full time psychiatric and/or neurologic 
assignment in unapproved military programs or services 
between the dates of Jan. 1, 1950 and Jan. 1, 1954 
was terminated on Jan. 1, 1959. Sec., Dr. David A. Boyd. 
102-110 Second Ave. S. W., Rochester, Minn. 

American Board of Radiology: Examination. Washington, 
Dec. 6-9. Deadline for filing application was July 1. Candi¬ 
dates examined in Diagnostic Roentgenology may expect 
to be examined in Physics. Obligatory examination in 
Nuclear Medicine has been postponed until after June 30, 
1962 for those candidates being examined in Radiology 
or Therapeutic Radiology. Until that time the examina¬ 
tion in Nuclear Medicine will be optional for those who 
wish to be examined in Radiology or .Therapeutic Radiol¬ 
ogy. Examination. Cincinnati, Spring 1960. Deadline for 
filing applications is Jan. 1. A special e.xamination in 
Nuclear Medicine (for those diplomates in Radiology or 
Tlierapeutic Radiology) will be offered provided there are 
sufficient applications. Sec., Dr. H. Dabney Kerr, Kahler 
Hotel Bldg., Rochester, Minn. 

American Board of Surgery; Written examinations (Part 
1) will be held on December 2, 1959 at various centers to 
be announced later. Closing date for filing applications 
was August 1. Those completing training requirements 
after September 30 cannot be considered for the Part I 
examination in December of the same year. Oral examina¬ 
tions (Part 11): Boston, Dec. 14-15; Winston-Salem, No. 
Car., Jan. 18-19; New York, N. Y., Feb. 15-16; New 
Orleans, Mar. 14-15; Kansas City, Kans., May 16-17, and 
Los Angeles, May 19-20. Sec., Dr. John B. Flick, 1617 
Pennsylvania Blvd., Philadelpliia 3. 

American Board of Urology: Written. Approximately 25 
cities throughout the country, December 4, 1959. Oral- 
Clinical and Examination in Pathology. Chicago, Febniar>' 
1960. Final date for filing application was Sept. 1, 1959. 
Sec., Dr. William Niles Wishard, 30 Westwood Rd., Min¬ 
neapolis 26, Minn. 
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DEATHS 



Abbott, John Steele ® St. Paul, Minn.; University 
of Pennsylvania Department of A'ledicine, Philadel¬ 
phia, 1908; served witli the American E.xpeditionary 
Forces during World War I; former]}' assistant 
professor of surgery at the University of Minnesota 
Medical School; past-president of St. Paul Surgical 
Society; from 1909 to 1912 assistant in surgery at 
the Mayo Clinic in Rochester, Minn.; retired from 
the Veterans Administration on April 30, 1956; 
formerly associated with tlie Ancker Hospital, 
Miller Hospital, and St. Luke’s Hospital, where he 
died Aug. 10, aged 75. 

Adams, William Bradford, Owls Head, Maine; 
Harvard Medical School, Boston, 1918; specialist 
certified by the American Board of Pediatrics; 
member of the American Academy of Pediatrics; 
veteran of World War I; formerly practiced in 
Springfield, Mass., where he was associated with 
the Shriners’ Hospital for Crippled Childi'en, Health 
Department Hospital, and Wesson Maternity Hos¬ 
pital; died Aug. 16, aged 69. 

Anderson, Stewart Harry ® KerrHlle, Te.\as; Uni¬ 
versity of Illinois College of Medicine, Chicago, 
1915; veteran of World War I; served on the staff 
of the Veterans Administration Hospital; died in 
the Sid Peterson Memorial Hospital Aug. 3, aged 69. 

Armington, Herbert Hamlin ® ProWdence, R. I.; 
Columbia University College of Physicians and 
Surgeons, New York City, 1904; veteran of World 
War 1; at one time school physician; formerly staff 
member of the Providence Lying-in Hospital and 
the Rhode Island Hospital; died in the Veterans 
Administration Hospital Aug. 11, aged 81. 

Baron, Benzion Chaim ® Munising, Mich.; North- 
v'estern University Medical School, Chicago, 1930; 
formerly member of the board of education; past- 
president of tlie Munising Rotary Club; veteran of 
World War II; on the staff of Munising Hospital; 
died in Palmer Aug. 3, aged 53. 

Bartruff, Charles Henry ® Reinbeck, Iowa; Drake 
University College of Medicine, Des Moines, 1913; 
sensed overseas during World War I; staff member 
of the Grundy Count}' Memorial Hospital in Grundy 
Center; died Aug. 24, aged 71. 

Bassler, Anthony ® New York City; bom in New 
York City May 24, 1874; Bellevue Hospital Medical 
College, New York Cit}', 1898; successively lecturer 
in pediatrics, pathology, and internal medicine at 
his alma mater from 1900 to 1910; for many years 
on the faculty at New York Polyclinic Medical 

Indicates Member of the American Medical Association, 


School and Hospital and Fordham University 
School of Medicine; specialist certified by the 
American Board of Internal Medicine; first chair¬ 
man and founder in 1917-1918 of tlie Section on 
Gastroenterology, American Medical Association; 
past-president of the National Gastroenterological 
Association, National Society for tlie Advancement 
of Gastroenterology, New York Gastroenterological 
Association, American Physicians Art Association, 
and the New York City Physicians Golfing Associa¬ 
tion, of which he was one of the founders; served 
as American president of the International Society 
of Gastroenterology, which he helped organize, for 
which France gave him the Legion of Honor, and 
president of the American delegation to the Inter¬ 
national Congress on Hepatic Insufficiency in 
Vichy, France, in September, 1937; an honorary 
vice-president of the American Society of Stoma¬ 
tology; member of the American College of Gas¬ 
troenterology, of which he was one of the founders 
and first president, the Endocrine Society, and the 
American Roentgen Ray Society; fellow of the 
American College of Physicians; honorary member 
of the Belgium Gastroenterological Society; cited 
by the Navy for his work on dysentery in World 
War I; also cited by the Aimy for his aid to the 
Selective Service; consultant in gastroenterology, 
Doctors, Misericordia, and St. Vincent’s hospitals 
and New York Polyclinic Medical School and Hos¬ 
pital in New York City, St. John’s Riverside Hos¬ 
pital, Yonkers, St. Agnes Hospital, White Plains, 
United Hospital, Port Chester, New Rochelle (N. Y./ 
Hospital, and the Y^onkers Professional Hospital in 
Yonkers; co-editor of the Review of Gastroenter¬ 
ology which dedicated its November-December, 
1939, issue to him in honor of his si.vty-fiftli birth¬ 
day; on June 9, 1938, received the honorary de^ec 
of doctor of laws from the Hahnemann Medical 
College of Philadelphia; author of books in his spe¬ 
ciality and conti-ibuted much to periodic literature; 
collaborator in fine systems of medicine; died Aug. 
20, aged 85. 

Bell, Aaron ® New York City; Cornell University 
Medical College, New York City, 1926; specialist 
certified by the American Board of Psychiatry and 
Neurology, Inc.; member of the American Academy 
of Neurology and tlie Association for Research in 
Nervous and Mental Disease; psychiatrist of the 
New York State Department of Alenlal Hygiene; 
served as director of neuropsychiatry at Lenox Hin 
Hospital and as consulting neurologist at the Hunt¬ 
ington (Nb Y.) and Hasbrouck Heights (N. J-) hos¬ 
pitals; died Aug. 26, aged 57. 
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Benefield, Charles Edward ® Fort Smith, Ark.; 
Memphis (Tenn.) Hospital Medical College, 1902; 
died Aug. 6, aged 88. 

Bkby, Edward Welles ® Wilkes-Barre, Pa.; Uni¬ 
versity of Pennsylvania Department of Medicine, 
Philadelphia, 1911; fellow of the American College 
of Physicians; member of the American Trudeau 
Society; past-president of the Luzerne County 
Medical Society; served in France during World 
War I; served on the staffs of the Wilkes-Barre 
General Hospital and the White Haven (Pa.) Sana¬ 
torium; died at Glen Summit Aug. 21, aged 73. 

Blake, Albert Julian ® Paterson, N. J.; Harvard 
Medical School, Boston, 1937; interned at St. Jo¬ 
sephs Hospital; served a residency at the Hope- 
dell Hospital in Preakness, N. J.; veteran of World 
War II; an examining physician in Paterson’s public 
schools; on the courtesy staff of the Barnert Me¬ 
morial Hospital, where he died Aug. 24, aged 48. 

Blakeley, Arthur C. ® Detroit; Detroit College of 
Medicine, 1911; associated with the Veterans Ad¬ 
ministration; died Aug. 20, aged 75. 

Blum, Samuel George, Brooklyn; Cornell Univer¬ 
sity Medical College, New York City, 1909; on the 
st^ of the Jewish Hospital; died Aug. 23, aged 73. 

Breuer, Robert Eugene ® Rolla, Mo.; St. Louis 
University School of Medicine, 1907; member of 
tlie American Academy of General Practice; for 
many years member of the Phelps County High¬ 
way Commission; past-vice-president of the Mis¬ 
souri State Medical Association; for many years a 
member of die school board of Newburg; first chief 
of staff at the Phelps County Memorial Hospital, 
where he died Aug. 19, aged 77. 

Broman, Martin Robert ® Evanston, III; Rush 
Medical College, Chicago, 1916; certified by the 
National Board of Medical Examiners; fellow of 
the American College of Surgeons; veteran of 
World War I; in 1957 retired as pathologist at the 
Swedish Covenant Hospital in Chicago; died in 
Evanston Hospital Aug. 16, aged 66. 

Bryant, J. Trevor ® Seatde; University of Ore¬ 
gon Medical School, Portland, 1940; interned at 
the French Hospital in San Francisco; certified by 
the National Board of Medical Examiners; asso¬ 
ciated with the Seattle General Hospital; died in 
the Swedish Hospital Aug. 26, aged 46. 

Byers, Guy Ewing Gilfillan ® Salem, Ohio; West¬ 
ern Reserve University School of Medicine, Cleve¬ 
land, 1918; served a term on the city board of 
health; past-president of the Columbiana County 
Public Health League; on the staff of the Salem 
City Hospital; past-president of tlie Salem Rotary 
Club; died Aug. 21, aged 67. 


Caldwell, Hugh McIntyre ® Columbus, Wis.; Rush 
Medical College, Chicago, 1924; on the staff of St. 
Mary’s Hospital; died in August, aged 59. 

Carey, Michael Joseph, Council Bluffs, Iowa; St. 
Louis University School of Medicine, 1926; for 
many years on the faculty of Creighton University 
School of Medicine in Omaha; associated with the 
Veterans Administration Center in Des Moines; 
died in St. Joseph’s Hospital in Omaha June 12, 
aged 62. 

Cassidy, Patrick Homer, Salinas, Calif.; University 
of Washington School of Medicine, Seattle, 1958; 
interned at the University of Kansas Medical Cen¬ 
ter in Kansas City, Kan.; resident physician at tlie 
Monterey County Hospital; died Aug. 2, aged 36, 

Chunn, Barker Daniel ® Beaumont, Texas; Uni¬ 
versity of Texas School of Medicine, Galveston, 
1934; interned at St. Therese Hospital; associated 
with Baptist Hospital of Southeast Texas, Hotel 
Dieu Hospital, and St. Therese Hospital; died Aug. 
8, aged 52. 

Clark, John Neal ® Vallejo, Calif.; University of 
California School of Medicine, San Francisco, 1941; 
interned at St. Mary’s Hospital, where he served a 
residency; served a residency at the Solano County 
Hospital in Fairfield; member of the American 
Academy of General Practice; assistant health of¬ 
ficer of Solano County; died Aug. 16, aged 47. 

Coppridge, William Maurice ® Durham, N. C.; 
born in Danville, Va., July 24,1893; Jefferson Med¬ 
ical College of Philadelphia, 1918; president of the 
American Urological Association and past-president 
of the Southeastern Section; specialist certified by 
the American Board of Urology; fellow of the 
American College of Surgeons; past-president of 
tire North Carolina Urological Association, Med¬ 
ical Societ}' of State of Nortli Carolina, and the 
Durham-Orange Counties Medical Societ)'; served 
as a member of the state board of medical ex¬ 
aminers; for many years clinical professor of sur¬ 
gery at the University of North Carolina School of 
Medicine, Chapel Hill; formerly a member of the 
commission to study needs of medical education 
in North Carolina; veteran of World War I; a mem¬ 
ber of the North Carolina Committee for Procure- 
ment and Assignment of Physicians in Armed 
Forces during World War 11; a member the county 
board of health; served as director of the labora¬ 
tory of urology and chief of urology staff at Watts 
Hospital; died in the New England Baptist Hos¬ 
pital, Boston, Aug. 28, aged 66., 

Craig, Marion Stark ® Batesville, Ark.; Vanderbilt 
University School of Medicine, Nashville, Tenn., 
1911; for many years owned and operated the Craig 
Hospital; a director of the Batesville Federal Sav¬ 
ings and Loan Association; died Aug; 20, aged 74. 
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Degenring, Anna J., Elizabeth, N. J.; Woman’s 
Medical College of Pennsjdvania, Philadelphia, 
1904; for many years a medical missionary in In¬ 
dia; died in Springfield Aug. 28, aged 86. 

Dix, George Alfred ® Worcester, Mass.; Harvard 
Medical School, Boston, 1899; veteran of World 
War I; served on the staff of the Worcester City 
Hospital; consultant on the medical board of the 
Memorial Hospital, where he died Aug. 20, aged 87. 

Donald, Dan Caldwell © Birmingham, Ala.; Tu- 
lane University School of Medicine, New Orleans, 
1911; fellow of the American College of Surgeons; 
clinical professor of surgery at the Medical College 
of Alabama; past-president of the Jefferson County 
Medical Society'; associated with Birmingham Bap¬ 
tist Hospital and the University Hospital; past- 
president of the Society of Medical History; died 
Aug. 21, aged 71. 

Dozier, Byron T., Dallas, Texas; Barnes Medical 
College, St. Louis, 1897; died Aug. 19, aged 84. 

DuVall, William Nelson © Mishawaka, Ind.; 
Georgia College of Eclectic Medicine and Surgery, 
Atlanta, 1900; Bennett College of Eclectic Medi¬ 
cine and Surgery', Chicago, 1901; associated with 
St. Joseph’s Hospital, where he died Aug. 20, 
aged 85. 

Ehrlich, Ralph Louis, St. Louis; Washington Uni¬ 
versity School of Medicine, St. Louis, 1925; former¬ 
ly on the staff of the Robert Koch Hospital in Koch; 
on the staff of St. Anthony’s Hospital; died in 
Maplewood Aug. 23, aged 59. 

Evans, Claude Monroe, Marshall, Ark.; St. Louis 
University' School of Medicine, 1909; died Aug. 13, 
aged 78. 

Fama, Charles © New York City; New York Homeo- 
patliic Medical College and Hospital, New York 
City, 1914; an honorary surgeon of the New Y’ork 
Police Department; served on the U. S. Board of 
Pension Surgeons and as a member of the medical 
board of the New Y’ork City Employees Retirement 
Sy’stem; on the staff of the Union Hospital; died 
-Aug. 29, aged 70. 

Ferrell, George Stone © Ly'nchburg, Va.; Medical 
College of Virginia, Richmond, 1940; veteran of 
World War II; interned at the Norwalk (Conn.) 
General Ho.spital and the Memorial Hospital in 
Wilmington, Del.; served a residency at tlie Sibley 
Memorial Hospital in Washington, D. C., St. Mary’s 
Hospital in Grand Rapids, Mich., and tlie Riverside 
Hospital in New'yrort News, Va.; staff member of 
the State Hospital at Morganton, N. C., wliere he 
died Aug. 28, aged 46. 

Frazier, Frederick Gary ® Chicago; Meharry' Med¬ 
ical College, Naslu’ille, Tenn., 1915; veteran of 
World War I; died in tlie Veterans Administration 
Hospital in Hines, III, Aug. 26, aged 71. 


Frothingham, Channing, Boston; born in Brooklyn 
May 10, 1881; Harvard Medical School, Boston, 
1906; past-president of the Massachusetts Medical' 
Society; member of the Association of American 
Physicians; veteran of World War I; served on the 
faculty of his alma mater; overseer at Hannrd 
College from 1936 to 1942; specialist certified by 
the American Board of Internal Medicine; trustee, 
Boston Psychopathic Hospital; consulting physician 
at the Eastern Maine General Hospital in Bangor, 
Maine, and the Faulkner Hospital; emeritus con¬ 
sulting physician at the Peter Bent Brigham Hos¬ 
pital; chairman of the Committee of Physicians for 
Improvement of Medical Care, Inc., from 1941 to 
1947; chairman of the Committee for the Nation’s 
Health; died in the Massachusetts General Hos¬ 
pital Aug. 11, aged 78. 

Fuqua, Harold Boyd ® Terre Haute, Ind.; Uni¬ 
versity of Illinois College of Medicine, Chicago, 
1939; interned at the U. S. Marine Hospital in New 
Orleans; veteran of World War II and the Korean 
Wai'; on the staff of the Union Hospital; died Aug. 
13, aged 50. 

Gardner, Leo Lloyd, Coral Gables, Fla.; Baltimore 
Medical College, 1907; formerly practiced in Chi¬ 
cago; died in the Jackson Memorial Hospital in 
Miami Aug. 18, aged 76. 

Germain, Rodolphe T., Spokane, Wash,; University 
of Montreal Faculty of Medicine, Montreal, Que., 
Canada, 1896; died Aug. 15, aged 84. 

Gilden, A. Morris © Buffalo, N. Y.; University of 
Buffalo School of Medicine, 1920; associated with 
the Buffalo General Hospital; died in Hamilton, 
Ont., Canada, Aug. 16, aged 65. 

Glass, Earl Floyd © Mdieeling, W. Va.; College of 
Physicians and Surgeons, Baltimore, 1907; asso¬ 
ciated with the Wheeling and Ohio Valley General 
hospitals; died Aug. 15, aged 80. 

Gooder, William Vemer © Marengo, III; North- 
svestern University Medical School, Chicago, 190 j; 
veteran of World War I; died in Chicago Aug. 10> 
aged 78. 

Orion Russell ® Norman, Okla.; Kansas 
City (Mo.) Hahnemann Medical College, 199S; 
veteran of World War I; died Aug. 21, aged /4- 

Grivelis, Evangel © Brooklyn; University 
Bellevue Hospital Medical College, New Y’ork City, 
1931; associated with St. John’s Episcopal Hospital; 
died Aug. 19, aged 68. 

Hahn, Theodore F., De Land, Fla.; Baltimore -Med¬ 
ical College, 1902; for many years a Presbyterian 
minister; a retired medical missionary; died in the 
Fish Memorial Hospital Aug. 20, aged 82. 

Hamlin, Roscoe Earl, Santa Rosa, Calif.; 
of Physicians and Surgeons of San Francisco, 1900 
died Aug. 12, aged 80. 
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Harding, Samuel Asberry, Mocksville, N. C.; North 
Carolina Medical College, Charlotte, 1910; died in 
the North Carolina Baptist Hospital, Winston- 
Salem, Aug. 22, aged 71. 

Hayman, Philip Paul ® Teaneck, N. J.; College of 
Physicians and Surgeons, Baltimore, 1911; died 
July 6, aged 71. 

Hemmingcr, Edward F. ® Upper Darby, Pa.; Jef¬ 
ferson Medical College of Philadelphia, 1908; spe¬ 
cialist certified by the American Board of Oto¬ 
laryngology; on the draft board during World 
War II; sers'ed on the faculty of his alma mater; 
during his career served on the staffs of the Jeffer¬ 
son Hospital in Philadelphia, Bryn Mawr (Pa.) 
Hospital, and the Veterans Administration Hos¬ 
pital in Coatesville; died in the Delaware County 
Hospital in Dre.xel Hill Aug. 27, aged 76. 

Hinshaw, Jonathan Dixon ® Canon City, Colo.; 
Kansas City (Mo.) Medical College, 1903; served as 
mayor; died Aug. 19, aged 85. 

Hitchcock, Ethel Olivia Hunter, New York City; 
Cornell University Medical College, New York 
City, 1902; died May 22. 

Holtzmuller, Charles William ® Farmersville, 
Ohio; Eclectic Medical Institute, Cincinnati, 1899; 
for many years president of the Citizens Bank of 
Farmersville; died Aug. 13, aged 85. 

Jameson, Curtiss Norton ® Rochester, N. Y.; Rush 
Medical College, Chicago, 1902; veteran of World 
War I; associated with the Genesee and Rochester 
General hospitals; member of tlie American So¬ 
ciety of Anesthesiologists, Inc.; died Aug. 22, 
aged 82. 

Johnen, Artliur, West Norwalk, Conn.; Eclectic 
Medical College of the City of New York, 1897; 
died in the Norwalk (Conn.) Hospital Aug. 11, 
aged 98. 

Kirkland, Luman Wilbur ® Beeville, Texas; Med¬ 
ical College of Alabama, Mobile, 1904; for many 
years county health officer; member of the Amer¬ 
ican Trudeau Society; associated with the Beeville 
Hospital and the Thompson Memorial Hospital; 
on the board of directors of the Texas Tuberculosis 
Association; died Aug. 20, aged 77. 

McClellan, Henry Joseph, St. Petersburg, Fla.; 
Baltimore University School of Medicine, 1898; 
died Aug. 10, aged 92. 

Malibod, William Richmond, Santa Barbara, Calif.; 
University of Toronto Faculty of Medicine, To¬ 
ronto, Ont., Canada, 1903; formerly practiced in 
Sioux City, Iowa; served on the staff of the Santa 
Monica (Calif.) Hospital; died Aug. 24, aged 83. 

Marshall, Ernest Jones, Kansas City, Mo.; North¬ 
western University Medical School, Chicago, 1927; 


associated with the Wheatley-Provident Hospital 
and the Kansas City General Hospital; died Aug. 
21, aged 74. 

Martin, Clement Leon ® Chicago; bom in Omaha 
March 9, 1891; Creighton University School of 
Medicine, Omaha, 1916; formerly a fellow in sur¬ 
gery at the Mayo Clinic, Rochester, Minn., where 
he was associate in the department of proctology; 
assistant professor of applied anatomy at his alma 
mater and on tire surgical staff of St. Joseph’s Hos¬ 
pital in Omaha from 1923 to 1926; clinical pro¬ 
fessor of proctology at Loyola University School 
of Medicine from 1927 to 1957; from 1948 to 1952 
trustee of the Chicago Medical Society and past- 
president of the North Shore Branch; fellow, and 
in 1938-1939 vice-president of the American Proc¬ 
tologic Society; member of die International Board 
of Trustees, International College of Surgeons 
since 1952, since 1956 treasurer, and regent for 
Illinois of the U. S. Chapter, 1952-1953; fellow of 
the American College of Surgeons; member of the 
Institute of Medicine of Chicago and the Associa¬ 
tion of Military Surgeons of tiie United States; 
specialist certified by the American Board of Sur¬ 
gery; founder member, American Board of Proc¬ 
tology; director of proctologic division, Loyola- 
Mercy Clinics from 1939 to 1957; for many years 
consulting proctologist. City of Chicago Municipal 
Tuberculosis Sanitarium, Veterans Administration 
Hospital in Hines, Ill., Columbus Hospital, Oak 
Park (Ill.) Hospital, St. Bernard’s Hospital, Ale.xian 
Brothers Hospital, and the Veterans Regional Office; 
senior attending proctologist, Mercy Hospital; died 
in tire Presbyterian-St. Luke’s Hospital Aug. 15, 
aged 68. 

Mazur, Herbert Arthur ® St. Louis; Washington 
University School of Medicine, St. Louis, 1943; in¬ 
terned at Jewish Hospital in St. Louis; ser\'ed a 
residency at St. Louis County Hospital in Clayton, 
Mo., and St. Louis Children’s Hospital; instructor 
of clinical pediatrics at his alma mater; veteran of 
World War II; member of the American Academy 
of Pediatrics; specialist certified by tire American 
Board of Pediatrics; staff member of Barnes and 
Children’s hospitals and Jewish Hospital, where he 
died Aug. 23, aged 40. 

Miller, George Louis, San Diego, Calif.; College of 
Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1902; died 
Aug. 12, aged 82. 

Morell, Charles Joseph ® Philadelphia; Medico- 
Chirurgical College of Philadelphia, 1907; also a 
graduate in pharmacy; died in the Graduate Hos¬ 
pital of the University of Pennsylvania Aug. 26, 
aged 83. 

Morgan, Harry Price, Wood River, Ill,; Bennett 
College of Eclectic Medicine and Surgery, Chit 
cago, 1906; associated uath tlie Wood River 'Town¬ 
ship Hospital, where he died Aug. 14, aged 78. 



206/1382 


DEATHS 


J.A.M.A., Nov. 7,1959 


Morrison, Winfield Scott ® Minonk, III.; the Hahne¬ 
mann Medical College and Hospital, Chicago, 1905; 
for many years secretary of the Woodford County 
Medical Society; formerly county coroner; served 
as secretary of the board of education and the 
Woodford Count)' Tuberculosis Association; for 
many years local surgeon of the Illinois Central 
Railroad; member of the Chamber of Commerce; 
in 1955 the Minonk Community honored him with 
“Dr. Morrison’s Day” on July 4; associated with St. 
Mary’s Hospital in Streator; died near Dana Aug. 
17, aged 78. 

Munger, Inia Clarence Sr. ® Lincoln, Neb.; Illinois 
Medical College, Chicago, 1900; veteran of World 
War I; fellow of the American College of Surgeons; 
died Aug. 13, aged 84. 

Munson, Leonard W., Milford, Conn.; Georgetown 
University School of Medicine, Washington, D. C., 
1896; ser\'ed on the staff of the Stamford (Conn.) 
Hospital; formerly medical e.xaminer for Metro¬ 
politan Life Insurance Company; died Aug. 8, 
aged 90. 

Nelson, Bendet, New York City; University of St. 
Vladimira Facultj' of Medicine, Kiev, Russia, 1897; 
died June 19, aged 91. 

Niedemieyer, Frederick Pierce ® Kansas City, Mo.; 
Northwestern University Medical School, Chicago, 
1948; interned at St. Joseph’s Hospital, where he 
ser\’ed a residency; member of the American 
Academy of General Practice; veteran of World 
War II; served as a major in the U. S. Air Force 
Reserx'e; died Aug. 12, aged 36. 

Opre, Harry E., Miami, Fla.; Chicago College of 
Medicine and Surgery, 1908; veteran of the Span- 
ish-American War; died Aug. 9, aged 80. 

Pamment, Harry Gill ® Toledo, Ohio; Rush Med¬ 
ical College, Chicago, 1913; served for 25 years as 
part-time epidemiologist for the citj' of Toledo 
healdi department; died Aug. 17, aged 74. 

Patterson, Charles Henrj', Lynchburg, Va.; Univer- 
sit)’ of Pennsylvania School of Medicine, Philadel¬ 
phia, 1930; member of the American Academy of 
Dermatolog)' and Sj-philology; veteran of World 
War II; associated with the L}'nchburg Training 
School and Hospital in Colony, and Virginia Bap¬ 
tist and Lynchburg General hospitals; died Aug. 9, 
aged 54. 

Pavfidis, Isaac Michael, Havertow'n, Pa.; American 
Universit}' of Beirut School of Medicine, Sj'ria, 
1908; died in the Bryn Maw'r (Pa.) Hospital Aug. 
16, aged 82. 

Pearce, Louise, Bell Mead, N. J.; born in Win¬ 
chester, Mass., March 5, 1885; Johns Hopkins Uni- 
versit)' School of Medicine, Baltimore, 1912; in 1941 
appointed a member of the board of corporators. 


and from 1946 to 1951 president of the Woman’s 
Medical College of Pennsylvania, where in 1952 
she received a citation; received the Order of the 
Crown of Belgium for conducting the African 
sleeping sickness mission in the Belgian Congo in 
1920-1921, sponsored by the Rockefeller Institute, 
with wliich she was associated for many years; 
visiting professor of syphilology at the Peiping 
Union Medical College in Peiping, China, 1931- 
1932; for many years a member of tlie general ad¬ 
visory council of the American Social Hygiene 
Association; member of the American Association 
of Pathologists and Bacteriologists and the Amer¬ 
ican Society for Experimental Patholog)'; a trustee 
of the New York Infirmary, which in 1951 honored 
her with the Elizabeth Blacksvell citation for 
achievement in medicine; from 1940 to 1946 a mem¬ 
ber of the board of Princeton (N. J.) Hospital; held 
honorary degrees from Wilson College, Buefcneii 
Universit)’, Skidmore College, and the Woman’s 
Medical College; died in the New York Hospital 
Aug. 10, aged 74. 

Pearl, Nathaniel ® Long Beach, N. Y.; L. R. F. P. 
& S., of Glasgow, 1938; L. R. C. P., of Edinburgh, 
and L. R. C. S., of Edinburgh, Scotland, 1939; 
member of the American Academy of General 
Practice; veteran of World IVar II; associated Mtb 
the Long Beach Memorial Hospital; died Aug. 6, 
aged 52. 

Peete, Charles Henry Sr. ® Warrenton, N. C.; Uni¬ 
versity of Virginia Department of Medicine, Char¬ 
lottesville, 1903; served on the selective sers'ice 
boards during IVorld IVars I and II; died Aug. 13, 
aged 80, 

Person, Reuben Edward, Ola, Ark.; (licensed in 
Arkansas in 1903); died in St. Mary’s Hospital, 
Russellville July 10, aged 78. 

Pipes, David McKowen ® Baton Rouge, La.; Tu- 
lane University School of Medicine, New Orleans, 
1934; member of the American College of Aller¬ 
gists; associated with the Baton Rouge Hospital 
and Our Lady of the Lake Hospital; died Aug. 
25, aged 54. 

Prunskis, Vladas, Chicago; Vytauto Didziojo Uni- 
versiteto Medicines Fakulteto, Kaunas, Lithuania, 
1941; interned at the St. Elizabeth Hospital, where 
he was a member of the staff; died in the Albert 
Merritt Billings Hospital Aug. 21, aged 46. 

Ransom, Harry Ensign ® Des Moines, Iowa; bom 
in Avalon, Wis., Oct. 16, 1885; Marquette Univer¬ 
sity School of Medicine, Milwaukee, 1914; city 
health commissioner from 1932 to 1951; assistant 
health oflicer from 1922 to 1932; serv'cd as secretaq' 
of the Polk County Medical Society, which in 1952 
presented a bronze plaque in his honor to the city 
of Des Moines in recognition of his thirty years of 
eSicient effort in establishing a modern health sen’- 
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ice for the city of Dcs Moines and surrounding 
community; veteran of World War I; associated 
with the Broadlawns Polk County Hospital, Iowa 
Lutheran Hospital, Mercy Hospital, and the Iowa 
Methodist Hospital, where he died Aug. 10, aged 73. 

Reingold, Alexander, North Bergen, N. J.; Univer¬ 
sity and Bellevue Hospital Medical College, New 
York City, 1914; for many years practiced in Ho¬ 
boken; veteran of Worlcl War I; died Aug. 24, 
aged 67. 

Renard, Suzanne Gesniar, New York City; Univer- 
site de Paris Faculte de Medecine, France, 1922; 
made a Chevalier of the French Legion of Honor 
for nursing duties among French troops during 
World War I; died in Geneva, Switzerland Aug. 3, 
aged 71. 

Rigby, Samuel B., Fairview, Utah; University of 
Maryland School of Medicine and College of Phy¬ 
sicians and Surgeons, Baltimore, 1917; served four 
terms as mayor and five terms as Sanpete County 
commissioner; associated with Sanpete Latter-Day 
Saints Hospital in Mount Pleasant; died Aug. 7, 
aged 71. 

Rosove, Leon ® Los Angeles; University of Cali¬ 
fornia School of Medicine, San Francisco, 1931; 
specialist certified by the American Board of In¬ 
ternal Medicine; fellow of the American College of 
Physicians; veteran of World War II; associate 
clinical professor of medicine, University of Cali¬ 
fornia at Los Angeles School of Medicine; asso¬ 
ciated with the Los Angeles County Hospital and 
the Veterans Administration Center; died Aug. 11, 
aged 53. 

Rudell, Gustave Leander ® Minneapolis; Univer¬ 
sity of Minnesota Medical School, Minneapolis, 
1906; veteran of World War I; died Aug. 8, aged 83. 

Sayre, PhiRp Preston ® Onsted, Mich.; University 
of Michigan Homeopathic Medical School, Ann 
Arbor, 1914; past-president of the Lenawee County 
Medical Society and the Van Buren County Med¬ 
ical Society; associated with the Emma L. Bixby 
Hospital, Adrian, where he died Aug. 13, aged 73. 

Scales, Emmet Thomas ® Des Moines, Iowa; Stale 
University of Iowa College of Medicine, Iowa City, 
1927; member of the Endocrine Society and the 
American Academy of General Practice; at various 
times on the staffs of the Mercy, Broadlawns, and 
Iowa Lutheran hospitals; died Aug. 10, aged 58. 

Shook, Ralph William ® Kalamazoo, Mich.; Uni¬ 
versity of Michigan Medical School, Ann Arbor, 
1927; for many years councilor of the Michigan 
State Medical Society; past-president of the Kala¬ 
mazoo Academy of Medicine; served as lieutenant 
colonel in the Army Medical Corps in England 
during World War II; died in the James Decker 
Munson Hospital in Traverse City Aug. 9, aged 56. 


Smith, Benjamin Averill ® Huntington, W. Va.; 
(licensed in West Virginia in 1897); died Aug. 11, 
aged 92. 

Smith, Brainard Sutton ® Shaker Heights, Ohio; 
Harvard Medical School, Boston, 1954; interned at 
the New York Hospital in New York City; sers'ed 
a residency in pediatrics at the Cincinnati General 
Hospital and tlie Children’s Hospital in Cincinnati; 
resident pediatrician at the Children’s Hospital in 
Detroit; certified by the National Board of Medical 
Examiners; relieved as a captain in the medical 
corps of the U. S. Army Reserve in June, 1957; 
died in St. Luke's Hospital in Cleveland Aug. 22, 
aged 31. 

Smith, Ellsworth Johnson, Madison, Conn.; Co¬ 
lumbia University College of Physicians and Sur¬ 
geons, New York City, 1904; veteran of World 
War I; formerly practiced in Larchmont, N. Y.-, 
seiwed on the staff of the New Rochelle (N. Y.) 
Hospital; member of the local health board; died 
Aug. 6, aged 80. 

Sterns, Albert Henry ® New Bedford, Mass.; Tufts 
College Medical School, Boston, 1920; a member 
of the staff of St. Luke’s Hospital, where he died 
Aug. 7, aged 65. 

Stinchfield, Walter Scott ® Skowhegan, Maine; 
Bellevue Hospital Medical College, New York City, 
1896; past-president and treasurer of the Maine 
Medico-Legal Society; for many years county med¬ 
ical e.vaminer; died in the Redington Memorial 
Hospital Aug. 8, aged 86. 

Stroud, William Daniel ® Philadelphia; born in 
Villanova, Pa., Nov. 20,1891; University of Pennsyl¬ 
vania School of Medicine, Philadelphia, 1916; secre¬ 
tary of the Section on tlie Practice of Medicine of 
the American Medical Association from 1940 to 
1944, when he became chairman, serving until 
1946; specialist certified by the American Board of 
Internal Medicine; member of the Association of 
American Physicians, and the American Clinical 
and Climatological Association; fellow of the Amer¬ 
ican College of Physicians, of which he served as 
treasurer; past-president of the American Heart 
Association and the Philadelphia Heart Association; 
assistant professor of clinical medicine at the Uni¬ 
versity of Pennsylvania School of Medicine and 
professor of cardiology at the University of Pennsyl¬ 
vania Graduate School of Medicine; member of 
the board of directors of the Philadelphia Health 
Council and Tuberculosis Committee; veteran of 
World War I; chief of staff. Children’s Heart Hos¬ 
pital; consulting cardiologist at the Abington (Pa.) 
Memorial Hospital, Norristowm (Pa.) State Hos¬ 
pital, Bryn Mawr (Pa.) Hospital, St. Christopher’s 
Hospital, and the Pennsylvania Hospital; editor of 
“The Diagnosis and Treatment of Cardiovascular 
Disease”; died in the Bryn MawT (Pa.) Hospital 
Aug. 19, aged 67. 
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Sweet, Frank R., North Little Rock, Ark.; (licensed 
in Arkansas in 1903); died Aug. 7, aged 82. 

Thomas, William Nelson ® 0.xford, N. C.; Medical 
College of Virginia, Richmond, 1911; county health 
ofBcer; for a long period count}' coroner; a member 
of the board of City Commissioners, Oxford Board 
of Graded School Trustees and Oxford Fire De¬ 
partment of wliich he was formerly chief; a director 
of Union National Bank, Oxford Building and Loan 
Association, and a charter member of the Oxford 
Rotary Club; associated with the Granville Hos¬ 
pital, where he died Aug. 3, aged 71. 

Thompson, George Letcher ® Owensboro, Ky.; 
University of Louisville Medical Department, 1907; 
ser\'ed as healtli officer of Owensboro, and McLean 
and Daxniess counties; veteran of World War I; on 
the courtesy staff of the Owensboro-Da\'iess Count}' 
Hospital, where he died Aug. 10, aged 81. 

Trumpeter, John Horace ® Beaver, Pa.; University 
of Pittsburgh School of Medicine, 1922; specialist 
certified by the American Board of Obstetrics and 
Gynecolog}'; past-president of the Beaver County 
Medical Societ}'; formerly on tlie faculty of his 
alma mater; associated with the Beaver Valley 
General Hospital in New Brighton, Providence Hos¬ 
pital, Beaver Falls, and the Rochester (Pa.) General 
Hospital, where he died Aug. 9, aged 62. 

Tyrrell, George Washington ® Perth Amboy, N. J.; 
College of Physicians and Surgeons, Baltimore, 
1893; associated with the Perth Amboy Hospital; 
died in Keyport July 1, aged 89. 

Uthoff, Carl Woodrow ® Grand Rapids, Mich.; 
Western Reserve University School of Medicine, 
Cleveland, 1943; interned at the University Hos¬ 
pital in Cleveland; ser\'ed a residency at the Mercy 
Hospital in Toledo, Ohio; veteran of World War II; 
on the staff of the Butterworth Hospital; died Aug. 
17, aged 42. 

Vander Veer, Adrian Holt ® Chicago; born in New 
York Cit}' Nov. 4, 1909; Columbia Universit}' Col¬ 
lege of Physicians and Surgeons, New York City, 
1934; interned at the Bellevue Hospital in New 
York Cit}'; served a residency at the Michael Reese 
Hospital; specialist certified by tlie American Board 
of Psychiatry and Neurolog}', Inc.; certified by tlie 
National Board of Medical Examiners; member of 
the American Psychoanal}'tic Association and the 
American Psychiatric Association; past-president of 
die Chicago Council of Child Psychiatry; at one 
time on the faculty of Rush Medical College and 
the University of Chicago, The School of Medicine; 
served on the staff of the Cook County Psychopatliic 
Hospital; died in the Michael Reese Hospital Aug. 
13, aged 49. 

Warrick, WiU Carleton, Pontiac, Mich.; University 
of Illinois College of Medicine, Chicago, 1914; 
sen'ed on the staff of the Pontiac General Hospital, 
where he died July 25, aged 71. 


Waters, Chester Thomas, Dallas, Texas; Louisiille 
(Ky.) and Hospital Medical College, 1908; for 
many years associated with the Veterans Adminis¬ 
tration; died Aug. 11, aged 71. 

Watts, Wilbur ® Trenton, N. J.; University of 
Pennsylvania Department of Medicine, Philadel¬ 
phia, 1907; specialist certified by the American 
Board of Otolaryngology; veteran of World War f; 
associated with St. Francis Hospital, where he 
served as president of tire staff and chief of oto¬ 
laryngology; died Aug. 12, aged 75. 

Webb, Jonathan Warner, Parkersburg, W. Va.; 
Baltimore University School of Medicine, 1905; 
died July 22, aged 82. 

Welch, Robert Sellman Gray ® Annapolis, Md.; 
University of Maryland School of Medicine and 
College of Physicians and Surgeons, Baltimore, 
1917; past-president of the Anne Arundel Count)’ 
Medical Society; fellow of the American Academy 
of Ophthalmology and Otolaryngology; serr'ed in 
the regular U. S. Navy; veteran of World War I; for 
years served as chairman of the Anne Arundel 
Welfare Board; associated with the Anne Arundel 
General Hospital, where he died Aug. 5, aged 66. 

Welch, Winthrop Sherwood ® Torrington, Conn.; 
Cornell University Medical College, New York 
City, 1941; interned at the Hartford (Conn.) Hos¬ 
pital, where he served a residency; medical officer 
in a combat infantr}' unit in the Pacific Theater dur¬ 
ing World War II; associated witli the Charlotte 
Hungerford Hospital; died July 20, aged 46. 

Wentworth, Daniel Webster, St. Petersburg, Fla.; 
Medical School of Maine, Portland, 1899; veteran 
of World War I; died in Eliot, N. H., July 29, 
aged 89. 

Williams, Harold Otis ® Kendallville, Ind.; Indiana 
University School of Medicine, Indianapolis, 1913; 
member of the American Academy of General 
Practice; past-president of tlie Twelfth District of 
the Indiana State Medical Association and the 
Noble County Medical Society; for many years 
member of the city council; veteran of World 
War I; surgeon for the New York Central and 
Pennsylvania railroads; physician for the police 
department; associated with the McCray Memorial 
Hospital, where he died Aug. 1, aged 69. 

Wilson, James Cathcart, Holly Hill, Fla.; Columbia 
University College of Physicians and Surgeons, 
New York City, 1922; served on the staff of the 
Lawrence Hospital in Bronxville, N. Y.; died in the 
Halifax District Hospital, Daytona Beach, Aug. 23, 
aged 61. 

Wolfson, Isaac Edward ® Los Angeles; University 
of Cincinnati College of Medicine, 1931; veteran 
of World War II; died in the Cedars of Lebanon 
Hospital July 20, aged 54. 
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BELGIUM 

Roentgenography of the Prostate.—Roentgeno- 
graphic studies of tlie prostate are still rarely made. 
Blum and Sichel {Acta urologica belgica) described 
a new technique for such studies. Tomograms of 
the prostate are made after filling the bladder with 
100 to 150 cc. of air, o.xj'gen, or carbon dio,\ide. 
Because of the simplicity and safet)' of this method 
it should become the method of choice. It provides 
information about the size and form of adenomas 
not easily perceptible on rectal examination and 
helps to establish precise diagnosis of epithelioma 
of the prostate by e.vactly determining the degree 
of endocystic invasion. In case of a prostatic abscess 
tomography shows unsuspected aspects of devia¬ 
tion of tlie affected lobe and compression of the 
nonaffected lobe. 

Detection of Alcoholic Intoxication.—In detecting 
alcoholic intoxication, particularly that involving 
automobile accidents, there has been a tendency 
for some time to estimate the level of alcohol in the 
blood by analysis of the e.xpired air. Moreau and 
co-workers reported at the Academic de Medecine 
that the method of Schuhe and Frey deserves to be 
looked on as a preliminary test by which alcoholic 
intoxication may be excluded, tlius making blood 
tests unnecessar)' if the suspicion is confirmed. 
Comparing the results of this test with those ob¬ 
tained by blood analysis has showm, however, that 
there are great variations depending on whether tlie 
subject breathes merely until a certain signal lamp 
has been lighted as recommended or with maxi¬ 
mum expiration. In the latter case the chances that 
tile automatic dosage will affect the alveolar air 
rather tlian the bronchial air are increased and die 
agreement with the blood level becomes better as 
a result. Reliance on an analysis of the expired air 
is therefore not justifiable. 

Atypical Myocardial Infarction.—Ghys {Acta car- 
diologica) reported a series of 248 patients widi 
myocardial infarction. The physician should know 
that among the patients with myocardial infarction 
5 to 10% are at>'pical in diat no pain is associated 
with the lesion. The absence of pain in those pa¬ 
tients can be explained either by the destruction 
of the sensory endings in the infarcted zone or by 
the impermeability of the synapses of the posterior 
horn of the spinal cord to cardiac stimuli. On the 
other hand, pain is manifested in an atypical locali¬ 
zation in a fair percentage of the patients. There 

The items in these letters are contributed by regular correspondents 
in the various foreign countries. 


may be acute pain in tlie epigastrium associated 
with abdominal rigiditj' leading to unnecessar}' and 
even dangerous laparotomy. Apparent indications 
for an immediate operation should not interfere 
with obtaining an electrocardiogram in patients 
with symptoms suggestive of a perforated peptic 
ulcer. Furthermore a significant number of patients 
witli myocardial infarction do not show pathogno¬ 
monic electrocardiographic manifestations, because 
of either ventricular tachycardia or a disturbance 
in the atrioventricular conduction (bundle-branch 
block). It is important, therefore, to investigate 
carefully both subjective and objective signs of 
myocardial infarction in patients who suddenly 
present atrioventricular or inteiwentricular heart 
block. 

BRAZIL 

Hibernotherapy for Eclampsia.—A series of 30 pa¬ 
tients with eclampsia were given a lytic cocktail 
by Dr. Gaetano Giordano and co-workers (Reoista 
de ginecologia c d’obstetricia, July, 1959). Artificial 
hibernation had no statistical or clinical advantages 
over ti-eatment with magnesium sulfate, as regards 
the disappearance of convulsive crises or maternal 
and fetal mortality, nor was it effective in com¬ 
bating h^'pertension. 

Schistosomiasis.—Dr. J. Pelegrino and co-workers 
of the University of Minas Gerais {Jorml de Pedi- 
atria. May, 1959) compared the results obtained 
by stool examination with tliose obtained by intra- 
dermal tests using adult schistosome antigen and 
quantitative complement-fi.xation tests for the diag¬ 
nosis of intestinal schistosomiasis. The observa¬ 
tions were made on 234 unselected school chil¬ 
dren aged from 10 to 15 years and living in an 
endemic area near Belo Horizonte. Stool e.xamina- 
tion was repeated up to four times in those chil¬ 
dren presenting negative first stool examinations 
and positive or doubtful immunological tests. Rec¬ 
tal biopsy was performed on tliose with repeated 
negative stool examination. Positive results were 
obtained in 59.4% of the stool examinations, 42.7% 
of the intradermal tests on the forearm, 59% of 
the intradermal tests on the back, and 66.7% of 
the complement-fixation tests. 

Clinical e-xamination of 63 infected and 48 non- 
infected children showed the difficulties of clinical 
diagnosis of this disease. The authors suggested 
the following schedule for the diagnosis of intes¬ 
tinal schistosomiasis in children. In patients sus¬ 
pected clinically of having the disease stool e.x- 
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amination may be performed and, if negative, a 
complement-fixation test and skin test on the back 
should be made. If one of the immunological tests 
is positive, stool e.xamination should be repeated 
up to four times and if still negative rectal biopsy 
should be performed. In epidemiological surveys 
complement-fixation tests and stool e.xaminations 
give equally satisfactory results, but the comple¬ 
ment-fixation test has certain practical advantages. 
The results of the skin tests in epidemiological 
surveys should be interpreted with caution. 


CANADA 

Canada’s Health,—At the joint meeting of the Brit¬ 
ish and Canadian Medical Associations Dr. Gor¬ 
don Wride (Ottawa) gave an account of the Ca¬ 
nadian national sickness survey. At the time of the 
survey each person had in one year appro.ximately 
one disability period due to illness, lasting on an 
average 12 days. Of those suffering from illness 
75% did not stop their usual activities. Days con¬ 
fined to bed av'eraged 5.6 per person. 

Over 75% of those reporting sickness had new 
illnesses during the survey period, the incidence 
being highest in children. The highest incidence of 
illness occurred in those under 15 years of age, and 
the lowest in those aged 15 to 24. After this age 
the period of sickness tended to increase steadily 
with age. Women had slightly more illness than 
men (60.7% of all women compared with 56,2% of 
all men), and 52% of all women required some 
period of treatment in bed, compared with 44.1% 
of men. These differences could be partly explained 
by the incapacity of young adult women in tlie 
childbearing age. The common cold and influenza 
caused more absenteeism than all other illnesses. 
After these were gastric complaints, acute pharjmgi- 
tis, and conditions with symptoms in tlie back and 
limbs. Respiratory disease was common in children, 
more than 75% being affected in the survey period. 
After this in order of frequency were infective and 
parasitic diseases. 

The diseases aff^ecting the group aged 45 to 65 
years were mainly those affecting the bones, limbs, 
and circulatory system. The survey showed that 
80% of the population had some illness in the course 
of a year and that in this time each person affected 
has an average of 2.5 bouts of illness. Just over 
50% of the population reported some medical care 
by physicians. Of this 43% was given by general 
practitioners, and 10% of all patients had injjatient 
treatment. More than 40% of the population re- 
ceiv'ed calls from physicians or made office visits. 
The physiciim was consulted in 25% of all cases of 
illness. House calls were made mainly for those 
under 15 and those over 65 years of age. The aver¬ 
age number of physicians’ calls or wsits per 1,000 


population was 1,786 or 1,8 per person per year. 
The average number of days per person spent in 
the hospital increased vuth age. 

The 4,555,000 family units making up Canada’s 
population spent $373,800,000 on health sersices 
in the survey period. Direct payment to physicians 
was made by 23.5% of the population and indirect 
pajTOent through prepayment plans by 3.27<i, The 
survey revealed that one million Canadians have a 
permanent disability of some sort; 414,000 are 
severely disabled; and 90,000 "totally” disabled, but 
33% of the “totally” disabled are at work. In order 
of frequency the disabilities were due to heart and 
arterial disease, accidents, arthritis and rheumatism, 
disorders of the nervous system, deafness, and 
blindness. 


FINLAND 

Deaths from Parathion,—Parathion, first used as an 
insecticide in World War II, is now being used in 
increasing quantities. Due to its anticholinesterase 
action and the resulting rise in acetylcholine con¬ 
centration it stimulates the parasympathetic nerv¬ 
ous system and peripheral nerx'e endings. E.xposure 
to high concentrations, which may enter the body 
through the respiratory tract or skin, can cause 
death within a few minutes, although the usual 
period is one-half-to-four hours. Toivonen and co¬ 
workers in Helsinki reported the increasing fre¬ 
quency of parathion poisoning {Lancet 2:175, 
1959). Between 1952 and 1957 there were 286 
deaths in this country' due to parathion pesticides. 
In the last y'ear for which figures are as'ailable 
there were 105 deaths. Of the total number of 
deaths only 17% were accidental, the remainder 
being suicidal. The number of suicides in Finland 
from taking parathion is greater than that from 
hypnotics and barbiturates. The latter are respon¬ 
sible for about 40% of tire total number of suicides. 
Most of the accidental deaths were in small chil¬ 
dren given a parathion mixture in mistake for med¬ 
icines, such as cough mixtures. In adult accidents 
a parathion mixture was frequently taken inad¬ 
vertently in a period of alcoholic into.xication. In 
20% of the deaths the victim had access to para¬ 
thion in the course of his or her work. The remain¬ 
ing 80% seem to have had little difficulty in hujang 
or acquii'ing the poison. 


FRANCE 

Ureteral Calculi.—J. and E. Thomas and co-workers 
at tire meeting of the National Aaidemy of Medi¬ 
cine on April 7 reported that neither a solution of 
lithium salts nor a solution of urea were found to 
be capable of dissolving uric acid calculi in situ- 
On the other hand, a solution of piperazine did 
dissolve such calculi. Since piperazine is a strong 
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base it is necessary to bring the pH of tin's solution 
to 8 or 9 when it is used for urologic purposes. 
Tliis can be accomplished by adding phosphoric 
acid. Under these conditions a solution of pipera¬ 
zine containing 17.8 Gm. per liter dissolved 5 Gm. 
of uric acid per liter at a temperature of 20 C. To 
avoid disturbances connected with resorption a so¬ 
lution of piperazine of 5 Gm. per liter was recom¬ 
mended. This was given by intraureteral perfusion 
for a few hours daily. Too long a perfusion period 
may result in an undesirable piperazine resorption. 

Cigarette Filters.—At the meeting of the same 
Academy on May 12, J. Paraf and co-workers re¬ 
ported on the use of a filter which they perfected. 
It consists of cotton impregnated with polymerized 
furfural. The study was made in heav)' smokers 
who had no organic lesions in the respiratory tract. 
A series of 76 persons smoked cigarettes with com¬ 
mon commercial filters, and 61 smoked with 
furfuralized cotton filters. In the first group the un¬ 
desirable respiratory and other side-effects were re¬ 
duced by about 22% of the intensity observed when 
cigarettes witli no filters were smoked, but in those 
who used furfural filters the average reduction was 
50%. Here it must be added that in 25% of the 
subjects side-effects were completely or almost 
completely eliminated. Laryngeal, tracheal, and 
bronchial irritation and nausea and anorexia disap¬ 
peared. It is important that the smoker retain the 
taste of the smoke because when this is masked or 
weakened, the smoker inhales more vigorously and 
this diminishes the effectiveness of the filter. Also 
by increasing the temperature of the smoke passing 
through tire filter the production of noxious ele¬ 
ments is increased. The authors believed that no 
other filter so effectively retains tars and nicotine 
without diminishing the aromatic qualities of the 
smoke as does theirs. 

Late Results of Operation for Gallstones.—At tire 
meeting of the Academy of Surgery on May 20, B. 
Kourias and A. Tobler reported on a series of 550 
patients who had been operated on for gallstones 
behveen 1950 and 1955. The results were excellent 
in 70.4% of the patients. There were no symptoms 
even in those who committed dietary excesses. In 
17.4% mild symptoms occurred after dietary indis¬ 
cretion. In 6.5% of the patients some improvement 
was observed but they still had occasional attacks 
of pain. Relapses or operative failures were noted 
in 5.7%. Operative failrues were due to stones over¬ 
looked in the principal biliary passages, biliary 
dystonia, colitis, or hydronephrosis. The mild symp¬ 
toms present in some were believed to be due to 
transient dystonia of the biliary duct because of 
ablation of the gallbladder, chronic pancreatitis, or 
hepatitis. The excellent results were attributed by 
the authors to the preoperative use of cholangiog¬ 
raphy. 


Psychic Disturbances due to Isoniazid.—A. Lepeuple 
and co-workers (Revue de Tubercidose et de Pneu- 
monologie, no. 3, 1959) studied a series of 621 tu¬ 
berculous students of about the same age and 
mental level, who were treated with isoniazid. Such 
psychic disturbances as discreet hypomania, mania, 
manic-depressive psychosis, and confused dream¬ 
like states are frequently produced by this drug. 
Previous psychic disturbances e.xisted in 7% of tlie 
621 students. Severe psychosis and neruosis was 
found in 4.6% of them. These factors must be tak¬ 
en into account in interpreting the disturbances 
occurring following the use of isoniazid. Thus, 
among the patients who had no histor}' of psychic 
disorder, only 1.56% manifested such disturbances, 
as compared wuth the occurrence of these disorders 
in 33% of those who had had previous psychic dis¬ 
orders. On the other hand, the daily dose had no 
clearly defined influence on the occurrence of these 
disorders. The blood level of free isoniazid, which 
is not always in proportion to the absorbed dose, 
plays an important role. The patients who manifest 
psychic disorders witli a low isoniazid level are 
tliose who were previously the most severely dis¬ 
turbed. It is possible that there is a threshold of 
toxicity in each person beyond which psychiatric 
complications may occur. This threshold is lower in 
persons with a history of previous psychic disorders. 

Paralysis Agitans.—P. Morin ( Revue Medicate Nor- 
mande, no. 1, 1959) studied a series of 100 patients 
with paralysis agitans who were operated on by 
pallidolenticular coagulation. The operation was 
performed rvith the patient (previously subjected 
to trepanation) conscious and consisted of local 
electrocoagulation. The author observed two severe 
complications; one patient had a fatal hemorrhage 
and the other became confused, but he recovered 
completely within two months. In 75% of the pa¬ 
tients the tremor and rigidity disappeared either 
immediately after electrocoagulation or within a 
few weeks. A certain number of patients had a mild 
relapse. This operation had, on the other hand, a 
variable effect on walking and on general motility. 
In some patients there was a marked improvement 
and in others none at all. Speech, facies, and hyper¬ 
sialorrhea were not improved and sometimes were 
aggravated. Tire best results were obtained in young 
patients whose disease was predominantly unilat¬ 
eral and of short duration. 

Cobalt and Penicillin.—G. H. Ghouard (Revue de 
Pathologic Generate et de Physiologie Clinique, 
1959) emphasized the quantitative and qualitative 
increase in the effectiveness of penicillin when 
given with cobalt acetate. A series of 24 patients 
who had acute exudative otitis and other otolaryn¬ 
gologic infections was treated with this combina¬ 
tion. The results were favorable in all. Three 
patients with acute exudative otitis were cured 
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without paracentesis within two to six days. Six 
patients witli otitis, in which the protracted course 
suggested mastoiditis and who were subjected to 
paracentesis, were completely cured within a 
fortnight. Of five patients with suppurath'e adenitis 
of the neck, three were cured without any other 
therapy. One patient with nasopharyngitis was 
cured within a few days. The condition of two pa¬ 
tients with nasopharyngitis associated with otitis 
was improved witliin one week. Some authors be¬ 
lieve that cobalt leads to a diminution of the oxy¬ 
gen consumption by the bacteria. Others suggest 
that cobalt increases phagocytosis. Cobalt works 
synergically with no other antibiotic than penicillin. 


GERMANY 

Resection of the Thoracic Section of Esophagus.— 
H. Manseck (Zentralbl. Chir. 83:301, 1958) stated 
that even when treatment of intrathoracic pressure 
made possible resection of the thoracic portion of 
the esophagus, this operation was justified only in 
patients with malignant tumors. Advances in sur- 
gerj' in the last 10 years have helped to reduce the 
danger in such an operation. These advances in¬ 
clude the introduction of antibiotics, the manage¬ 
ment of pressure difierence on opening the thorax, 
and perfection of a technique for using the stomach 
as a substitute for the esophagus. Potentiated curare 
narcosis, after use of high-pressure narcosis with 
intubation, has been of great value. The author 
reports on two patients on whom a transthoracic 
operation, without opening the abdomen, was per¬ 
formed. One patient had a resection of the cardia 
because of suspected malignancy with stenosis and 
the other had an epiphrenal diverticulum that had 
caused marked dilatation of the esophagus. Both 
patients were cured. Benign tumors of the esopha¬ 
gus usually do not require resection. They can be 
removed by endoscopy, like papillomas or mucosal 
polyps. Manseck avoids wide opening of tlie abdo¬ 
men and thus greatly reduces the operative trauma. 

Asbestosis.—Hertz and Reinwein {Arztl. Wchnschr. 
14:361, 1959) reported on three patients who had 
worked with asbestos insulation for 10, 21, and 23 
years. They were admitted because of chronic bron¬ 
chitis refractoiy to treatment. All had the subjective 
symptoms of pulmonary fibrosis: cough with tena¬ 
cious sputum, stabbing and dull pains in the thorax, 
and dyspnea. The sputum in all three contained 
asbestos bodies, which could be demonstrated by 
adding to the sputum an equal amount of Antifor- 
min (sodium hypochlorite), centrifuging, and exam¬ 
ining the deposit microscopically. Typical radio- 
logic changes of the lung consisting of strand-like 
shadows and cloudy turbidities in the lower lobes 
were present in only one patient. There is often 
a significant discrepancy in asbestosis between 


clinical and roentgenographic findings. Pulmonan- 
changes demonstrable by radiology are usually 
much more unobtrusive than in silicosis. Asbestosis 
cannot, therefore, be diagnosed by x-ray examina¬ 
tion alone, since this method reveals mainly alter¬ 
ations of the substrate, but not the primary' func¬ 
tional disorders that constitute the first clinical 
symptoms. 

Testing of pulmonary function showed that, ac¬ 
cording to the degree of pulmonary fibrosis present, 
vital capacity was reduced in all three patients as 
the result of a restrictive disturbance of ventilation. 
Expansion capacity of the lung was diminished due 
to increased rigidity of the tissue and, therefore, 
elastic resistance was increased. One patient had an 
obstructive ventilatory disturbance also. Disturb- 
;mces of pulmonary function were generally greater 
than might be thought from the roentgenograms. 
Puncture for a sanguinolent jrleural effusion was 
made in one patient. Although the effusion did not 
contain tumor cells, an asbestos carcinoma, whidi 
is found in about 20% of cases, was suspected. As¬ 
bestosis should be recognized as an occupational 
disease. Since management of the disease, as of all 
other pneumoconioses, is confined to purely symp¬ 
tomatic treatment, preventive measures are of great 
importance. If impairment of pulmonary' function is 
already manifest, it is imperative to remove the 
patient from the hazardous surroundings in order 
not to aggravate the unfavorable prognosis of as¬ 
bestosis by furtlier exyrosure. 

Penicillin-resistant Gonococci?—H. Rockl (Man- 
chen, med. Wchnschv. 101:708, 1959) stated that 
penicillin-resistant gonococci have not emerged 
after more than 10 y'ears of treating gonorrhea with 
penicillin. The so-called penicillin failures are at¬ 
tributable to diagnostic mistakes (confusion with 
pseudogonococcic strains); reinfection; and insuffi¬ 
cient penicillin dosage or local conditions prevent¬ 
ing an adequate antibiotic level at the site of infec¬ 
tion. The question whetlier the penicillin sensitivity 
of gonococcic strains has decreased in the course of 
the y'ears was investigated by means of gonococcic 
cultures; 52 strains were tested in tlie first half of 
1956, and 51 strains two and one-half years later. 
The strains were selected at random from patients 
with gonorrhea. 

The collective mean of total growth inhibition 
was 0.0058 U. per milliliter in 1956 and 0.0150 U. 
per milliliter in 1958, which shows a marked in¬ 
crease. While a penicillin concentration of 0.01 o- 
per milliliter effected total inhibition in 57% of all 
strains in 1956, the corresponding figure for 195o 
was only' 23%. The highest limit of growth (0.1 U- 
per milliliter in 1956) was surpassed in 1958 by 
three collective strains. These results show a sig¬ 
nificant decline of penicillin sensitivity of gono¬ 
cocci, which is ascribed mainly to a gradual adjust¬ 
ment of gonococci to penicillin in the course of t le 
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years, besides the factor of selection (eradication 
of sensitive strains). Complete resistance lias not, 
however, de\'eloped. 

Cardiac Decompensation.—In cardiac tlrerapy di- 
goxin is of special importance. Because its action 
is intermediate between the fleeting action of stro- 
phanthin and the sustained retention of digitoxin, it 
offers great advantages in general practice. In com¬ 
bination with oxyetbyltheopbylline and nucleosides 
it affords a convenient means of treatment. P. Kon- 
ner {Mediziimche 11:469, 1959) used such a com¬ 
posite preparation, Parmanil-digo.xin, to treat a 
series of 65 patients. The prepai'ation was well tol¬ 
erated and the author pointed out the improved 
glycoside tolerance, increased diuretic effect, and 
improvement of cerebral and coronary circulation 
re.sulting from its use. The latter property is impor¬ 
tant because cardiac decompensation is associated 
with coronary insufficiency in most patients. The 
drug is suited for the treatment of all types of car¬ 
diac insufficiency, including the specially gh cosidc- 
sensitive forms. 

Tlie guide for dosage is the pulse rate which 
usually returas to normal unthin fis'e to seven days. 
In 50% of the patients treatment was initiated with 
intravenous injections, giving one ampul two times 
daily for about five days. Thereafter treatment was 
changed to tablets. The otlier group receis'ed the 
preparation orally from the start; 3 tablets daily 
were required until saturation was achieved in four 
or five days; for maintenance usually 2 tablets daily 
were required. The rapid onset of dehydration 
(diuresis) in most patients rendered additional 
diuretic medication superfluous and prevented the 
passage of glycoside into the congestion fluid, thus, 
precluding incalculable redigitalization. 

Ionizing Radiation of Cutaneous Cancer.—C. G. 
Schirren of the University of Munich {Miinchen. 
med. Wchmehr. 101:1269, 1959) evaluated various 
methods in the management of cutaneous cancer by 
means of ionizing radiation. These included contact 
irradiation; soft-ray irradiation by means of the 
beryllium tube; y-rays originating from the series 
of natural (radium) and artificial (cobalt) radio¬ 
active substances; beta-radiation with strontium, 
yttrium, and phosphorus; and the electron acceler¬ 
ator. Those methods are theoretically preferable 
which deliver the largest possible concenti'ation of 
the dose to the tumor. From this standpoint the 
electron accelerator is the method of choice. Due 
to e.\tremely high purchase and maintenance costs, 
however, it cannot be generally used. Apart from 
special cases, y-radiation produced no better thera¬ 
peutic results than contact and soft-ray irradiation. 
Then- application, howev'er, is more complicated 
and is associated with a stronger genetic stress. 
Beta rays possess a limited range of indication, as 
they can be used only to treat flat tumors. Among 


the methods of ionizing radiation, radiotherapy is 
still of greatest significance for practice. In the ther¬ 
apy of cutaneous cancers soft radiation is now 
replacing contact radiation. 

Death of Prof. Adolf Windaus.—According to 
a report in the Deutsche medizinische Wochen- 
schrift of Aug. 21 Adolf Windaus, emeritus pro¬ 
fessor of chemistry and former director of the 
Chemical Laboratories of the University of Gottin¬ 
gen, Germany, died recently at 82 years of age. He 
was an outstanding biochemist who made impor¬ 
tant conhibutions, particularly to the study of 
vitamin D and its use in the prophylaxis and treat¬ 
ment of rickets. In 1928 the Nobel prize in chem¬ 
istry' was awarded to him for his studies on the 
nature of sterols and their connections with vita¬ 
mins. Later studies in his laboratory' contributed to 
the investigation of a chain of ergosterols, such as 
lumisterol, tachy'sterol, calciferol (vitamin Dj), 
activated 7-dihydrocholesterol (vitamin D;i), su- 
prasterol, and dihydrotachy'sterol. 

INDIA 

Chlorpromazine for Tetanus Neonatorum.—Naza¬ 
reth and Edibam {Indian Journal of Child Health, 
vol. 8, July, 1959) achieved a significant reduction 
in the mortality of tetanus neonatorum with the 
use of chlorpromazine. The usual treatment with 
.sedatives, antibiotics, and antitetanic serum had 
resulted in a death rate of about 88%, but with a 
combination of chlorpromazine, antitetanic serum, 
and procaine penicillin this was reduced to 56%. 
The authors heated a seiies of 16 patients who had 
tetanus neonatorum with this combination. AH of 
these infants were delivered at home by an un¬ 
qualified midwife or a relative without any aseyrtic 
precautions. The age of the infants on admission 
was between 5 and 21 day's. In 12 patients with an 
incubation period of seven day's or less, only 4 
survived. Of four wth an incubation period of 
eight days or more, three survived. Survival in tlie 
patients witli a short incubation period was at¬ 
tributed to the use of chlorpromazine. The period 
of onset is also important in the prognosis. There is 
a greater chance of survival when this period is 
longer than 24 hours. Of eight patients whose 
period of onset was less than 24 hours, only one 
survived but of the remaining eight with a longer 
period of onset six survived. 

The first sign of the disease was failure to nurse. 
This was followed by stiffness of the back and 
spasms. The umbilicus was sodden or moist in all 
except one who had gross umbilical sepsis. A posi¬ 
tive gag reflex was an important diagnostic sign, 
generalized spasms being induced by attempts to 
open the mouth. Eleven had .severe and five had 
mild spasms. All in the latter group and only two 
in the former survived. Fever lasting for more than 
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48 hours after admission was a bad prognostic sign. 
Two infants who were afebrile throughout sur¬ 
vived but another had severe spasms and died 40 
hours after admission. 

Treatment was carried out in a separate dark¬ 
ened room, feeding being left to nurses. Locally 
only simple dressings were used for the umbilicus. 
Treatment consisted of administration of procaine 
penicillin and aspirin. Tetracycline was given to 
three patients but was of no help. Prednisolone 
was given to two patients to control fever but was 
also of no help. For sedation, chlorpromazine was 
used in a total daily dosage of 14.3 mg. per kilogram 
of body weight. Excellent sedation was obtained in 
patients with moderately severe spasms. Of six 
such patients, only one died. Sedation lasted for 
one to two hours and the babies went to sleep 
about 20 minutes after injection. They could be 
aroused for a feeding and slept immediately after¬ 
ward. Although spasms recurred in two hours, they 
were much reduced in frequency. In patients with 
severe spasms chlorpromazine alone did not help 
and secobarbital per rectum used in addition con¬ 
trolled the spasms for four or five hours.- In seven 
patients spasms could not be controlled even with 
both of these drugs. These had had a short onset 
and all of them died. No toxic effects were ob¬ 
served with the use of chlorpromazine in this dos¬ 
age. The injections could be given at six-or-eight- 
hour intervals and even slightly larger doses than 
those used here might be used to control the spasms 
more effectively. The drug was given till the baby 
started taking oral feedings. Usually it had to be 
given for about 10 days after admission. 

The authors got better results with chlorproma¬ 
zine in childhood tetanus than in tetanus neonator¬ 
um but even in the latter its use led to an increase 
in recover)' rate. Tube feeding was started on ad¬ 
mission and the tube could be passed more easily 15 
to 30 minutes after injection of chlorpromazine. It 
was changed every 24 hours. Tube feeding, how¬ 
ever, carries the risk of inhalation of regurgitated 
milk and three patients in this series died of this 
complication. Oral feedings could be started by 
about the seventh or eighth day. Subcutaneous 
infusion was used in only one patient and he died. 
The authors recommended avoidance of any in¬ 
fusions during tlie first eight days. No operations 
such as tracheotomy or umbilectomy were per¬ 
formed on any of the patients. The usual dose of 
antitetanic serum was 30,000 rmits. This compara¬ 
tively small dose was found to have certain advan¬ 
tages. Thus, the initial temperature after the admin¬ 
istration of the serum returned to normal much ear¬ 
lier and remained so. A secondarj' rise sometimes 
occurred on the fourtli to seventh day but this was 
also mild. The smallness of the dose did not influ¬ 
ence the cure rate adversely. The total quantity of 
serum injected being much less, there was less pain 


at the site of injection and the chances of abscess 
formation were also similarly reduced. Economi¬ 
cally it is of great advantage. 

Tranquilizers.—F. N. Shroff and co-workers (Journal 
of }. J. Group of Hospitals and Grant Medical Col¬ 
lege, vol. 4, July, 1959) assessed the tranquilizing 
effects of chlorpromazine, reserpine, meprobamate, 
and an indigenous drug known as malakanguni in 
an experimental study. In one group of experiments, 
the effect of these drugs on convulsions produced 
by epinephrine, pentylenetetrazole, picrotoxin, and 
strychnine was observed. The dose of the comml- 
sant was such as to produce 100% mortality in 10 
rats. Tranquilizers were injected either before or 
simultaneously with the LDioo of the convulsant 
drug. The behavior pattern of albino rats was 
studied after a single dose of these drugs and the 
sedative effect noted. Their effect on pentobarbital 
anesthesia was observed by first injecting the pen¬ 
tobarbital intraperitoneally in mice and noting the 
onset of sleep and righting reflex time. The drug to 
be tested was then given simultaneously or one 
hour before the barbiturate injection and alter¬ 
ations, if any were noted. 

The antispasmodic effect of these drugs was 
studied on isolated guinea pig ileum and rabbit 
duodenum preparations. Contractions were induced 
with acetyl choline or histamine. The drugs to be 
tested were injected in the bath three minutes prior 
to injection of acetyl choline or histamine and the 
effect on contractions noticed. Of the convulsants 
used in rats, epinephrine caused marked excitement 
and 60% mortality in the dosage used, while with 
the other convulsants there was 100% mortality. 
None of the tranquilizers could counteract the 
effect of epinephrine. Meprobamate, chlorproma¬ 
zine, and reserpine actually led to an increase in 
the mortality induced by this drug. Meprobamate 
was remarkably effective in convulsions induced 
by pentylenetetrazole, producing a 100% reduction 
in mortality. Malakanguni lowered the mortality by 
60%. Chlorpromazine and reserpine had no effect 
on these convulsions. Meprobamate reduced the 
mortality after picroto.xin convulsions by 40%, reser¬ 
pine by 100%, malakanguni by 20%, and chlor¬ 
promazine was ineffective. 

This difference in action of the tranquilizers may 
be related to their different sites of action. Mepro¬ 
bamate antagonized stryclmine completely while 
the other drugs did not show much effect. Malakan¬ 
guni and reserpine actually enhanced tlie effects 
of strychnine. The righting reflex time was in¬ 
creased by reserpine, malakanguni, and chlorpm- 
mazine. All except meprobamate had a potentiating 
effect on the sedative action of pentobarbital. The 
reduction in mortality was not significant with any 
of the drugs. As an antispasmodic, meprobamate 
was ineffective, malakanguni caused 50% redu^ 
tion, and chlorpromazine and reserpine showed 
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some antispasinoclic action. Meprobamate was 
unique in its action against strychnine, which was 
not .shared by other tranquilizers. From the differ¬ 
ent effects observed, these drugs have been divided 
into autonomic suppressants and central relaxants. 
The relaxants would be primarily helpful in the 
treatment of psychoneuroscs and the autonomic 
suppressants could be helpful for treatment of 
psychoses. The indigenous drug, malakanguni, was 
noted to have all the properties of a tranquilizer. 

Hypertension.—M. ]. Pandit studied the incidence 
of hypertension in 1,978 men and 1,267 women 
attending the J. J. Hospital, Bombay (Journal of 
J. J. Group of Hospitals ami Grant Medical Col¬ 
lege, vol. 4, July, 1959). The patient was considered 
to be hypertensive if the basal reading (readings 
were taken at 5-niinute intervals after the patient 
had been lying down for 15 to 20 minutes, till a 
constant reading was obtained), v’as persistently 
high (160 mm. Hg or over for the systolic and 100 
mm. Hg or over for the diastolic pressure). In the 
author’s series 65 patients were found to be hyper¬ 
tensive, giving an incidence of 2%. The incidence 
was slightly higher in women than in men. No 
positive family histor)' of luTpertension was ob¬ 
tained from any patient. Body build was deter¬ 
mined in 30 hypertensive patients, 6 were stout, 
19 average, and 5 thin. Most of these patients 
belonged to the poor working class and indulged 
in an active occupation. Psychological factors were 
probably partly responsible in 5 of the 30. Eight 
patients had secondary hypertension, five of renal 
origin, and all were below 40 years of age; the 
remaining 22 had primary' hj'pertension and were 
40 years of age or over. In 28 the Iqqpertension was 
benign and in 2 it was malignant. Giddiness, 
dyspnea, and headache were the most common 
symptoms. 

Venereal Diseases.—Tampi and Rao (Indian J. 
Dermat. & Venereal. 25:2 [April-June] 1959) ana¬ 
lyzed the source of infection in 1,358 patients 
(1,248 men and 110 women) attending the venereal 
disease clinic between 1954 and 1959. Of these 
patients 227 were not sure about the source; 257 
had primary' syphilis, 207 secondary sj'philis, 270 
gonorrhea, and 624 chancroid. Of the women, 88 
acquired the infection from their husbands, while 
170 men got the infection from their wives. Of the 
remaining 873 for whom the source of infection 
was k-nown, in 418 or 47.9% it was acquired from 
prostitutes. 

Encephalitis in Children.—Manchanda and Gupta 
(Indian Journal of Child Health, vol. 8, July, 1959) 
studied 45 children who bad a diagnosis of encepha¬ 
litis in tire summer of 1958. The criteria for diag¬ 
nosis were an acute onset witlr fever, involvement 
of the central nervous system after a variable 


prodromal period, and drowsiness or coma. Conci¬ 
sions, if present, were followed by rmconsciousness 
usually for more than 24 hours. The spinal fluid 
showed bacteriologically negative findings and a 
normal or elevated cell count. Tliese cases occurred 
between July and October, The youngest patient 
was 8 months old and the oldest was 11 years of 
age. In only five was there a history of similar 
disease in another member of the family or in the 
immediate neighborhood. 

The clinical findings conformed to one of four 
types; (1) acute fulminating onset with vomiting, 
chills, and a temperature of 107 to 109 F; (2) acute 
infection with cerebral involvement, with rigidit)', 
convulsions, and drowsiness or coma; (3) acute 
gastroenteritis with vomiting and diarrhea leading 
to severe dehydration and circulatory failure witliin 
24 hours; and (4) insidious onset but after a variable 
period, with evidence of one of the above patterns. 
Treatment essentially consisted of hydration, re¬ 
suscitation, hydrotherapy, sedation, and antibiotic 
therapy, the latter including parenterally admin¬ 
istered ciy'stalline penicillin, streptomycin, and 
broad-spectrum antibiotics. An acute onset with 
chills, gastrointestinal symptoms, high temperature, 
coma, and convulsions was associated with a bad 
prognosis. No form of treatment seemed to influ¬ 
ence tire prognosis. Follow-up revealed tire pres¬ 
ence of left-sided hemiplegia in two patients and 
mental changes in two. In this epidemic 26 pa¬ 
tients died. 

Dermatomycoses.—R. N. Gupta (J. Indian AI. A. 
33:2 [July 16] 1959) analyzed a series of 620 pa¬ 
tients witli dermatomycoses and found that Tricho¬ 
phyton rubrum was the most prevalent species 
resjronsible for this disease. T. rubrum caused 
56.73%, T. mentagrophytes 31.73%, Epidermophy- 
ton floccosum 1.92%, and other organisms 9.62%. 
Although all parts of the body may be affected, the 
groins and genitals followed by hands, feet, face, 
scalp, and nails were most commonly involved, and 
the men outnumbered women 3:1. Adults ac¬ 
counted for 60.32% of the cases, persons 12 to 20 
vears old for 33.23%, and vounger children for 
6.45%. 

UNITED KINGDOM 

Nurses’ Examinations.—In a letter to the Lancet, 
Drs. Waldier and Raeburn criticized, the questions 
asked nurses in their final examinations. A typical 
e.xamination included the following questions; dis¬ 
cuss symptoms, signs, complications, treatment, 
and prevention of rheumatic fever; give causes, 
management, and treatment of prolonged loss of 
consciousness; give brief accounts of tetany, hay 
fever, polyuria, polycythemia, and my.xedema; and 
state the uses, doses, and dangers of streptomycin, 
meperidine, paraldehyde, and vitamin Bj^.. Accord- 
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ing to the writers such questions might reason¬ 
ably be asked doctors in a qualifying examination, 
but not nurses. They do not ensure that a good 
nurse shall pass and a bad one fail. Should a nurse 
have to diagnose, treat, and prevent rheumatic 
fever, or correct a doctor’s dose of certain drugs? 
These questions do not test nmsing ability. If 
nurses have to know as much as doctors in addi¬ 
tion to being nurses, then they should be paid 
in proportion. The writers suggest that such diflB- 
cult questions are asked because they are easier 
to mark. They blame the doctors who prepare the 
questions and the General Nursing Council for per¬ 
mitting them. Since it is hard enough to recruit 
girls for a career in nursing, it is tlie height of 
folly to frighten prospective candidates away with 
such examination questions as those quoted. 

Quinine Oxidase and Liver Disease.—It is known 
that an enzyme in the liver oxidizes quinine, being 
speeific for the oxidation of the pyridine nucleus, 
which is present in quinine and nicotinic acid. 
Roman and Dulmanis believed that the estimation 
of this quinine o.xidase in serum is an easy and 
reliable biochemical test for parenchymatous liver 
damage, since this enzyme is derived only from 
the liver (Lancet 2:90, 1959). They estimated the 
enzjTTie level by determining the amount of quinine 
oxidized by spectrophotometry, the oxidation prod¬ 
uct having an increased optical density. This is 
determined after incubating a weak solution of 
quinine with the serum under test. One unit of 
quinine o.xidase is that amount which causes an in¬ 
crease in optical density by 0.001 under the con¬ 
ditions specified. In normal subjects and in diseases 
in which the liver is not involved tliere were less 
than 5 units of quinine oxidase per milliliter of 
serum. 

In 48 patients with infectious hepatitis the qui¬ 
nine oxidase level varied from 7 to 89 units. In a 
patient with to.xic hepatitis it was 25 units, drop¬ 
ping to 12 units a week after clinical improvement. 
In general, the milder the clinical symptoms the 
lower tlie level of quinine oxidase. Of 20 patients 
with hepatic cirrhosis raised values were found 
in three, while those in aU the others were below 
5 units. The authors believed tliat this test is of 
value not only in differentiating between to.xic or 
xiral hepatitis and obstructive jaundice but also 
in tlie diagnosis of infectious hepatitis in patients 
■until general malaise, and as an indication of 
active parencliymatous liver damage when other 
tests are inconclusive. 

Hypertension After Gestoses.—In spite of e.xten- 
sive literature there is still some difference of opin¬ 
ion on whether permanent and significant hyper¬ 
tension is a frequent sequel to toxemias of preg¬ 
nancy in women with a normal blood pressure 
who become pregnant, and on the amount of dam¬ 
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age done by toxemia in a woman who is already 
hypertensive. Gibson and Platt made a four-year 
follow-up study of 446 patients who had pre¬ 
eclamptic toxemia and whose blood pressure earlv 
in pregnancy was normal (Brit. M. J. 2:159,1959), 
They took the figure of 140/90 mm. Hg as an ar¬ 
bitrary dividing line between normal blood pres¬ 
sure and hypertension during or before the 20tli 
week of pregnancy. From an analysis of the data 
there seems little doubt that gestoses cause a per¬ 
manent increase in blood pressure beyond that 
which can be explained by the passage of years. 
This was shown by comparison of the blood pres¬ 
sures with those of healthy controls of the same 
age and sex. Individual differences existed and a 
number of women with a history of a gestosis 
showed no permanent rise of blood pressure. Bare¬ 
ly was tire rise in blood pressure of an initially 
normotensive woman sufficient to seriously affect 
the expectation of life. Only 17 of the 446 women, 
or just under 4%, were left with a diastolic pres¬ 
sure of over 105 mm. Hg. 

A series of 92 women in whom toxemia of preg¬ 
nancy was superimposed on hy'pertension was also 
foDowed up. The same criteria employed formerly 
were used. This group also had a rise in blood 
pressure four to five years later that was higher 
than could be accounted for by an increase in age 
alone. There were, however, extreme variations 
from person to person, and there was little cor¬ 
relation behveen the height of tlie starting blood 
pressure and the ultimate increase in pressure. 

Electrocardiograms in Symptomless Men.—Much 
reliance is placed on the electrocardiogram (ECG) 
in the diagnosis of cardiac ischemia, particularly 
when the pain is atypical. In fact, chest pain with 
an abnormal EGG is often regarded as cardiac in 
origin. To assess the reliability of the ECG in diag¬ 
nosis it is necessary to know how often an ischemic 
tracing is a chance finding in subjects without 
cardiac disease. Weitzman and Smith investigated 
the incidence of coronary ischemia in men with¬ 
out chest pain in the group aged 50 to 80 years. 
This is the group in which the incidence of coro¬ 
nary artery disease is greatest (Brit. M. J. 2:16-, 
1959). Rigorous criteria to exclude other causes ot 
electrocardiographic abnormality were adopted. 
The subjects studied were 100 male hospitalize 
patients who had no history of chest or shoulder 
pain or any type of heart disease and 
diac enlargement, diabetes, renal disease, syphilis, 
peripheral or cerebral vascular disease, or arrhy'tm 
mia. All had a serum cholesterol level under otw 
mg. per 100 ml. and a diastolic blood pressure be 

low 90 mm. Hg. A 12-lead ECG (I, H, HI, 

AVL, AVF, and Vi.g) was recorded at rest, ana 
leads Vo and Vs were repeated at 2-minute int®^ 
vals for 10 minutes after exercise unless the su 
ject was not fit for it. 
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The usual criteria ,for elech'ocardiographic evi¬ 
dence of myocardial ischemia were used, namely 
large Q wa^'es, flattening or inversion of T waves, 
and depression of the S-T segment at rest or after 
exercise. Although such S-T and T wave changes 
are not specific and can be produced by oUier 
cardiac conditions and electrolyte disturbances, 
patients with these changes were excluded. Flat¬ 
tening of T waves alone or S-T depression of less 
than 1 mm. was not accepted as evidence of car¬ 
diac ischemia unless square depression of the S-T 
segment of greater amplitude followed exercise. 
Tweh'e of the 100 EGGs were suggestive of myo¬ 
cardial ischemia, although there was no other evi¬ 
dence of heart disease. Autopsy was performed 
on 19 patients and 6 of these had had electrocar¬ 
diographic evidence of ischemia during life. None 
of tliem, however, had evidence of coronary dis¬ 
ease when the arteries were injected post mortem 
with bismuth o.xx'chloride and examined radio- 
logically. These findings emphasize the need for 
care in relying solely on electrocardiography for 
the diagnosis of chest pain, u'hich may not be 
necessarily of cardiac origin even if the tracing 
is abnormal. 

In 59 of these men, including 9 with abnormal 
EGGs, the serum lipoproteins were examined by 
paper electrophoresis for the presence of an ab¬ 
normal pre-beta-lipid band, which is stated by 
many workers to be associated with myocardial 
infarction. A moderate pre-beta-lipid band was 
found in 50% and a large pre-beta-band was found 
in 10% of the patients with no pain and normal 
EGGs and in healthy men. A large pre-beta-lipid 
band was observed in 33% of the patients with 
electrocardiographic evidence of myocardial ische¬ 
mia, with or without symptoms, but it was also 
seen in patients with a number of unrelated con¬ 
ditions. Weitzman and Smith believed that where 
there was marked metabolic disturbance tlie lipo¬ 
protein patterns might also be disturbed, and this 
must be borne in mind. The lipoproteins are not 
specific indicators of coronary disease. 

Health Service Report.—The Ministry of Health 
has issued its report on the National Health Serv¬ 
ice (NHS) for 1958 (Report of the Ministry of 
Health for the Year Ending December 31, 1958, 
part 1, 1959, London, Her Majesty’s Stationery' Of¬ 
fice). The total cost of the NHS in England and 
Wales for the fiscal y'ear ending March 31, 1958, 
was 1.76 billion dollars, 75% of which was paid by 
the e.xchequer. This is an increase of 115 million 
dollars over the previous year. The balance was 
paid for out of local taxation, health serrice charges 
to patients, superannuation contributions, and pay¬ 
ments from compulsory NHS contributions, which 
were increased just over a year earlier. Slightly 
more of the cost of the service is now borne by 
the direct contributions of people of working age. 


The cost of hospital and specialist serx'ices in¬ 
creased in 1958 by 64.5 million to 950 million dol¬ 
lars. This was partly due to tlie rise in tire prices 
of goods and serx'ices, which increased by' 3.5%. 
Wage increases accounted for 28 million dollars. 
There was increased use of the hospital service. 
There were 3,889,000 inpatient treatments, an in¬ 
crease of 95,000 over the previous y'ear, without 
an increase in the actual number of beds. Waiting 
lists were 443,000, which was about the same as in 
1957. Hospital beds were allocated to the various 
specialties in the following percentages; mental 
conditions, 44.3; surgical, 14.8; medical, 14.7; chron¬ 
ic sick and geriatric, 12; obstetric, 3.7; general prac¬ 
titioner units, 2.1; gynecologic, 2; convalescent, 1.6; 
and miscellaneous 4.8. Private patients occupied 
1.2% of all hospital beds. In 1958 the average week¬ 
ly cost of caring for an inpatient with an acute 
condition in a London teaching hospital was $93 
and in the provinces $75. The average cost through¬ 
out the countn’ in nonteaching hospitals was 
$33.33. 

The number of general practitioners working as 
principals increased from 19,343 to 19,599, and 
13,253 were in partnership, or 291 more than in 
1957. The average number of patients per doctor 
was 2,267, which was about the same as in 1957. 
The number of prescriptions dispensed by phar¬ 
macists fell by 4 million, but their cost, which was 
184 million dollars was 11.6 million dollars more 
than in 1957. This was attributed to an increase 
in the average prescription cost of 75 cents to 90 
cents and to the introduction of newer and more 
e.xpensive drugs. The more e.xpensive antibiotics 
and steroids made up 34% of all drugs dispensed 
by pharmacists. The reduced number of prescrip¬ 
tions for the year was explained by the absence 
of any major epidemics and by the imposition of 
a prescription charge on all patients. More women 
had their confinements at home in 1958. The num¬ 
ber of domiciliary' confinements attended by mid¬ 
wives was 265,215. This was 9,468 more than in 
1957. Doctors were present at only 44.964 of these, 
although they were engaged to attend 220,823. 

Less than half (44.5%) of the babies under one 
y'ear of age receh'ed primary' vaccination against 
smallpox. At the end of 1958, 46.7% of the chil¬ 
dren under 15 y'ears of age had been immunized 
against diphtheria and 470,290 against whooping 
cough. By the end of tlie y'ear about 6 million 
childi-en aged 15 or under had received two injec¬ 
tions of poliomyelitis vaccine. Tliis represents 60% 
of all children in this age group. The response 
to free x'accination against poliomy'elitis by tliose 
in the age group 16 to 25 and by expectant motli- 
ers was disappointing. In his comments on the 
use of the health sersnice the Minister of Health 
stated that the public is too preoccupied rrith dis¬ 
ease, drugs, and hospitals. The country and the in- 
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dmdual would gain if people thought more of 
preserving good health and acted on the advice 
given them on how this can be achieved. 

Meniere’s Syndrome.—A new operation performed 
by Dr. R. B. Lumsden of the Edinburgh Royal 
Infirmary' for the relief of Meniere’s sjmdrome was 
televised at the joint BMA-CMA Meeting at Edin¬ 
burgh. The object was to destroy the function of 
the semicircular canals by ultrasonic vibrations 
without impairing hearing. The canals were ex¬ 
posed by chipping away the mastoid bone. Electric 
vibrations of about one million cycles irer second 
were converted into ultrasonic vibrations by a 
special ciy'stal of quartz and directed as a fine beam 
on the semicircular canals for about 30 minutes. 
This destroyed the epithelium lining the canals, 
inactivated the labyrinth, and relieved the vertigo, 
but did not impair hearing, although over-exposure 
can permanently damage the seventh cranial nerve. 

Lumsden offers operation only to those patients 
who have failed to benefit from medieal treatment 
and are physically and socially handicapped by 
their disease. The operation is performed under 
local anesthesia and the patient is made drowsy 
with an intravenous injection of meperidine. It is 
essential that the patient remain conscious as the 
seventh cranial nerve is tested by asking him from 
time to time to contract the facial muscles. So far 
22 patients have been operated on by this method 
with complete relief in 13 and improvement in 4. 
A deterioration of hearing to the extent of 10 to 
20 db. occurred in five patients. Histological studies 
on cats showed that e.xposure to ultrasonic vibra¬ 
tions caused degeneration of the neuroepithelium 
of the semicircular canals, but in the dosage used 
to cause this the organ of Corti was left intact. 

Cancer Education,—The first traveling unit in 
Britain for giving information on cancer recogni¬ 
tion and treatment is being launched by the 
Manehester Committee on Cancer. It will visit 
factories, offices, stores, and workshops. A specially 
trained nurse will travel with the van, which is 
equipped with cine-projector, collapsible screen, 
films, and literature. The nurse will give talks and 
show films to groups of workers and answer their 
questions. Such a program should have economic 
advantages for industrial and commercial firms. 
Every’ trained worker who seeks advice too late 
for curable forms of cancer represents a needless 
loss of skill and man-hours. 

The committee is an independent voluntary' 
body. Its educational project, started in 1951, now 
ser\'es 2,500,000 people. The annual report on the 
project says that a public opinion poll showed a 
notable improvement in the number of women who 
believed that cancer could be cmred, 55% at pres¬ 
ent as against 36% in 1953. The number of those 
who thought early treatment increased the chance 


of cure had risen from 57% to 71%. There was no 
comparable improvement in towns not included 
in the educational project. 

Pharmacists Warned of the Danger of Escapist 
Drugs.—Tlie Council of the Pharmaceutical Society 
of Great Britain issued a statement to pharmacists 
warning them of the dangers of the indiscriminate 
use of escapist drugs acting on the central nervous 
system. Many of these are obtainable in the drug 
store without a doctor’s prescription and are not 
subject to legal control. The council warned that 
drugs that stimulate or depress the central nervous 
sy'stem might lead to habit formation or even to 
addiction in some patients. Tolerance is rapidly 
developing to many such drugs, so that they are 
taken in increasing doses which might lead to 
changes in character and behavior detrimental to 
both the patient and society. Some time lag be¬ 
tween the introduction of new drugs and the con¬ 
trol of their sale by legislation is probably inewta- 
ble, but the council believes that, in general, drugs 
stimulating or depressing the central nervous sys¬ 
tem should not be supplied on request to tlie 
public. 

A knowledge of the use of drugs dealing with 
conditions of stress or taken for their euphoric 
effects is widespread among the public, owing to 
modem advertising, and pharmacists are often 
under pressure to supply such drugs to patients 
who are not taking them under medical supervision. 
Tire council stated that this could only bring dis¬ 
credit to pharmacists, if by the indiscriminate sale 
of such drugs they encouraged the belief that the 
stresses of life could be escaped or evaded by the 
use of drugs instead of being faced and surmounted. 
A list of 29 dnigs that were not, but should be, 
subject to legal control was issued by' tbe council. 

Inoculation Recording by Tattooing.—Norman Lake 
of Charing Cross Hospital {British Medical Journal, 
Aug. 8. 1959) stated that with an increase in 
immunization programs the need for some methM 
of indelibly recording the protection in a readily 
available manner is receiving much attention. In 
the case of tetanus inoculations, it is important 
that the record be permanent and on the person 
of the patient because (1) many years may have 
elapsed since the inoculation, which in any case, 
if performed in infancy', is beyond the patients 
memory, (2) the patient may be unconscious, and 
(3) it is routine practice in many hospital receiv¬ 
ing rooms to give antitetanic serum for all types 
of injury, even minor ones, in which the skin is 
penetrated. The only way of satisfying these re¬ 
quirements is by tattooing. 

The desirable characteristics of such a tattoo 
are that it must be obvious when looked for an 
yet not conspicuous, and this immediately rais« 
the question of position, for the site should be 
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standardized, hidden, and yet easily available for 
inspection. The lateral aspect of the great toe, the 
inside of the lip, under cover of tlie ear over the 
mastoid, o\’er the hip just below the iliac crest 
have all been suggested as possible sites, but the 
latter position seems, on the whole, the most suit¬ 
able. Clearly, if the method is adopted the site 
and size of the mark would have to be estab¬ 
lished at a national or better an international level. 

The author devised a tattooing instrument about 
the size of a fountain pen. It is in effect a spring 
gun V'hich on being released drives a “bullet” 
through a paste of dye for a predetermined dis¬ 
tance into the skin. The best dye for this purpose 
is ordinary commercial lamp black mixed to a 
paste with a little water and sterilized by heat. 
The bullet itself, the needle points of which alone 
penetrate the skin, can be sterilized by boiling or 
chemically by immersion in chloro.xylenol in alco¬ 
hol. A little of the paste is applied to the cleaned 
skin of the area, the bullet is inserted into the 
muzzle of the gun whei’e it is held by a light 
spring, and the plunger is withdrawn to its full 
extent. The gun is apjplied firmly to the skin and 
the trigger is pressed. The tattooing is instanta¬ 
neous and practically painless. The depth of pene¬ 
tration (usually 2 or 3 mm.) is controlled by 
adjustment of the screw'ed cap and depends on 
the thickness of the skin at the selected site and 
on the age of the patient. 

Ex-tra bullets (with otlier designs if necessar>') 
can be accommodated in the hollow head of the 
plunger. Needle points prepared from stainless 
piano wire by grinding gave a better tattoo than 
the highly polished and smooth commercial article. 
The tattoo consists of a series of dots arranged 
in the form of a T, is easily identifiable but not 
conspicuous, and, like all tattoos, is permanent. It 
is probable that a tattoo performed in infancy will 
stretch with the growth of the child, but, although 
sufficient time has not elapsed to observe if tliis is 
so, it seems unlikely that it will be enough to 
render the mark unrecognizable. 

Biochemical Diagnosis of Pheochromocytoma.— 
Vanilmandelic acid (VMA) has been identified as 
a major metabolite of both epinephrine and levar- 
terenol and comparatively large amounts are e.x- 
creted in the urine of patients with pheocliromocy- 
toma. Sandler and Ruthven developed a precise 
colorimetric technique for the assay of VMA 
(Lancet 2:114, 1959). This depends on its con¬ 
version to vanillin which is assayed colorimetri- 
cally. The urine is passed through a cation-ex¬ 
change resin and the absorbed VMA eluted with 
acetate buffer, extracted with ethyl acetate, and 
after evaporation of the latter converted into vanil¬ 
lin by heating with sulfuric add in the presence 
of activated alumina as a catalyst. The vanillin is 
then assayed colorimetrically with indole in the 


presence of ortliophosphoric acid. Patients with 
pheocliromocytoma were found to have a urinarj' 
output of VMA from two to six times that of the 
normal subject. Except for bananas, which con¬ 
tain appreciable quantities of levarterenol, no 
dietar}' restrictions need be imposed in performing 
this test. 

Radioactive Corpses.—A panel set up at the request 
of the Ministry of Health to addse on tire disposal 
of radioactive corpses reported that the hazards 
associated with tracer amounts of radioactive ma¬ 
terials used for diagnostic purposes are negligible 
in cadavers. Apart from temporary' implants, ther¬ 
apy wnth radioisotopes is drtually confined to the 
use of P““, Au"’", and I”'. The panel suggests that 
hospital physicists should be responsible for advis¬ 
ing on radiation problems associated with the dis¬ 
posal of radioactive corpses and with postmortem 
procedures. When patients who have received 
therapeutic doses of radioisotopes are discharged 
from the hospital their doctors should be informed, 
and cremation, embalming, and autopsy should 
not be performed without reference to die hospital 
where treatment was given. No special precautions 
are necessary for morticians involved in the direct 
burial of such corpses, nor are tliey for the autopsy 
or embalming of corpses containing not more than 
5 me. of Au‘°', 10 me. of P“', or 15 me. of I‘®'. 
Corpses containing more than these amounts should 
not normally be embalmed. 

These ma.ximum figures do not apply to autopsies 
because of the greater frequency of these, and the 
continual exposure of tlie same staff to radiation 
from the corpses. If an autopsy is done the patholo¬ 
gist should consult with the hospital physicist, who 
will advise on the degree of radiation likely to be 
encountered. The panel advised that proper equip¬ 
ment, including rubber gloves, aspiration appara¬ 
tus, and rubber tubing should be used. No special 
precautions are necessary for the cremation of 
corpses containing up to 30 me. of I‘“‘ or Au’'*", or 
10 me. of P““. Temporary implants of isotopes 
should be dealt with in the same manner as radium 
containers and should be removed from corpses 
before removal from the hospital. 

Bacillary Dysentery.—P. J. Taylor (British Medical 
Journal, July 4, 1959) treated a series of patients 
who had dysenterj' during an epidemic in Cyprus. 
Alternate patients were given either phthalylsulfa- 
thiazole or Streptotriad (a proprietary’ preparation 
containing in each tablet 65 mg. of streptomycin, 
100 mg. of sulfathiazole, 100 mg. of sulfadiazine, 
and 65 mg. of sulfamerazine) for six days. The 
identity of the txvo kinds of tablet was concealed. 
In addition, kaolin and morphine mixture (B. P.) 
was given as required. The patients were seen 
daily and the duration of diarrhea and relapse 
rate were noted. After the six days of treatment 
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one rest day passed before the six consecutive 
daily stools were examined. The author found ab¬ 
dominal colic to be of little value for diagnostic 
purposes, since only some 55% of the patients had 
a temperature and this returned to normal in al¬ 
most every case by the end of the second day. 
The author found that the cheap compound con¬ 
sisting of three absorbable sulfonamides and a 
small amount of streptomycin was superior to the 
single absorbable sulfonamide alone. The same 
issue contains a report by Falisevac and co-workers 
of Yugoslavia who corroborated Taylor’s findings 
and also found the mixture superior to much larger 
doses of streptomycin alone. 

How Much Medicine Should the Public Know?— 
Conflicting answers to this question were given at 
the British and Canadian Medical Associations' 
joint meeting at Edinburgh. Prof. D. M. Dunlop 
(Edinbmrgh) thought that the public should be 
educated in the broad principles of health rather 
tlian in medical knowledge. He agreed that the 
medical profession is not in agreement on how 
much the patient should be told about his disease. 
This largely depends on the level of his education. 
Mfliat the physician may tell an O.xford don is not 
the same as he would tell an untutored man. Dr. 
C. M. Fletcher (London) said that he was in favor 
of some education of the public and of patients, 
especially through the medium of television, be¬ 
cause what was seen was more likely to be remem¬ 
bered than what was heard. He suggested that 
doctors could educate the public by describing the 
normal functioning of the body, paying special 
attention to the variations of function under the 
normal stress and strain of life, which might be 
mistaken by the anxious person as evidence of dis¬ 
ease. Dr. Fletcher said that television programs 
dealing with disease had been criticized by doctors 
as pandering to the morbid interests of people, and 
were likely to interfere mth the advice given by 
indmdual physicians, but he disagreed wife this 
and feought feat demonstrations of fee achieve¬ 
ments of modem medicine would dispel fear and 
increase confidence in the nervous and apprehen¬ 
sive patient. 

Dr. R. Asher (London) said feat it was impossible 
for intelligent persons to take no interest in feeir 
bodies. They are bound to form ideas about them 
and to seek information about health and disease. 
If medical information is not proxuded feey may, 
like children, acquire WTong ideas. Some of feese 
may be harmless and others may be harmful. On 
fee other hand, too much information can be given, 
as in modern medical encyclopedias for the public, 
which do more harm than good. Dr. Asher thought 
it ssTong for fee public to leam from any source 
about new treatments, because some persons always 
thought that any new treatment was bound to be 
effective. He blamed in particular Readers Digest, 


from which many persons obtained their informa¬ 
tion of what is new in medicine. Every doctor 
knows the patient who comes armed \vith this 
magazine demanding to have a particular form of 
treatment. It is better to give information that is 
cheering or helpful rather than that which does 
little good, but is frightening or depressing. If the 
public is aware of modem developments in medi¬ 
cine physicians themselves will see to it that the\' 
keep up wife recent medical discoveries. 


Raynaud’s Disease.—At fee same meeting, Dr. ]. H. 
Peacock (Bristol) offered a new concept of Ray¬ 
naud’s disease. He has estimated epinephrine and 
levarterenol levels in fee venous blood from the 
hand in patients wife Raynaud’s disease before and 
after sympathetic stimulation. The catechol amines 
are separated by chromatography and assayed 
biologically on fee rat’s blood pressure. They 
arise from peripheral sympathetic nerve endings 
and indicate sympathetic overactivity. In patients 
wife thromboangiitis obliterans smoking cigarettes 
caused a sharp rise in fee catechol amines in the 
blood in fee inferior vena cava just above the level 
of the adrenal outflow. 

In primary' Raynaud’s disease there is a low level 
of heat production and a low excretion of urinary 
estrogens and 17-ketosteroids, and a low plasma- 
bound iodine level. These changes indicate a new 
concept in treatment. Peacock gives reserpine to 
block the excessive production of catechol amines 
and to decrease feeir concentration in the arterial 
walls. Liothy’ronine and anabolic androgens, such 
as mefeandriol, are given to raise fee metabolic 
rate and increase heat produch'on. Vasodilator 
drugs were found to be of little help and difficult 
to control, and the late results of sy'mpathectomy 
were unsatisfactory because of the return of vaso¬ 
motor tone. Patients treated along these lines have 
been followed for three years, and the effectiveness 
of treatment proved by fee effect on blood flow in 
feeir hands. 


Electrogastrograms.—At fee same meeting, Dc- 
H. S. Morton described how fee electrogastrogram, 
originally designed for fee detection of action cur¬ 
rents in fee stomach, could be used to diagnose 
lesions in the small intestine. The patient swallows 
a small silver chloride electrode, which is connecfe 
by' thin wires to a modified Sanborn recorder. Rs 
position is identified radiographically. Action cur¬ 
rents caused by changes in potential reflect changes 
in the motility and amplitude of the contractions o 
the intestine. One of the uses of the electrogasW 
gram is to see whether vagotomy will he of bene , 
because the activity of the intestine can by 
means be measured objectively. The effect of ne" 
drugs on fee motility of fee stomach and intestine 
can be observed from a study of the electrogastro 
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gram. Obstruclive luinor.s and iiemorrliage also 
effect die record. Morton was careful to point out 
that changes in the electrogastrogram are not 
pathognomonic of any particular disease and that 
it is meant to supplement clinical and radiologic 
examinations, not to replace them. 

Hydatid Disease in South VValcs.-At the same 
meeting. Dr. L. R. ^^^est (Glamorgan) stated that 
although hydatid disea.se is considered rare in 
Britain there were 149 cases of human infection in 
South Wales in 1957-195S. The case fatality rate 
was 9%. The liver was involved in 44% and the 
lungs in 43%. Dogs are probably the principal 
source of infection. A random surs'ey of 50 town 
and countrj' dogs in South Wales showed that 4 
were infected. Bo\’inc and ovine infection, which 
may be another source, has not decreased ov'er the 
last 25 years. Thus, 0.9% of 23,632 carcasses exam¬ 
ined at a Cai’diff abattoir in a three-month period 
harbored hydatid cysts. This was twice the figure 
found in an e.xamination of carcasses 25 years ago. 

Monday Morning Illness.—At the same meeting, 
the results of an investigation into tlie epidemiology 
of Monday morning illness, another name for 
byssinosis, the occupational disease that affects 
those e.vjrosed to cotton dust, were described by 
Dr. R. Schilling (London). The disease is charac¬ 
terized by a tight feeling across the chest with 
dyspnea on starting to work in the cotton factory 
on Monday mornings, and relief of symptoms when 
ceasing work. Those in the carding rooms, who are 
e.xposed to cotton dust more than other workers in 
the industry, are affected the most. The incidence 
of disease varies directly with the amount of cotton 
dust in the air and with the amount of protein in 
the dust. The maximum breathing capacity, calcu¬ 
lated by multiplying the volume of air breathed 
out in 0.75 seconds by 40 subjects, was found to 
fall sharply during the working day in those suffer¬ 
ing from byssinosis. This reduction did not occur 
when they were working away from cotton dust, 
nor did it happen in workers in other dusty occu¬ 
pations, such as coal mining. 

Tlie effect on respiration is not an allergic re- 
•sponse because normal subjects, without previous 
exposure, were affected if they remained in the 
carding room exposed to the dust for three hours. 
Workers with a history of prolonged exposure suf¬ 
fered from lung damage. No correlation was found 
behveen the bacterial and fungal counts of the air 
of the rooms that caused respiratory sjunptoms. 
Inhalation of dust containing bacteria and fungi 
by volunteers had no immediate effect on resj)ira- 
tion, but cotton leaf dust when inhaled produced 
the symptoms typical of byssinosis. The substance 
responsible is water soluble, heat resistant, and 
probably polypeptide in nature, but has not been 


isolated. An extract of cotton leaf dust was found 
to produce contraction of the guinea pig tracheal 
muscles. 

Psychoses in Infancy and Childhood.—At the same 
meeting, Dr. W. A. Hawke (Toronto) reported tliat 
a detailed history, a careful e.xamination of the 
cliild, and an appraisal of the parents through in¬ 
terview's and psychological studies xvere made in 
150 cases of childhood psychoses. The x^arents were 
generally highly intellectual, with an average IQ 
of 120 in one grouxJ. Many of them had intellectual, 
artistic, and musical interests. The irsychological 
analysis of the parents in one groux) revealed that 
less than 10% were normal, the remainder being 
moderately neurotic or overtly schizophrenic. In 
another grouxr of parents 20% w'ere classified as 
normal, 60% as severely neurotic or schizoid, and 
20% as ambulatory schizoxrhrenics, some of whom 
had been hospitalized. In both groups of parents 
e.xamined a number of positive family histories of 
schizoxrhrenia rvere obtained. It is concluded that 
children with xisychoses are bom into families in 
which there is a significant tendency toward schizo- 
irhrenic disturbances. 

In a number of these families the x^arents were 
not successful in life in spite of high intelligence 
and education. They tended to occupy positions 
below their x>otential caxoacitj' and their incomes 
were less than would be anticixrated from their 
training. Many of the x>arents could not plan or 
organize a suitable routine for tlieir children. In a 
number of cases there was a significant disturbance 
in the early relationship with emotional dexwivation 
of the child. It was concluded that two factors, 
constitutional and environmental, are present in 
most cases of psychoses in childhood and tend to 
reinforce one another. In general, the greater the 
constitutional factor the poorer the prognosis, 
since the basic defect is resistant to tlieraxry- The 
greater the environmental factor the better the inog- 
nosis because this factor may be improved by ther¬ 
apy. In some cases rvhere the x^arents are frankly 
schizoid or schizophrenic little can be done unless 
the child is separated from the family. 

Sx>inal Acrylic Inlays.—Immobilization of acutely 
xrainful or unstable .sxiinal joints by bone grafts is 
a logical method of relie\ing pain, but bone graft¬ 
ing involves lengthy operations and prolonged hos- 
X>italization. Rib inlay grafts give satisfactorj' suxr- 
port for a time but some soften. Knight reported on 
the use of paraspinal acrylic inlays instead of bone 
(Lancet 2:147, 1959). The use of acrylic for skull 
reconstruction, inserted when it is of doughy con¬ 
sistency, and hardening in the tissues within 24 
hours, has already xrroved successful, and e.xcites 
no significant tissue reaction. The degree of hard¬ 
ness resulting compares favorably with that of 
Xrressure-heated material. 
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The powdered acrylic polymer, Kallodent 222, is 
sterilized by autoclaving in bottles or a metal con¬ 
tainer. The liquid acrylic monomer is sterilized by 
filtration. Twenty minutes before the inlay is re¬ 
quired one part of monomer is poured evenly over 
3.5 parts of polymer. After about 20 minutes the 
consistency is tested with a sterile spatula. If still 
tacky it is allowed to harden. Inlays of 1.7 cm. are 
used in the lumbar spine and half this thickness is 
used in the cervical spine. An inlay of appropriate 
size for the cavity exposed is cut from the material 
and when dry and rubbery it is inserted into the 
wound. After the insertion of the plastic between 
the lamina and paravertebral muscles the spine is 
supported in the optimum position for 24 hours, 
which allows the inlay to mold itself over the bones. 
The secret is in having the inlay of the right con¬ 
sistency. If it is too wet a serous effusion may occur. 

Knight has used these paravertebral inlays for 
the relief of spondylosis, osteoarthritis, chronically 
painful fracture-dislocations, and tlie stabilization 
of atlantoaxial subluxations. The effect is produced 
by reduction in movement at the level of the pain¬ 
ful joint. After operation an extremely good range 
of spinal movement is provided by the joints above 
and below the site of immobilization. The patient 
is operated on in a sitting position. Through a mid¬ 
line incision the paravertebral muscles are dissected 
to expose the backs of the laminae on one side only. 
After complete hemostasis the inlay is used to com¬ 
pletely fill the space over the laminae before the 
paravertebral muscles are resutured. 

Psychosis and Addiction to Phenmetrazine.—Phen- 
metrazine is a sympathomimetic drug, with an 
action similar to that of amphetamine, used for the 
treatment of obesity. Evans treated a series of 16 
patients who had become ill from taking the drug 
in large doses, 12 of whom were addicted to it 
(Lancet 2:152, 1959). Nine had symptoms that were 
indistinguishable from those of an amphetamine 
psychosis. They had delusions of a paranoid, ni¬ 
hilistic, and depressive type, hallucinations, and 
disturbances of affect. Two patients were dis¬ 
oriented. All recovered after hospitalization for a 
week, but four patients had relapses after discharge 
and started taking increasing quantities of the drug. 
The history of an excessive intake of phenmetra¬ 
zine, a frank psychosis, and its resolution on stop¬ 
ping the drug justifies the term phenmetrazine 
psychosis. 

A second group of five patients had a delayed 
recovery. All had taken 10 to 20 tablets of phen¬ 
metrazine for weeks or months. The symptoms of 
two of the patients resembled those described. Two 
had a definite schizophrenic thought disorder with 
vagueness and bizarre associations. If consumption 
of die drug is concealed the psychosis due to it 
cannot be distinguished from other psychoses. Most 
of the patients were women who had taken phen- 
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metrazine to help them reduce. Others had talen 
it to restore energy. Thirteen had taken drugs, alco¬ 
hol, or amphetamine derivatives previously. Their 
work record was unstable, as all had changed job 
frequently. Three patients said that in certain 
coffee bars and clubs in London phenmetrazine is 
used frequently as an energizer. Phenmetrazine is 
definitely a drug of addiction and it should be 
obtainable only on a doctors prescription, which 
cannot be refilled. 

Olympic Games.—Doctors and scientists will ac¬ 
company the British athletes to the Olympic games 
in Rome next year. They will help to reduce the 
effects of exposure to unaccustomed sunlight, heat, 
and humidity, and help the athletes to adapt them¬ 
selves to different foods. A drop of only 2% in effi¬ 
ciency can reduce an athlete from the first to the 
sixth place in the competition. Athletes are prone 
to gastric and digestive upsets which the doctors 
attending the team hope to prevent. Suggestions to 
be considered are that the British team should 
train for a period in heavy track suits to acclimatize 
themselves to exercise under hot climatic condi¬ 
tions, and to receive sun-ray treatment before leav¬ 
ing Britain. The Medical Research Council and the 
British Association of Sport and Medicine svill ad¬ 
vise on adaptation to new climatic conditions. 

Labor Pairty’s Plan for Health Service.—Political 
parties are always active when a general election is 
imminent. As another government is likely to be 
formed this fall the Labor party has produced a 
new health program which they propose to imple¬ 
ment if returned to power. Although there is public 
concern over the annual cost of the National Health 
Service (nearly 2,000 million dollars) the Labor 
party suggests spending another 300 million dol¬ 
lars on it. The details were given at a press confer¬ 
ence recently and in a party publication. It is pro¬ 
posed to spend 150 million dollars a year on new 
hospitals. Capital spending on the hospitals is now 
running at about 75 million dollars annually, which 
is about one-third of what the British Medical As¬ 
sociation recommended. Labor’s argument is that in 
an expanding economy the proportion of the na¬ 
tional income spent on health should rise. 

One proposal in the Labor program is that the 
21,000 government-paid general practitioners shou 
have fewer, patients on their lists than at present. 
This would be achieved without reducing their 
income. Labor admits that general practice is the 
Cinderella of the service and that the general prac¬ 
titioner works hard under intolerable conditions, 
with his wife as an unpaid worker in the service. 
About 25% of the population are on the lists of doc 
tors with more than 3,000 patients. Labor’s 
2,500, although it does not propose how this shou 
be done Avithout more doctors. An appointment sys 
tern for visits to the doctor’s office is proposed c- 
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cause the public wastes millions of hours everj' 
year waiting to sec general practitioners. Group 
practice by general practitioners will be encour¬ 
aged by loans to acquire new ofiRces. Many doc¬ 
tors’ offices are still dirty, dingy, and poorly 
equipped according to the report. All charges for 
medicaments are to be removed and employers 
are to pay more toward the cost of their employees’ 
health. 

Teaching hospitals enjoy comparative independ¬ 
ence at the moment, with their own boards of gov¬ 
ernors. This will be lost if the Labor proposals are 
implemented. These hospitals will be integrated 
with the regional hospital boards. The new order 
wishes to encourage research, particularly in the 
nonteaching hospitals, and to e.xtend the industrial 
health service, which at present is paid for by pri¬ 
vate industry'. Medical education, particularly in 
London’s 12 medical schools, is to be the subject of 
government inquiry'. The Labor party’ believes that 
medical education in London is dominated by the 
wews of specialists on Harley Street, and is thus 
isolated and insulated from the realities of medical 
work as most doctors have to practice it. The party' 
aims to give further responsibility' to regional boards 
and management committees, and to reduce paper 
work, meetings, and bureaucracy in the adminis¬ 
tration of the hospitals. 

The present mental health services come under 
criticism. They have been deprived of money for 
years the party states. A major building program of 
psychiatric units in general hospitals is proposed, 
with extension of the social services for the com¬ 
munity' care of tlie mentally sick. Increased facilities 
for their home care is suggested. A free mobile 
chiropody service for older persons and a mobile 
physiotherapy service are also recommended. To 
remedy the shortage of dentists Labor plans to en¬ 
courage the recruitment of dental students. In 10 
years the nation’s drug bill has risen from 98 million 
dollars a year to 176 million dollars. Labor hopes 
to reduce this by' supplying doctors with informa¬ 
tion on the nature and price of drugs prescribable 
under the health service. Doctors would be in¬ 
formed monthly of the cost of their prescriptions to 
the state, and vigorous attempts would be taken to 
reduce the price of drugs. It is pointed out that 
more money is spent on the drugs prescribed than 
on the doctors who prescribe them. The pai'ty' con¬ 
siders that private beds in state-owned hospitals 
are an anomaly, and hopes that they will soon dis¬ 
appear. 

More bureaucratic control is promised to doctors 
in partnership. Permanent assistantships and assist- 
antships without a view to partnership will be 
made unlawful. All partnership agreements will 
have to conform to standards laid dow’n nationally 
and be approved by local executive councils before 
signing. The Medical Research Council is criticized. 
Of 840 million dollars a y'ear spent on research in 


tile country, only 22.5 million dollars is spent on 
medical research. Tire Labor party considers that 
the Medical Research Council must revise its ap¬ 
proach and create many more research posts so that 
practical problems may be tackled by large teams. 
Many of these proposals and criticisms come from 
a party that forced a hastily' conceived National 
Health Service on an unwilling medical profession, 
and is itself responsible for some of the shortcom¬ 
ings of the service. The Labor party'’s criticism of 
the Medical Research Council is irresponsible. This 
body does excellent work on its meager budget. 

Strontium-90.—The Radiological Laboratory' of the 
Agricultural Research Council has published a re¬ 
port entitled “Strontium-90 in Human Diet in the 
United Kingdom” (Her Majesty'’s Stationery' Office, 
1959). It concludes that the average amount of 
radioactive strontium (Sr"”) in the food and water 
of persons living in Britain is about 17% of that 
which would call for action. Some diets include a 
higher intake than others, but no foods have a con¬ 
tent at present considered dangerous. The level 
recommended by the Medical Research Council 
above which action should be taken is 40 /ic per 
gram of ingested calcium. At present the average 
British diet contains 6 ^c per gram of calcium. 

The danger of Sris that it is metabolized in 
the same way as calcium and deposited in the 
bones. Although few persons consume diet's con¬ 
taining more than 10 /ic of Srper gram of calci¬ 
um, diets in certain limited areas may contain as 
much as 23 /uc of SrIn these areas the environ¬ 
ment would lead to the rapid transfer of Sr to the 
diet. Some foods such as whole wheat bread and 
milk contain a high proportion. Whole wheat flour 
not only contains more Srthan white flour, but it 
has no added calcium carbonate as has the latter. 
Calcium added to the diet decreases the amount of 
strontium absorbed as it is taken up preferentially 
by the skeleton. Sris in the fall-out of atomic e.x- 
plosions, although only that which has fallen out in 
the preceding one or two months is likely to be 
found in food in any quantity'. There is a delay of 
this period from the time of fall-out to the appear¬ 
ance of Srin milk. It is very' persistent, the half- 
life being 30 years. 

The delay between the fall-out and the entry of 
Sr®" into the food shows that the amount in the 
diet is not tire result of tlie accumulation of suc¬ 
cessive quantities in the atomic fall-outs since 1945, 
when the first nuclear weapon fell. When it is 
washed well into the soil it becomes less and less 
accessible to plants and animals. An increase of 
Sr in food and water during the current y'ear is 
likely' because many' bombs were recently' exploded 
and it is likely to persist for a time. The report 
points out tliat the amount of Sr®" absorbed from 
the food could be decreased by' increasing the cal¬ 
cium intake, which could be done by adding it to 
flour. 
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MICROSCOPIC HEMATURIA 

To the Editor:—In the Aug. 15, 1959, issue of The 
Journal, page 2014, in the Correspondence section, 
is a statement by Dr. Bruce H. Stewart concerning 
the number of erj'throcytes found in urine and the 
interpretation of this number. He objects to a 
widely circulated brochure stating that in centri¬ 
fuged urinary sediments the normal number of 
erythrocytes per high-power field varies from 4 to 
10. Dr. Stewart concludes “that more than one red 
blood cell per rare high-power field in a routine 
centrifuged urinary sediment must be considered 
abnormal.” 

It is never possible to give quantitative results 
from a procedure which is not carried out in a man¬ 
ner designed to yield such results. In neither one 
of these references is any standard procedure set 
up for determining the number of cells per high- 
power field. Actually, even the high-power field is 
not defined. Some persons examine urine witli a 5X 
ocular, while others use a lOX ocular, and some 
consider an 8-mm. objective as being of liigh power 
while others consider a 4-mm. or even a 3-mm. 
ocular to be of high power. 

The report by Greene at the Mayo Clinic cited 
in the letter by Dr. Stewai't was based on a stand¬ 
ard procedime which has been used in the Section 
of Clinical Patholog}' for many years. Although the 
laboratory work itself is rigidly supervised, there is 
no supervision of the actual collection of the speci¬ 
mens, and diese results may be based on anytliing 
from a single-passed specimen to a 24-hour collec¬ 
tion of urine. This in itself may make a great differ¬ 
ence in the number of cells found in a high-power 
field. 

When the urine is delivered to the laborator>', it 
is shaken and 14 ml. is poured into a 15-ml. conical 
centrifuge tube. The tubes are centrifuged in a 
no. 2 International centrifuge with a 16-place, 
15-ml. head, at 1,800 rpm, for eight minutes, the 
time being measured from the moment when the 
centrifuge has reached its maximal speed. The 
supernatant is poured off, leaving about 0.5 ml., 
which is shaken, and then one drop is poured from 
the centrifuge tube onto a glass slide and a 22-by- 
22-mm. cover slip is applied. This gives a fairly 
“thick” preparation. Six high-power fields are 
counted with use of a 4-ml. objective and a lOX 
ocular. The numbers of cells in die six fields are 
averaged to give the count. 

It can be seen that any one of a number of fac¬ 
tors, if varied, can produce a marked difference in 
the results. For e.xample, if the preparation is one- 
half the thickness described above, the number of 
erj'throcytes per field will be reduced about 50%. 


Variations in the centrifugal force applied to the 
specimen also will give great variability in the 
results. It is possible, if the standard used at the 
University of Michigan Medical School is based on 
a smaller amount of urine which is centrifuged for 
a shorter period and with less centrifugal force, and 
if the high-power field is one obtained with a 5X 
ocular, for one red blood cell per high-power field 
to constitute a relatively large amount of blood as 
compared with the figure which forms the basis for 
the report by Greene or the figure given in the 
brochure referred to. Attempts to read laborator}’ 
results too finely and too dogmatically have led to 
many errors, and one should be cautious in taking 
over the laboratory reports from one laborator)' 
and applying them to another. One swallow still 
does not make a summer, and one er)'tlirocyte does 
not make a diagnostician out of a sophomore. 

T. B. Magath, M.D. 

Section of Clinical Pathology 

Mayo Clinic 

Rochester, Minn. 

DIHYDROSTREPTOMYCIN DEAFNESS 

To the Editor;—In The Joubnal, Aug. 1, page 1657, 
is an important article entitled “Dihydrostreptomy- 
cin Deafness,” in which the authors have set dorra 
a report concerning 32 cases of deafness occurring 
after administration of dilrydrostreptomycin. This 
fairly transcontinental study from the four points 
of the compass in the United States shows the ex¬ 
tent to which antibiotics ai-e administered. Peni¬ 
cillin, tire first of these, was found to be of tre¬ 
mendous value, but since it did not prove effective 
in every instance, combinations of antibiotics were 
used with better results. Then streptomycin, dis¬ 
covered by Waksman, was heralded and it seemed 
that many sufferers were relieved of tuberculosis, 
although some patients had impaired hearing or 
visual disturbances after use of tlie drug. 

Then Glorig, in 1951, reported on the effect ot 
dihydrostreptomycin hydrochloride and sulfate on 
the auditory mechanism (Ann. Otol. Rhin. & LanjnS- 
60:327-335 gune] 1951), an initial contribution 
which had to do widi tuberculous patients who 
had received this drug in doses of 2 to 7 Gm- 
weekly. Irreversible deafness was noted three wee s 
to five months later. Then came combinations o 
other antibiotics with such names as Combiotic, 
Dicrysticin, Distrycillin, Strocillin, and Durycm- 

The previously mentioned 32 cases of dearness 
from dihydrostreptomycin occurred after administra 
tion of tlie drug to patients with cystitis, infiimn^- 
tuberculosis, pleural effusion, asthma, nephri s, 
panhysterectomy, furuncles, respiratory infections, 
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pneumonia, appendectomy, mononucleosis, sinus¬ 
itis, and encephalitis. The latent effects, especially 
deafness, came on weeks or months after ad¬ 
ministration of dihydrostreptomycin in combination 
with penicillin or other antibiotics. A small dose of 
dihydrostreptomycin may be sufficient to produce 
deafness. Both ears are affected equalh', and the 
loss runs from 20 to 70 decibels. 

Fifty years ago I began n’ork in otology in the 
old Politzer clinic in Vienna. The V’assennann test 
had just come out, and it was claimed that arsphen- 
amine would “cure syphilis at one shot.” Many 
patients so treated became deaf. Clinicians did not 
know then that it was the impurities in the arsenic 
which were responsible for deafness. History now 
seems to have repeated itself. 

Irving Wilson Vooriiees, M.D. 

35-26 79th St. 

Jackson Heights 72, N. Y. 

COMPLICATIONS FROM CHLORPROMAZINE 

To the Editor;—The account by Floch and Leibo- 
witz in The Journal, Aug. 22, 1959, page 2060, 
entitled “Hemorrhage from Multiple Sites Associ¬ 
ated with Chlorpromazine-Induced Jaundice” adds 
yet another to the long list of complications result¬ 
ing from the use of clilorpromazine. The comment 
concerning the appearance of hj'perglycemia in the 
patient under discussion indicates that this was 
believed to be an independent finding related to a 
coincidental occurrence of diabetes mellitus. It may 
be worthwhile to point out that the hyperglycemia 
in question may not be an independent and acci¬ 
dental occurrence of diabetes mellitus but may, in 
fact, be due to the clilorpromazine. 

Hiles, in The Journ.al, Dec. 29, 1956, page 1651, 
described a number of patients who developed 
hyperglycemia and glycosuria while receiving 
chlorpromazine. In some of these the effects dis¬ 
appeared after the cessation of the drug therapy. 
Charatin and Bartlett published a report, abstracted 
in The Journal, Sept. 10, 1955, page 145, on an 
investigation into the hyperglycemic effect of chlor¬ 
promazine in man. It would be of interest to know 
whether the patient described by Floch and Leibo- 
witz is still considered diabetic or whether the 
hjperglycemia was transient. 

George X. Trimble, M.D. 
Director of Medical Education 
Seaside Memorial Hospital 
Long Beach, Calif. 

The above comment was referred to the authors 
of the article cited, and the following reply has 
been submitted. 

To the Editor;—The comment by Dr. Trimble is of 
interest. The observation of fasting hyperglycemia 
early in the course of our patient with clilorproma- 
zine-induced jaundice led to the performance of a 


glucose tolerance test on the 10th day of her ill¬ 
ness. This was typical of diabetes mellitus. It was 
duplicated when the test was repeated on the 42nd 
day after the onset of illness when all erndences of 
liver dysfunction had disappeared and she had long 
abstained from the drug. Available folloiv-up infor¬ 
mation failed to clarify whether this hyperglycemia 
and abnormal glucose tolerance were transient or 
persistent. No similar data have been obtained thus 
far since her discharge. At no time did random 
urine samples reveal glycosuria, either during the 
illness or in the follow-up period. There was no 
diabetic history prior to the illness and no famil}' 
history of diabetes. In preparing our paper we svere 
at first struck by die apparently frequent occurrence 
of diabetes mellitus in reported cases of clilorpro- 
mazine-induced hepatitis as well as in patients we 
had previously observed, but when these v'ere 
actually counted we could find no greater incidence 
than chance would explain. It is for that reason diat 
we concluded that the diabetes mellitus was an 
independent coincidental finding. 

Sidney Leibowitz, M.D. 

15 W. 54th St. 

New York 24. 

HYPERURICEMIA 

To the Editor:—I have read with interest die paper 
on the relationship of hyperuricemia to hypercho¬ 
lesteremia and acute myocardial infarction by Kohn 
and Prozan (}. A. M. A. 170:1909-1912 [Aug. 15] 
1959). The authors implied that the hyperuricemia 
seen in their patients was a hereditary defect and 
gave no information as to other possible causes of 
hyperuricemia in this group. Hyperuricemia may be 
due to several causes odier than heredity. The most 
common is chronic renal insufficiency. It would be 
of great interest to learn the frequency of blood 
urea nitiogen elevation among the 50 patients re¬ 
ported on in this paper. Also information should 
be given as to the possible presence of blood dys- 
crasias that are associated with hyperuricemia 
(Talbott: Medicine 38:173 [May] 1959; Gutman: 
Ann. Int. Med. 39:1062 [Nov.] 1953). Finally, in 
a group of patients with acute myocardial infarc¬ 
tion, it is possible that some were receiving 
chlorothiazide for either congestive heart failure 
or hypertension. Laragh and others {}. A. M. A. 
166:145-152 [Jan. 11] 1958) have shown diat this 
drug causes uric acid retention. Even if none of 
diese factors is operative in the patients reported on 
by Kohn and Prozan, such negative information is 
important and should have been included in the 
paper. 

Stanley L. Wallace, M.D. 

1122 Ocean Ave. 

Brooklyn, N. Y. 
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COLLECTING OF MUSICAL BOWS 

When a Frenchman named Frangoise Tourte 
perfected the art of bowmaking in the late 1700’s, 
he introduced into the musical world a device that 
has become the magic wand of many musicians. 
Everj’one knows that the violin, the best known 
and mostly widely used of all string instruments, 
requires a bow, which is usually a curved stick 
about 27 in. long, containing about 150 horsehair 
threads stretched from the tip to an adjustable 
frog. The musical tones of the violin are made by 
pulling the bow back and forth over the strings. 
It was Tourte who lengthened the bow, reversed 
its curve, and made it lighter and more willowy 
than the earlier types of bows had been. The first 
bows were curved like the weapon of the same 
name. The bow probably originated in the Orient, 
and was introduced to Europe during the Crusades. 

The earliest use of bows on stringed instruments 
is shrouded in mystery. Whether a stringed instru¬ 
ment was first played by plucking or bowing is 
still undetermined, although it is generall)' main¬ 
tained that plucking had precedence. Ancient Per¬ 
sians always plucked their instruments, while some 
of the Asiatic peoples such as the mountain and 
island dwellers of India “bowed” their instruments. 
It was not until the Persians eventually came into 
contact with other races that they became ac¬ 
quainted with the use of the bow. In like manner, 
the inhabitants of the shores of the Mediterranean 
Sea learned to pluck their instruments, while the 
Gothic peoples, chiefly Germanic in origin, identi¬ 
fied their urge for musical expression with the use 
of the bow. The earliest bow, which dates back 
to about 1000 A. D., resembles a branch; it ap¬ 
pears as a pliable reed held in a bent position by 
threads, strings or horsehair, tied at each end. 

It was not until the 17th century, when the 
violin evolved into its present form, that more ac¬ 
curate and definite information about the bow 
was introduced. Hemy Saint-George, author of 
“The Bow,” has this interesting comment to make: 
“I wonder whether violinists often realize when 
they take up a bow how many remote parts of 
the earth have contributed to tin's little magic 
wand! Wood from the West, ivor^' from the East, 
mother of pearl from the sea, gold or silver from 
eastern, western, or it may be Antipodean mines; 
and when we add thereto the hair from the horse’s 
tail, and we levy a tax upon the tliree kingdoms, 
vegetable, animal and mineral, to minister to our 
enjoyment.” As for construction of the bow, the 
greatest concentration of precious wood employed 
in making fine bows is found in the forests of 
Pernambuco, one of the coastal regions of Brazil. 
In addition to the utilization of Pernambuco wood 
and brazilwood, the woods probably most com¬ 
monly used in bow-making are derived from beech 
and snakewood. The markings one sometimes sees 


on bows, wherein the grain resembles the splotches 
or rings of a snake, identify the source of material. 
Ebony is still another type of wood employed in 
the construction of a bow, but this is second in im¬ 
portance to Pernambuco wood, which is often se¬ 
lected because of its hardness and its ability to 
resist wear. 

Many doctors have become collectors of bows 
used in conjunction with the violin, viola, violon¬ 
cello, and double bass. The hobby frequently con¬ 
sists in selecting bows that were built many gen¬ 
erations ago right down to those constructed at 
the present time. As in the case of the hobby oi 
collecting valuable paintings, a bow made by a 
good maker, in excellent condition, with perfect 
mountings, and possessing a fine playing quality 
becomes a valuable possession. Prices commanded 
by bows depend on construction, craftsmanship, 
and design. Collectors are known to look for fine 
bows all over the world. They seek a graceful 
tapering of the stick, the proper length, elasticity 
and fle.vibility, the precise balance of size and 
weight of head and frog, the proper method of 
fastening the hair with ferrule and slide at the frog 
so as to hold it in a flat ribbon, the exact fitting 
of frog to stick. Each one of these details in a 
bow is conceived and executed with meticulous 
care, exactness, and artistry. 

Doctors do not necessarily have to be accom¬ 
plished musicians themselves in order to appreciate 
the considerable artistry that goes into the making 
of a superb bow. IVhen purchasing a bow as a col¬ 
lector-hobbyist or a musician or both, it is well 
to investigate the condition of the bow, with atten¬ 
tion paid to certain details; for example, the pres¬ 
ence or absence of cracks in the head, tip, shaft, 
and frog. Indeed, the stick should be straight and 
devoid of bad knots or other imperfections, while 
the frog should sit closely and accurately to the 
stick. Since an increasing number of people have 
evinced growing interest in bows in recent years, 
the value of a bow as a work of artistic construc¬ 
tion and as an important musical-playing adjunct 
has become more widely recognized. More expert 
concern, as a result, has developed among dealers, 
musicians, connoisseurs, and collectors. 

The cost of a fine bow, made by an “old master, 
has like all other items in our economy, mounted 
At the beginning of the 20th centiuy seven e.vce!- 
lent bows by Franqoise Tourte commanded a cata¬ 
logue price ranging from $125 to $300. Today, a 
good Tourte bow is rarely offered for sale, and 
even when it is obtainable the price is at a pre¬ 
mium. Similar high prices hold true for bows made 
by such fine makers as Vuillaume, Dodd, Lupof 
Eury. and Voirin. Fine e-xamples of their work are 
scarce, yet at the same time they are more ap¬ 
preciated, since appreciation of fine construetjou 
has grown. The increased scarcity of exceeding*) 
fine bows is due to the fact that some of tneffl 
have been broken over the years, while others hare 
been damaged bey'ond repair. 
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Posh’iral Myopericarditis Associated with the In¬ 
fluenza Virus; Report of 8 Cases. C. W. Adams. 
Am. J. Cardiol. 4:56-67 (July) 1959 [New York], 

During the influenza epidemic of 1957-1958 the 
author observed 8 patients with acute “nonspecific” 
pericarditis, who had a fourfold rise of serum anti¬ 
bodies against the influenzal virus. The latent period 
of one or more weeks between the acute influenzal 
attack and tlie pericarditis suggests tliat an allergic 
or a h)'persensiti\'ity mechanism is involved. The 
laboratory evidence demonstrated in 5 cases the 
tj'pe B (Great Lakes) influenza virus; in 2 cases 
botli t)fpe A (Japanese) and tj'pe B viruses; and in 
1 case the type A virus. Acute "nonspecific” peri¬ 
carditis is not necessarily “benign,” as it is fre¬ 
quently associated with myocarditis, pericardial 
effusion, pleurisy, pleural effusion, and pneumonia. 
These features may be more appropriately desig¬ 
nated as acute myopericarditis. 

Seven of tlie 8 patients presented were males. 
One patient was a woman in whom the pericarditis 
occurred at the time of delivery and during the 
postpartum period. For many years, instances of 
“postpartal heart disease” have been reported 
without a previous history or clinical findings of 
heart disease. In fatal cases, the myocardium has 
shown moderate infiltration of lymphocytes and 
macrophages. It has been pointed out that “post¬ 
partal heart disease” is probably not due to a spe¬ 
cific entity or even necessarily related to pregnancy 
or the puerperium, but may be related to one of a 
number of different etiological agents. All patients 
with “postpartal heart disease,” atypical myocardial 
infarction, or acute “nonspecific” pericarditis should 
be carefully evaluated for the recent presence of 
viral diseases as a possible cause of die cardiac 
difiiculty. The hemagglutination inhibition influen¬ 
zal antibody titer determinations are recommended 
in all cases of acute “nonspecific” pericarditis in an 
effort to further classify these cases. The history 
and the clinical and laboratory findings in these 
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8 cases of “nonspecific” pericarditis suggest that 
this cardiac disorder is, in fact, a myopericarditis, 
and the term “postviral myopericarditis” is sug¬ 
gested in preference to acute benign “nonspecific” 
or “idiopadiic” pericarditis. 

Effects of Lanatoside C on Cardiovascular Hemo- 
Dynamics: Acute Digitalizing Doses in Subjects 
with Normal Hearts and with Heart Disease With¬ 
out Failure. D. T. Dresdale, Y. Z. Yuceoglu, R. J. 
Michtom and others. Am. J. Cardiol. 4:88-99 0uly) 
1959 [New York]. 

Patients with heart disease but not in failure 
are frequently considered for prophylactic digi¬ 
talization prior to major surgery or other types of 
unusual stress. If no deleterious effects on the 
cardiovascular hemodynamics are demonstrated, 
such therapy might well be justified. This report 
presents the early effects of lanatoside C on the 
cardiovascular hemodynamics in 11 patients stud¬ 
ied by the technique of right heart catheterization. 
Seven of the 11 patients had normal hearts, and 
the other 4 patients had heart disease without clin¬ 
ical or hemodynamic evidence of heart failure. 
Lanatoside C in full therapeutic doses caused no 
significant changes in cardiac output, heart rate, 
systemic venous, right ventricular systolic, and 
pulmonary artery pressures. The systemic arterial 
pressures and resistances similarly were not appre¬ 
ciably affected. In 2 of 8 cases, there was a slight 
fall in the right ventricular end-diastolic pressure, 
and in 5 of 6 cases tliere was a slight fall in right 
auricular pressure. Interpretations of the presented 
data were made on the basis of control studies, but 
it is pointed out that tliere are difficulties in inter¬ 
preting the changes in cardiac output in this type 
of study. 

The problem of whether prophylactic digitaliza¬ 
tion is useful in patients with heart disease but 
not in heart failure was not solved by this study. 
Nevertheless, it is felt that these patients can be 
digitalized without fear of decreasing cardiac out¬ 
put or producing unfavorable changes in blood 
pressure. 

Heart Disease and Influenza. G. Bourne and J. 
Wedgwood. Lancet 1:1226-1228 (June 13) 1959 
[London], 

The authors present observations on 14 patients, 
observed during the 1957 epidemic of influenza, in 
whom influenza appears to have been the cause 
of cardiac disability. Auricular fibrillation was pre- 
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cipitated in 8 patients, and auricular flutter in 1. 
Symptoms of coronary artery disease Were initiated 
in 2 patients. Two other patients with angina of 
effort due to coronary artery disease, who were 
being studied by serial exercise tests, became worse 
after an attack of influenza. Their angina became 
more severe, and objective evidence of deteriora¬ 
tion was obtainable from exercise tests. Finally, in 
one patient influenza seems to have caused an 
inversion of the T wave in the left ventricular 
leads, but this reverted to normal during conva¬ 
lescence. 

After describing the case histories of the 14 pa¬ 
tients, the authors point out that in 4 of the 8 
patients uuth auricular fibrillation there was no 
ewdence of any other cardiac abnormality; in the 
other 4 the electrocardiogram revealed signs of an 
underlying myocardial defect. In the patient with 
amricular flutter the abnormal rhythm seemed to 
be due entirely to the acute influenzal infection. 
Influenza appeared to initiate angina bf effort in 
2 of the 4 patients with coronary symptoms, and to 
accentuate the ischemic state in 2. In these latter 
2 patients influenza also increased the electrocardio¬ 
graphic abnormality. In the last case the long his¬ 
tory of premature beats, and later of paroxysmal 
tachycardia, pointed to some chronic but slight 
cardiac abnormality. Thus, in 6 of the 14 patients 
influenza would seem to have caused definite 
cardiac complications, and in tlie other 8 to have 
brought tliem to the surface. The ages of the pa¬ 
tients, ranging from 47 to 70 years, witli an average 
of 57, suggest that in all of them tlie heart may 
not have been perfectly normal. Influenza appears 
to have a definite, although transitory, toxic effect 
upon the myocardium. 

The Incidence of Arteriosclerotic Heart Disease 
Among Cirrhotics. J. B. Berrios and R. C. Rod¬ 
riguez. Bol. Asoc. med. Puerto Rico 51:205-211 
(June) 1959 (In English) [Santurce]. 

The material for this study was selected from 3 
sources: records of 1,276 autopsies performed at 
the Bayamon District Hospital in Santurce, Puerto 
Rico, during the period 1955-1958, and records of 
2 groups of patients treated at the same hospital. 
Five groups of subjects were studied. Group 1 
comprised 66 cases in which tlie cause of death 
had been arteriosclerotic heart disease. The aver¬ 
age age of die patients at death was 66.5 years. 
There was no record of Laennec’s disease among 
these cases. Group 2 comprised 9 cases in which 
the cause of death had been Laennec’s cirrhosis. 
The average age of tlie patients at death was 41.5 
years. There was no record of arteriosclerotic heart 
disease among diese cases. Group 3 comprised 100 
records of autopsies -taken at random. There were 
20 cases in which arteriosclerotic heart disease had 
been the cause of death, and among them only 


one patient had also had hepatic cirrhosis. Group! 
was composed of 84 patients with the clinical diag. 
nosis of cirrhosis of the liver. The mean age in tliis 
group was 52.5 years. Nine patients (10.7%) in this 
group had also arteriosclerotic heart disease. Group 
5 was composed of 50 patients taken at random 
from among those who had been given a diagnosis 
of arteriosclerotic heart disease at the Bayamon 
District Hospital. The average age in this group 
was 67.8 years. None of these patients had con¬ 
comitant hepatic disease. 

Comparing the respective incidences of the two 
diseases in the groups under study, it was found 
that the incidence of arteriosclerotic heart disease 
in the groups with a diagnosis of hepatic cirrhosis 
(10.7%) was much lower than the percentage of 
incidence in the general Puerto Rican population 
(25%). This finding also tends to show that cirrhosis 
of the liver may protect the patient against athero¬ 
sclerosis. This “protection" is attributed to the 
changes in lipid metabolism which take place be¬ 
cause of diffuse parenchymal hepatic disease, with 
consequent lowering of plasma cholesterol and 
phospholipids. If the findings in tliis study are 
corroborated, they may also e.xplain tlie low inci¬ 
dence of atherosclerosis among the Oriental and 
Bantu populations who have a high incidence of 
liver disease. 

Cytological Diagnosis of Sputum with Feulgens 
Test in Cancer of the Lung: Note II. G. Angrisani, 
G. Curzio and S. Musella. Acta med. ital. 13:151-158 
(June) 1958 (In Italian) (Rome]. 

Early morning sputum derived from spontaneous 
cough of 50 patients with pulmonary disease was 
subjected to Feulgen’s test. Thirty-foiu patients 
had or were suspected of having pulmonary carci¬ 
noma, 12 had pulmonary abscess, and 4 had bron¬ 
chiectasis. Feulgen’s test was positive in 31 of the 
34 patients with pulmonary carcinoma. The authors 
believe that in the other 3 patients the anatomic 
location of the tumor was responsible for tlie neg¬ 
ative results. A round-shaped neoplastic mass at 
the base of the superior right lobe was seen on 
roentgenographic examination in 2 of these pa¬ 
tients, but cytological examination, which was re¬ 
peated 5 times, alwaj's gave negative results- 
Anatomic examination of tlie lung after surgica 
removal showed an intraparencliy'matous tumor 
formation, small in size, with no lesion of the 
large and meditQii bronchi. Only a small bron¬ 
chial branch, closely connected witli tlie penp 
eral area of the neoplastic tissue, presented lig't 
ulceration of the mucosa and infiltration of t e 
otlier layers. No other significant histological in¬ 
volvement of any bronchial lumen was present m 
these 2 patients. The third patient had a bronchia 
adenocarcinoma. Histologically' the adenocarcino- 
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matous proliferation did not in\'ade the broncliial 
surface; the bronchial mucosa covered the tumor 
that protruded into the bronchial lumen. In this 
patient, too, the authors believe that the negative 
results of the cytologica! test may have been due 
to the absence of neoplastic e.vfoliative cells in the 
bronchial lumen. 

Carcinoma was discovered through Feulgen’s 
test in 4 of the other patients who on roentgenologic 
e.'camination had presented a pulmonary suppura¬ 
tion. The authors point out that a good feature of 
Feulgen’s test is that it eliminates the most serious 
errors due to false positivity. Negative results of 
the test in patients with carcinoma of the lung ma\' 
be connected with the process of exfoliation of the 
tumor, or they may be the result of a transient 
occlusion of the air passages, clogged with mucus, 
which is likely to occur in cases of regional in¬ 
flammation. 

Pneumonia in the Aged. ]. C. Gerrits. Nederl. 
tijdschr. geneesk. 103.T109-1112 (May 2.3) 1959 (In 
Dutch) [Amsterdam]. », 

The clinical course of pneumonia has become 
milder. Particularly in elderly persons it frequently 
takes a milder, atypical course, but it nevertheless 
may terminate in death. Staphylococcic pneumonia, 
so often observed in the course of influenza epi¬ 
demics, takes a definitely atypical course. Among 
69 pneumonia patients in whom the autlror made 
bacteriological studies, 39 had pneumococcic pneu¬ 
monia, 15 had a mixed bacteriological flora, 4 had 
pneumonia due to Staphylococcus aureus, and the 
remaining 11 patients had mostly Hemophilus in¬ 
fluenzae and Streptococcus organisms. 

The author is concerned with studies on the 
duration of pneumonia, which he investigated in 
313 patients who were observed from July, 1955, 
to July, 1957, at 2 Amsterdam hospitals (170 re¬ 
ceiving hospital treatment, and 143 being observed 
at the polyclinic). Since observations on younger 
patients had demonstrated that resolution of the 
pneumonic process is usually complete within one 
month, the author classified the patients not only 
with regard to age but also according to the time 
elapsed between onset and recovery. Fifty-rivo of 
the patients died, all but 5 of the deaths involving 
persons over 50 years of age. Disorders of circu¬ 
lation and respiration were frequent in the patients 
who died, but the nature of the causative organism 
apparently was of no importance. In 154 of the 
261 surviving patients, the course was prolonged 
beyond one month. Retardation of recovery was 
especially frequent in patients over 50. In this 
age group recovery required more than a month 
in 75% and more than 2 months in 32% of tire 
patients, whereas in patients under 20 the com¬ 
parative percentages were 32 and 12%. Delayed 
recovery was chiefly due to respiratory disorders 


(Jrronchitis, asthma, or emphysema) or to circula¬ 
tory disorders (myocardial degeneration, arterio¬ 
sclerosis, and mitral stenosis). 

The Treatment of Allergy to Ragxveed Pollen by 
Means of a Single Annual Injection of Emulsified 
Pollen Extract: VI. Discussion of Results, Relation¬ 
ships and Some Miscellaneous Factors. E. A. Brown, 
Ann. Allergy 17:358-379 (May-June) 1959 [St. Paul]. 

During tlie year 1958 Brown treated 1,029 pa¬ 
tients who had disorders caused by allergy to rag- 
^weed pollen. Of these, 344 received either from 
him, or under his supervision, standard pollen ex¬ 
tract prepared in isotonic sodium chloride solution 
and given according to the multiple visit type of 
injection program. (Observations on the 344 pa¬ 
tients will be presented in a separate report.) The 
other 685 patients were treated with a single pre¬ 
season injection of an emulsified pollen extract, 
the emulsifying agent consisting of 1 ml. of Falba 
and 1.5 ml. of mineral oil (liquid peti'olatum) for 
0.5 ml. of pollen extract. Falba is an emulsion 
stabilizer which (according to Loveless) contains 
beeswax, paraffin oils of varying viscosities, and oxy- 
cholesterins extracted from lanolin. Atreol no. 9 
U.S.P. is a light mineral oil. The 685 patients were 
subjected to a special study in order to establish 
the efficacy of the emulsified extract. Some of these 
patients had seasonal pollen asthma and others had 
both hay' fever and asthma. In appro.ximately half 
of the population (335), the disorder had been 
present for up to 10 y'ears, and in 218 more for 
11 to 20 years. 

Sy'mptoms of some type were observed during 
the ragweed pollen season in 113 of the treated pa¬ 
tients, but in only 56 of these could e.xposure to 
pollen alone be incriminated. In another 57, an 
allergen other than pollen, acting alone or cumu¬ 
latively with ragweed pollen or other allergens or 
pollens, resulted in sy’mptoms which . occurred 
during the period of ragweed pollination. The 
symptoms observed occurred in patients who, by’ 
intracutaneous and conjunctival tests, had re¬ 
sponded with wheals, pseudopodia, and flares to 4 
different test levels. They were treated with doses 
which were based on the arbitrary assumption that 
the tests indicated the amount of pollen extract to 
be injected. There was evidence that in the 35 
patients treated before May 1, and in the 23 
others who took their injections after August 1, 
sy’mptoms were noted with greater frequency. But 
no matter when the injection was given, the pa¬ 
tients who received smaller doses apparently did 
not do as well as the others. This may be a result 
of the small dose injected, or else du^ to the fact 
tliat it takes less exposure to pollen for such pa¬ 
tients to respond wth symptoms. For the following 
year, some such patients will receive the same 
dose (booster principle), some higher doses (liigher 
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dose-higher protection principle), and some, a less 
denaturalized pollen extract (incomplete protection 
principle). 

The patients who reported for treatment after 
August 1 could not have been treated at any other 
time, but for 1959 they will be given injections on 
dates earlier in the year. The patients treated before 
May 1 will be given their injections at a later date. 
The patients allergic to other pollens will be given 
protection for both. All patients presenting symp¬ 
toms (without exception) did better than they had 
done for the previous year, which was one of lesser 
pollination. But in 113 patients some s)'mptoms, 
whether mild or subjective, were noted; 56 of these 
were treated with dexamethasone, and some of 
the others with mild antihistaminic agents. In the 
remaining 572 patients treated by means of a single 
injection of emulsified extract, there were no 
symptoms whatsoever. From the results seen, it 
can tentatively be concluded that the emulsion 
injection treatment represents a major break¬ 
through in the treatment of human pollinosis. 

The Allergic Nature of Essential Hypertension. 
A. F. Coca. J. Appl. Nutrition 12:69-70 (no. 2) 1959 
[Los Angeles]. 

Coca challenges the definition of the term “al¬ 
lergy” as “an abnormal state caused by the specific 
interaction of antigen and antibody in a susceptible 
tissue or organ.” The antigen-antibody mechanism 
was assumed to exist in all conditions of specific 
sensitivity even when sensitizing antibodies could 
not be found. It has been adhered to despite the 
fact that it was disproved by the observation that 
most adult patients fail to give satisfactory skin 
reactions to allergenic foods (allergic antibodies 
being absent). Gay, who was the first to identify 
essential hypertension as a manifestation of specific 
sensitivity, emphasized that skin testing, although 
valuable in inhalant allergy, is not a reliable diag¬ 
nostic method in food allergy, as there is a high 
percentage of false-negative and false-positive 
reactions. He based food testing on Vaughan’s 
“postdigestive leukocyte response,” the so-called 
leukopenic index. Gay also adopted specific tachy¬ 
cardia, the pulse test, as a criterion of an allergic 
reaction, and later defined it as the method of 
choice for the study of all manifestations of food 
allergy, including essential hypertension. 

Treatment of Respiratory Acidosis. O. Storstein, 
T. Elg\'in and R. Rokseth. Tidsskr. norske laegefor. 
79:667-673 (June 1) 1959 (In Norwegian) [Oslo]. 

In chronic diffuse pulmonary diseases, destruc¬ 
tion of larger amounts of lung tissue and insufficient 
ventilation of the ah'eoli will make the lungs un¬ 
able to renew the blood gases. Anoxemia and hyper¬ 
capnia result. Anoxemia is, as a rule, the first sign 
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of pulmonary failure. Later the carbon dio.vidf 
content in the arterial blood also increases, and 
respiratory acidosis occurs. The reduced arterial 
oxygen saturation causes a central cyanosis. In 
the chronic cases described, the narcotic effect oi 
carbon dioxide becomes evident. The important 
basic disease is emphysema due to chronic bron¬ 
chitis, and the acute deficiency is often precipitated 
by an acute infection. Two of the 6 patients re¬ 
ported on had acute pneumonia; 4 had cot 
pulmonale. The results of blood gas analyses were 
decisive for diagnosis and treatment. All the pa¬ 
tients were given oxygen, usually by nose catheter. 
In case of doubt as to the possible harmful effects 
of oxygen, it was giv'en by nose catheter in a weak 
stream for half an hour followed by an hour’s 
pause; if no tendency to hypoventilation was seen, 
the stream was increased. 

It is important for the physician to be aware 
of the possibility of hypoventilation and carbon 
dioxide narcosis and to be ready to administer 
some form of artificial respiration in patients with 
alveolar hypoventilation. Increased carbon dio.ude 
accumulation leads to increasing carbon dio.xide 
narcosis, and the patient dies. If the carbon dio.\ide 
excess can be removed by increased lung ventila¬ 
tion and the patient can be brought to a norma! 
carbon dioxide pressure in the arterial blood, his 
respiratory center will react normally to carbon 
dioxide stimulus, and he will be free from symp¬ 
toms for months and years. Tire disastrous effect 
of oxygen and morphine is shown in the first case 
reported; the patient fell into a coma after the 
combined administration and died within a fe"’ 
hours without being given artificial respiration. 
Two patients died of cor pulmonale. 

Acute Promyelocytic Leukemia: Study on 20 Ob¬ 
servations. J. B. Mathe, J. Boulay, B. Ceoard and 
J. Ghome. Schweiz, med. Wchnschr. 89:604-605 
(June 6) 1959 (In French) [Basel, Switzerland]. 

The authors report clinical, hematological, and 
anatomic observations made during tire last -v 
years in 20 patients with acute promyelocytic leC' 
kemia. The ages of the patients ranged from 1 
months to 75 years, but the majority of tliem were 
less than 20 years old. The onset of the disease 
in these patients was sudden, and the course 
was short. The disease was characterized by the 
infrequent occurrence of lymph node or splcc" 
enlargement and by the frequency of hemorrhagic 
manifestations related not only to thrombocyto¬ 
penia but also to accelerated fibrinolysis. All the 
patients showed, besides extensive hemorrhagic 
manifestations, severe anemia resulting in tach) 
cardia, dyspnea, or cardiovascular disturbances. 
Adenopathies were present in 10 of tire 20 pafients, 
and manifestations referable to the bones in tj’ 
ilammation of the nasopharynx with a fibrinoi 



Vol. 171, No. 10 


MEDICAL LITERATURE ABSTRACTS 


2 . 31/1407 


necrotic reaction was present in one patient, and 
necrosis of tlie wing of tlie nose in another. Fever 
was present in all the patients at the time of ad¬ 
mission to the ho.spital. The results of the e.xamina- 
tion of the bone marrow were characterized in all 
the patients by a hyperplasia of promyelocytes 
associated with a general increase in cells. The 
patients were treated with cortisone or other ster¬ 
oids, but, e.xcept for one patient who had a transient 
remission, the course of the disease was rapidly 
progressiv'e, and the patients died. Promyelocytic 
leukemia and myeloblastic anemia can easily be 
differentiated by the cytologist, whereas a differ¬ 
ential diagnosis between acute promyelocytic leu¬ 
kemia and a certain bone marrow aplasia in which 
the bone marrow shows an increase in the number 
of promyelocytes is more difficult to establish. Ana¬ 
tomic lesions found at autopsy are on the basis 
of promyelocytic hyperplasia, infiltration of the 
viscera with these cells, and hemorrhagic phe¬ 
nomena. 

Further Observations on the Combined Cortisone- 
Antibiotics Therapy for Infectious Diseases; in 
Particular, the Therapy with Intravenously Admin¬ 
istered Cortisone. R. Scalabrino. Minerva med. 
50:1578-1588 (May 23) 1959 (In Italian) [Turin. 
Italy]. 

The author reviews his e.vperience with the com¬ 
bined preparation of hydrocortisone sodium suc¬ 
cinate, corticotropin (ACTH), and antibiotics in 
the treatment of certain infectious diseases. Hydro¬ 
cortisone and ACTH are administered intrave¬ 
nously. The combined preparation can reduce the 
mortality rate in the following conditions: certain 
severe infectious diseases characterized by a high 
degree of hyperergia and toxicity and accompanied 
by marked neuroendocrinic stupor; diseases in 
which tlrere is a considerable degree of involve¬ 
ment of the adrenals, such as the Waterhouse- 
Friderichsen syndrome, highly acute sepsis in 
childhood, and the adrenal variety of brucellosis; 
acute episodes of asthma associated with insuffi¬ 
ciency of the right ventricle; cerebral apoplexy: 
surgical shock and in bilateral adrenalectomy; in¬ 
fections or severe traumatic “stresses” which de¬ 
velop in the course of long-term cortisone therapy; 
some varieties of blood disease; and the acute 
phases of rheumatic and collagenous diseases. The 
combined preparation can also shorten the course 
and attenuate the toxic effects of sepsis in older 
persons. An additional advantage in administering 
hydrocortisone intravenously is to produce imme¬ 
diate effects, whereas those produced by other 
routes are slower. The author suggests de'ereasing 
the dosage of hydrocortisone, although no standard 
rule can be set regarding the dosage and duration 
of treatment with the combined preparation. 


Epidemic Hemorrhagic Fever Investigation in the 
T’uliho Area, Inner Mongoh'a, and Clinical Study 
of 104 Cases. F. H. Ch’iu, T. C. Hou, P. S. Huang 
and others. Chinese M. J. 78:515-531 (June) 1959 
(In English) [Peking]. 

During an epidemic outbreak of acute infectious 
disease in the T’uliho area of Inner Mongolia in 
1955, the authors observed 198 patients who had 
been given a preliminary diagnosis of epidemic 
hemorrhagic fever. The diagnosis was confirmed 
in 80 typical and 24 atypical cases that constitute 
the subjects of this report. Of the typical cases, 68 
patients were men and 12 were women; they in¬ 
cluded all ages, with a predominance of young 
adults. In 60% of the typical and 75% of the atyp¬ 
ical cases the patients were in the 20-to-39-yeai' 
age bracket. Although the clinical manifestations 
of this disease vary tremendously, the course of the 
typical cases was marked by the succession of 5 
phases, which are designated, aecording to signs 
and symptoms predominating in each, as febrile, 
hj'potensive, oliguric, diuretic, and convalescent. 
The basic pathological changes in epidemic hemor¬ 
rhagic fever are extensive damage and dilatation 
of the capillaries and increased fragility and per¬ 
meability of the capillary walls, with consequent 
hemorrhages and plasma transudation, fall of blood 
pressure, hemoconcentration, and several compli¬ 
cating pathophysiological changes. According to 
die data collected by the team of specialists who 
made a coordinated study of the T’uliho outbreak, 
a virus is possibly the causative agent; wild rodents 
are the most likely reservoir hosts, and mites the 
vectors. 

No specific treatment has yet been found for 
epidemic hemorrhagic fever. Antibiotics were ad¬ 
ministered to die patients in the T’uliho outbreak 
without any noticeable effect. The general man¬ 
agement of the cases reported here consisted of 
isolation of the patients during the first 10 days of 
the illness; disinfection of blood and urine speci¬ 
mens; a diet high in carbohydrates and vitamins, 
low in protein and salt; treatment of the specific 
symptoms and complications as they occurred in 
the individual cases. Of the 80 typical cases stud¬ 
ied, 71 patients recovered. The main causes of 
death in the 9 fatal cases were shock, uremia, and 
acidosis. All the patients widi atypical epidemic 
hemorrhagic fever recovered. Follow-up studies 
were carried out in 95 cases for 1% to 2 months 
after recovery. In 9 patients symptoms of the 
diuretic phase were still present, and a few patients 
still suffered from mild headache, dizziness, and 
weakness. The authors call attention to the need 
of differentiating epidemic hemorrhagic fever from 
other acute febrile infections, blood disorders such 
as herriorrhagic and allergic purpura, and kidney 
diseases. The differential diagnosis is estabh'shed 
by etiological and serologic studies. 
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Functions of Testes and of Adrenal Cortex in Acute 
Hepatitis and Cirrhosis of the Liver. H. Voegt and 
O. Weller. Deutsche med. Wchnschr. 84:1093-1096 
(June 12) 1939 (In German) [Stuttgart, Germany]. 

Men with cirrhosis of the liver, often show signs 
of androgen deficiency. Not only is there a reduc¬ 
tion in body hair, but the external genitalia de¬ 
crease in size, potency and libido decrease, and 
gynecomastia may develop. The authors investi¬ 
gated the hormonal and spermatogenic functions 
of 8 men with cirrhosis of the liver and of 10 men 
with severe acute hepatitis. The results of the tests 
in these patients were compared with those in 
healtliy men. It was found that in the presence of 
acute or chronic damage to the parenchyma of the 
liver the hormonal and spermatogenic functions of 
the testes decrease. The reduction is more marked 
in cirrhosis than in hepatitis. The duration of hepa¬ 
titis determines the degree of abnormal testicular 
function. The testicular insufiiciency is due to the 
fact that the anterior pituitary produces less gon¬ 
adotropin, and this, in turn, is caused by an increase 
in circulating estrogens and a fall in amino acids 
and vitamins as a direct result of the liver damage. 
After the acute hepatitis regresses, the secondary 
hypogonadism subsides, and the testicular functions 
return to normal. 

Urinary aldosterone excretion is increased to 2 
or 3 times the normal value in acute hepatitis and 
compensated cirrhosis. In decompensated cirrhosis 
of the liver the urinary aldosterone excretion rises 
further after the ascites fluid is removed by para¬ 
centesis. The concentration of the Porter-Silber 
chromogens in plasma and urine is greatly reduced 
in patients with hepatic cirrhosis. In severe acute 
hepatitis there are no definite abnormalities in the 
17-hydro.\ycorticoids. Functional tests of the ad¬ 
renal cortex by means of injections of corticotropin 
(ACTH) indicate that the hypocorticoidism is sec¬ 
ondary, that is, it results because the liver disease 
diminishes the formation of corticotropic hormone. 

Primary Carcinoma of Liver. M. Joselevich and Z. 
Markus. Prensa med. argent. 46:173-177 (Jan. 16) 
1959 (In Spanish) [Buenos Aires]. 

Two patients, 77 and 54 years old, respectively, 
with primary carcinoma of the liver u'ere observed. 
The symptoms appeared in one 2 months and in 
the otlier 3 weeks before hospitalization. Both pa¬ 
tients complained of marked weakness, hj'pochon- 
driasis on the right, epigastric and hemithoracic 
pain, rapidly progressive hepatomegaly, loss of 
weight, gastrointestinal disorders, and ascites which 
was of fibrinous type in one patient and hemor¬ 
rhagic in tlie odier. In the first patient, the symp¬ 
toms were those of cirrhosis of the liver mtli 
jaundice and fever. A clinical diagnosis of hyper¬ 
trophic cirrhosis of tlie liver was made. The disease 
followed a rapid course witli final hepatic coma. 


The patient died 17 days after hospitalization. An 
autopsy showed massive primary carcinoma of tlie 
liver (originating in the intralobular bile canaliculi) 
and metastases to the regional lymph nodes and to 
the kidney. In the second patient, the symptoms 
were those of a tumoral liver. Puncture biopsy of 
the liver showed hepatoma. No autopsy was per¬ 
mitted. 

The Kidney in Macroglobulinemia of Waldenstrom. 
P. Michon, G. Rauber, A. Larcan and F. Streiff, 
Presse med. 67:1267-1270 (June 24) 1959 (In French) 
[Paris], 

The authors studied 7 patients with macroglobu¬ 
linemia of Waldenstrom and reviewed 200 cases 
of this disease cited in the literature. The analysis 
showed that macroglobulinemia is frequently as¬ 
sociated with renal manifestations which are similar 
in many respects to those observed in patients with 
multiple myeloma and also in other pathological 
states, such as cryoglobulinemia and atypical dys- 
proteinemia. Laboratory findings in patients with 
macroglobulinemia of Waldenstrom may show mild 
azotemia, albuminuria, or variable globulinuria, 
and sometimes Bence-Jones albumosuria indicating 
subacute nephritis. The similarity in the clinical, 
biological, anatomic, and physiopatbological as¬ 
pects of these renal anomalies accompanying other 
major dysglobulinemias suggests that all should be 
classified in one group, i. e., as dysglobulinemic 
nephropathies. This new entity should be kept in 
mind in treating patients exhibiting certain forms 
of renal insufficiency, and the tests needed to estab¬ 
lish the diagnosis should be made. 

Kanamycin Treatment of Chronic Bronchitis. Jf- 
Hahnemann and I. Gragsted. Ugesk. Iseger 121:879- 
881 (May 28) 1959 (In Danish) [Copenhagen]. 

Twelve patients with acute flare-up of chronic 
bronchitis were treated with kanamycin; in most 
cases a disappearance of Pfeiffer’s bacilli was dem¬ 
onstrated, but there was no certain clinical improve¬ 
ment. Like other investigators, tlie authors found 
no renal or vestibular injury, but there was injuo’ 
of the auditory nerve in 3 cases. Kanamycin is 
considered unsuitable for the treatment of chrome 
bronchitis, especially in patients with reduced rena 
function. 


SURGERY 

Treatment of Tumors of the Parotid. R- 
Tidsskr. norske laegefor. 79:663-666 (June 1) 1°^ 
(In Norwegian) [Oslo]. 

Salivary gland tumors in the parotid are of con¬ 
siderable interest because of the high frequency 
of recmrence closely related to inadequately pc^ 
formed primary operation. Betiveen 150 and -w 
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such tumors occur in Norway annually. They are 
mainly salivary gland mixed tumors and are re¬ 
garded as potentially malignant due to their 
tendency to recurrence and later transition into 
malignancy. If the entire capsule, which consists 
of compressed parotid tissue, and a sufficiently 
large part of normal parotid tissue are not removed 
together with the tumor, there is danger of recur¬ 
rence from the capsule. Total parotidectomy would 
be ideal. Most frequently subtotal parotidectomy 
is done in the case of benign mixed tumors, with 
abundant resection at a good distance from the 
tumor. In malignancy most authors advise radical 
parotidectomy without regard to the facial nerve. 
Selective staining of the parotid gland with a meth¬ 
ylene blue solution is advantageous. From 1956 
to 1959, 22 operations for parotid tumor were per¬ 
formed at the Rikshospital in Oslo. The average 
duration of the tumors was 6 years—4% years for 
the benign tumors and 15 years for tlie carcinomas. 
The average age of the patients was 43 years. 
Women predominated. The tumors were almost 
twice as frequent on the left side. Local pain was 
present in the affected area in 7 of the 19 patients 
with benign tumors. Primary operation was done 
on 16 patients witli benign tumors, and 3 patients 
were operated on for recurrence after earlier op¬ 
eration, with subtotal parotidectomy in IS cases 
and enucleation of the tumor in 1 case. Two of 
the 3 patients with carcinoma were operated on 
radically; one patient refused operative treatment. 

Surgical Therapy of Strokes. F. R. Denman. Texas 
J. Med. 55:563-567 (July) 1959 [Austin]. 

Denman emphasizes that about 40% of the pa¬ 
tients with neurological syndromes simulating 
stroke have atherosclerotic occlusion of the internal 
carotid or vertebral arteries in the neck, rather than 
of the inaccessible intracranial vessels. Cerebral 
function depends upon a balanced arterial flow 
tlirough the 4 major cervical trunks and their intra¬ 
cranial branches. Atherosclerotic plaques develop¬ 
ing at points of origin of the internal carotid and 
vertebral arteries narrow the lumen and produce 
complete occlusion. Thrombo-occlusive disease of 
the cervical carotid or vertebral arteries is clinically 
characterized by rapidly or slowly progressive syn¬ 
dromes, featuring blindness and hemianopsia, 
aphasia, sensory and motor disturbances, convul¬ 
sion, coma, headaches, memory loss, and confusion 
or senile dementia. Three clinical syndromes may 
be recognized: 1, The onset may be explosive and 
result in the clinical pattern of a fully developed 
stroke. 2. There may be recurrent episodes of a 
very transient nature lasting from a few moments 
to hours and followed by complete or partial recov¬ 
ery for some time before a catastrophic event occurs 
which produces severe disability or death. 3. A 


slowly progressive course may be associated witli 
headaches, paresthesias, irritability, memory loss, 
and mental deterioration. 

The occurrence of any of the sj'mptoms should 
arouse suspicion of caroticovertebral stenosis or oc¬ 
clusion. Inequality of the carotid pulsations is sug¬ 
gestive. Absence of carotid pulsation in the neck 
indicates occlusion of the common carotid. The 
presence of a localized systolic murmur over the 
carotid bifurcation in the absence of a transmitted 
cardiac murmur indicates a partially occluding 
lesion. Of special usefulness in diagnosis is the 
measurement of retinal artery pressures bilaterally. 
The pressures are low on the side of carotid artery 
occlusion. Final diagnosis can be made only by 
angiography or direct exploration. Angiography 
should be carried out promptly in all patients svitb 
symptoms of cerebrovascular insufficiency, to deter¬ 
mine the exact anatomic distribution of vascular 
occlusion, if any, and to assess the status of die 
collateral circulation. 

Since the atheromatous lesions are essentially 
segmental in nature, they are amenable to arterial 
reconstructi\'e techniques. In general, 3 methods 
have been utilized: (1) thrombectomy and thrombo- 
endarterectomy; (2) resection and graft or direct 
union; and (3) bypass procedures by graft or end- 
to-side union of the external carotid to the internal 
carotid. All these methods have their application, 
but because exposure of the distal portion of the 
internal carotid artery is limited for graft purposes, 
thromboendarterectomy is frequently most feasible. 
If surgery is earned out before thrombosis becomes 
irremovable or brain damage becomes irreversible, 
excellent results may be obtained, and a significant 
number of patients will be salvaged. 

The Open Correction of Rheumatic Mitral Regurgi¬ 
tation and/or Stenosis with Special Reference to 
Regurgitation Treated by Posteromedial Annulo- 
plasty Utilizing a Pump-Oxygenator, K. A. Meren- 
dino, G. I. Thomas, J. E. Jesseph and others. Ann. 
Surg. 150:5-22 (July) 1959 [Philadelphia]. 

The authors of this report are concerned with 
the valvular involvement of rheumatic fever, which 
results in mitral regurgitation, alone or in combi¬ 
nation with stenosis. They describe certain relation¬ 
ships of the annulus-valve complex in the compe¬ 
tent and the incompetent mitral valve and clinical 
experiences in patients with mitral regurgitation 
and/or stenosis secondary to rheumatic fever. They 
also describe posteromedial annuloplasty, an opera¬ 
tive procedure found to be of value in the correc¬ 
tion of mitral regurgitation. Having performed the 
first successful operation utilizing annuloplasty in 
October, 1956, they report observations on 10 pa¬ 
tients: 4 uuth pure mitral insufficiency; 4 mth mitral 
insufficiency and/or stenosis; and 2 with mitral dis¬ 
ease and aortic insufficiency. As regards functional 
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capacitj' and clinical status, all 10 patients be¬ 
longed to either class 3 (the 4 with pure miti'al in¬ 
sufficiency) or to class 4 (the remaining 6). The 
operation was performed under direct vision with 
the aid of a pump-oxygenator. As experience has 
been gained and changes in equipment liave been 
made, permitting larger flows during bypass, the 
irostoperative convalescence has become similar to 
that of patients undergoing blind commissurotomy. 
The diminution in, and often the total absence of, 
all murmurs and the reduction in heart size, to¬ 
gether with the subjective and objective evidence 
of improvement, hav'e been most encouraging. 

Experience to date indicates that disabling pure 
mitral regurgitation is accompanied by a large left 
atrium, a mobile valve without calcium, and a 
dilated annulus. When the diameter or circumfer¬ 
ence of the atrioventiicular canal is reduced by 
posteromedial annuloplasty, regurgitation is cor¬ 
rected. The combined lesion of mitral stenosis and 
regurgitation is characterized by a mild to mod¬ 
erate enlargement of the left atrium, a badly de¬ 
formed valve with calcium, a shortening of the 
posterior cusp, and a mild to moderate dilatation 
of the annulus. After correction of the stenosis by 
commissurotomv', a limited posteromedial annulo¬ 
plasty may correct the associated regurgitation. No 
substitute for valve substance was attempted in 
this series. The simple maneuver of forcibly ele¬ 
vating the anterior and posterior cusps, grasped 
by clamps, proved invaluable in identifying the 
“chordal gate" for commissurotom)’. 

The authors call attention to maneuvers which 
tend to lessen the danger of air embolism. Packing 
the mitral valve area prior to the removal of atrial 
thrombi appears to be an aid in preventing the 
systemic embolization of fragmented clots. Thrombi 
were encountered only in pure mitral stenosis. The 
mortality of open mitral valve surgei)', while high, 
is approaching the risk of blind commissurotomy 
in patients of class 4 clinical status. However, the 
presence of aortic insufficiency, though of secon¬ 
dary hemodynamic importance to the mitral dis¬ 
ease, presently constitutes a more serious progno¬ 
sis. Both of the patients in whom mitral disease 
was associated with aortic insufficiency died, 
whereas one each of the other 2 groups of 4 died. 
Because of the seriousness of even minor degrees 
of aortic regurgitation, and the inability preopera- 
tively to distinguish between aortic and pulmonic 
insufficiency, a tie-tape is now routinely placed 
about the aortic root for control, if needed, in all 
cases. As this experience represents a learning 
phase in open surgery of acquired rheumatic valvu¬ 
lar disease, it is expected that, witli additional ex¬ 
perience, errors will be avoided and the risk in 
futtire operations null be less. 

In an addendum the authors state that, since 
submission of this paper, 21 patients have been op¬ 
erated on, and this additional experience supports 


the validity of posteromedial annuloplasty. Best le- 
sults have been obtained in patients with pure 
mitral insufficiency; those with mixed stenosis and 
insufficiency presented the most difficult teclwicd 
problems. 

Analysis of a Case of Constrictive Pericarditis. 0. 
Fustinione, H. Ruggero and I. J. Corsini. Prensa 
med. argent. 46:165-169 (Jan. 16) 1939 (In Spanish) 
[Buenos Aires]. 

The authors analyze a case of constrictive peri¬ 
carditis with a 15-year-long course during which 
ascites constituted the only sign or symptom. Other 
atypical features in the case were an enlarged 
heart and an almost normal heart beat. The patient, 
a 60-year-old man, had been hospitalized 15 years 
before because of an enlarged abdomen. He had 
left the hospital one month later, after having 
undergone 3 abdominal punctures with vv'ithdrawal 
of 8 to 10 liters of fluid at each puncture. Subse¬ 
quently 3 other punctures had been performed. 
The patient had been bedridden for several months 
before rehospitalization. When first seen by the 
authors, he had been given a diagiiosis of hepatic 
cirrhosis and was scheduled for surgical interven¬ 
tion. All preliminary examinations had been un- 
rev'ealing. Subsequently laparoscopic findings, as 
well as the histological examination, suggested the 
presence of cirrhosis. A new radiogram of the chest, 
taken in the oblique anterior position, showed an 
area of calcification around the left v'entricle. A 
radiologic inv’estigation w'as then earned out in a 
search for further signs of calcification. Catheteri¬ 
zation of the heart showed marked elevation of 
pressure in the right chambers and reduction in 
the V'olume of the systemic circulation. The ex¬ 
istence of extensiv'e calcification was confirmed, and 
the diagnosis of constrictive pericarditis was estab¬ 
lished. 

The patient was treated on a low-salt diet anc 
with mercurial diuretics, digitalis, v’itamins, and 
liver extract; abdominal praracentesis gave tempo¬ 
rary relief to the ascites. After 2 months of this 
treatment, there was improv'ement of the edenw 
and dv'spmea, but the ascites remained unchanged. 
A surgical intervention vv-as then carried out, tin 
pjatient being under anesthesia with Pentofha, 
ether, and intravenously administered Novocain, 
and with tracheal intubation. The heart was cov¬ 
ered vv'ith a thickened pericardium; the calcifica 
tion zones had invaded both ventricles and the 
ojrenings of both venae cavae. Pericardiectoniy was 
performed, with complete decortication, under di¬ 
rect vision. The surgical interv'ention was foHowe 
by marked general improv^ement, disappearance 
of the ascites and edema, decrease in the engorge 
ment of the cerv’ical veins, and increase in 
ferential blood pressure and the diuresis, i' 
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psychic status was also much improved. The pa¬ 
tient was able to walk again, although the e-xercise 
caused him some dyspnea and palpitation. 

The Triad of Congenital Absence of Aortic Arch 
(Isthmus Aortac), Patent Ductus Arteriosus and 
Intcn'entricular Septal Defect—A Trilogy. E. A, 
Everts-Suarez and C. P. Carson. Ann. Surg. 150:153- 
159 (July) 1959 [Philadelphia]. 

The authors believe that one of the least common, 
if not rarest, congenital anomalies of the aorta is 
absence of the arch. They performed an autopsy on 
a 3-day-old male infant in whom this abnormality 
was present, accompanied by a defect in the inter¬ 
ventricular septum and a patent ductus arteriosus. 
They also found records of 16 cases of congenital 
absence of the aortic arch (theirs included), 13 of 
which were associated with an interventiicular 
septal defect and a patent ductus arteriosus. Re¬ 
garding the clinical findings, patients with this 
condition have cyanosis of the lower portion of 
the body and a normal upper portion. They also 
show cyanosis on the left, with normal color of 
the upper right extremity', when the defect occurs 
distal to the origin of the left common carotid ar¬ 
tery' but proximal to the origin of tlie left subclavian 
artery. These findings, however, have been re¬ 
corded only occasionally. Some of the symptoms 
described are dyspnea, cyanosis during feeding or 
crying, heart murmurs, engorgement of hand veins, 
weakness and limpness after 24 hours of life, and 
hepatomegaly. 

The possible explanation for the survival of these 
patients for at least 24 hours, and up to 11 days, 
appears to be the polycythemia present in infants 
at birtli, the amount of oxygen transported to the 
tissues being relatively adequate. With the post¬ 
natal decrease in the blood count, there is an in¬ 
crease of tissue anoxia which apparently precipi¬ 
tates the death of these infants. The embryologic 
explanation for the defects is discussed. It is the 
authors’ contention that tliis entity represents a 
vascular trilogy not previously discussed as such. 
It should be brought to the attention of the medical 
profession and particularly to cardiovascular sur¬ 
geons. 

Atypical Approaches to the Mitral Valve Because 
of the Impracticability of Approach through the 
Left Auricular Appendage. C. A. Carlon, A. Jovine 
and G. Giuliani. Acta chir. ital. 15:373-389 (May- 
June) 1959 (In Italian) [Padua, Italy]. 

Tlie classical approach through the left amicular 
appendage in performing mitral commissurotomy 
was not feasible in 21 patients out of more than 
600 with mitral stenosis. The approach through 
the wall of the atrium was made in 15 patients and 
through the pulmonary veins in 6. Hypoplasia or 
aplasia of the left auricular appendage, or dilation 


and thin walls of the atrium, contraindicated the 
standard approach. A new blade for finger fracture 
procedure, which was devised by one of the au- 
tliors, was used with ease and successfully in these 
operations. The blade has the shape of a nail and 
is firmly attached to the tip of the finger by a 
double clamp, being tied securely by 2 long tlireads 
with the ends coming out of tlie glove. Tlie blade 
has 3 sharp edges, one on tlie distal side and 2 on 
the lateral side. This implement makes possible a 
continuous and uninterrupted procedure in explor¬ 
ing the atrial cavity and mitral orifice and in per¬ 
forming mitral commissurotomy; it thus obviates 
the necessity of first e.xploring the mitral orifice 
with a bare finger, and then reintroducing it with 
the instrument. The surgeon can precisely resect 
the commissures by moving the 3 sharp edges of 
the blade in a saw-cut instead of a rotating fashion. 
The sharp distal edge cuts through the glove and 
tlius disengages the sharp edges of the blade as 
soon as the operator presses harder against the 
mitral orifice. In the series reported, no operative 
or postoperative death attributable to the technique 
took place. 

A Survey of 102 Patients With Bronchogenic Carci¬ 
noma at the Togus Veterans Administration Center. 
P. F. Lansing, J. Maine M. A. 50:247-250 and 26i 
(July) 1959 [Portland]. 

The autlior investigated the records of 102 pa¬ 
tients with a diagnosis of bronchogenic carcinoma, 
who were hospitalized between June, 1948, and 
February, 1957. The average age of the patients 
was 60 years. The majority of them had noted 
symptoms, such as cough, weight loss, hemoptysis, 
chest pain, and chronic pulmonary disease, less 
than 3 months prior to hospitalization. Of 81 pa¬ 
tients in whom the quantity of cigarette smoking 
was noted, 64 had smoked from 1 to 3 packs a day 
for 30 to 50 years. Metastases to other organs at 
the time of initial evaluation were suspected in 10 
patients and definitely diagnosed in 27; the condi¬ 
tion was present but was missed in 5 patients. 
Metastases developed during the course of illness 
in 33 patients; the condition was present but was 
missed in an additional 3 patients. Jaundice was 
present during the course of illness in 5 patients. 

Forty-one patients whose disease was not con¬ 
sidered inoperable were subjected to thoracotomy: 
on 15 of these pneumonectomy was performed, on 
3 lobectomy, and on 14 exploratory thoracotomy 
alone; tumor removal at thoracotomy, including all 
lymph nodes, was considered to be complete in 9 
patients. Carcinoma was considered inoperable in 
45 patients. One patient refused surgery. In 7 pa¬ 
tients surgery was inadvisable because of advanced 
age, severe heart disease, and severe debility. In 8 
patients no surgery was undertaken because of 
poor pulmonary function. Nine patients received 
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one course of nitrogen mustard. X-ray therapj' was 
given to the majority of patients for palliation; one 
patient received a cancerocidal dose. Three patients 
were treated with botlr nitrogen mustard and x-ray 
therapy; of these one patient had a superior vena 
cava compression syndrome. 

The time of survival from the first day of hos¬ 
pitalization was less than .3 months for 52 patients. 
Six of the 15 patients who underwent pneumonec¬ 
tomy survived 2 years. Among the group who re¬ 
ceived x-ray therapy, there were 2 patients who 
sur\'ived 2 years. Only one of the untreated patients 
survived 2 years. One patient who had a pneu¬ 
monectomy with incomplete removal of hilar lymph 
nodes survived 5 years and is presumably still liv¬ 
ing. At the conclusion of the survey in February. 
1957, there were still 4 living survivors; the time of 
survival in 6 patients was unknown. The poor sur- 
\'ival of this group u'as considered to be due to the 
high incidence of metastasis which was present at 
the time of diagnosis and which also developed 
during the course of the illness. It is emphasized 
that the histological type of a cancer is the most 
important prognostic feature. In this series the 
survival of patients with epidermoid carcinoma 
was twice as long as the sur\'ival of those with 
anaplastic carcinoma. 

Lung Biopsy for Obscure Pulmonary Lesions. C. C. 
Craighead. J. Louisiana M. Soc. 111:256-261 (July) 
1959 [New Orleans]. 

The author reports on 3 men and 2 women, be¬ 
tween the ages of 30 and 57 years, on whom tho- 
ractomy with lung biopsy w'as performed at the 
Charity Hospital of Louisiana and the Flint Good- 
ridge Hospital in New Orleans. The operation was 
accomplished under local or general anesthesia 
through a small anterior chest incision, with little 
morbidity and a short stay in the hospital. The 
pathological processes revealed by the procedure 
were pulmonary fibrosis, pulmcjnary metastatic 
malignancy with impairment of alveolar-capillary 
diffusion (so-called alveolar-capillary block syn¬ 
drome), pulmonary alveolar proteinosis, psittacosis, 
and aspergillosis. The wide variety of pathological 
processes observed in the lung is verifiable only by 
histopathological and biological differentiation, and 
biops)^ of tlie lung may be necessary to uncover the 
cause. Studies on the roentgenograms, while usu¬ 
ally typical of the disease, overlap in their identi¬ 
ties to the point tiiat other aids must be used. Treat¬ 
ment without a diagnosis is often ineffective and 
may on occasion be dangerous. If an exhaustive 
survey has failed to yield the underlying pathologi¬ 
cal process, thoracotomy should be undertaken. 
Lung biopsy is a dependable diagnostic aid. Two 
indications for lung biopsy e.xist: to verify the diag¬ 
nosis and to establish medicolegal documentation 
in occupational disease. 


Pulmonary Resection for Mineral Oil Granulomas. 
L. D. Guidry, O. T. Clagett, J. R. McDonald and 
0. W. Kincaid. Ann. Surg. 150:67-75 (July) 19,59 
[Philadelphia]. 


Previous reports on exploratory thoracotomy and 
pulmonary resection for mineral oil granuionias 
masquerading as bronchogenic carcinoma attest 
to perplexities in diagnosis and treatment occa¬ 
sioned by their deceptive appearance. The authors 
present observations on 11 patients (7 men and 1 
women) on whom pulmonary resection was per¬ 
formed for mineral oil granulomas at the Mayo 
Glinic since 1947. The average age of the patients 
was 56 years, with a range of 47 to 70 years. Eight 
patients were evaluated for suspicious-appearing 
lesions detected on routine roentgenograms of the 
thorax; roentgenograms in the remainder were ob¬ 
tained for evaluation of symptoms referable to the 
thorax, namely, chronic cough and night sweats in 
the first instance, pleuritic pain in the second, and 
wheezing, pleuritic pain, and mild dj'spnea on ex¬ 
ertion in the third. Of the entire group, 6 patients 
gave histories of chronic cough productive of spu¬ 
tum, which the patients attributed to either heasy 
smoking or sinusitis with postnasal drip. Seven pa¬ 
tients used mineral oil (liquid petrolatum) regu¬ 
larly for regulation of the bowels; 2 used it in the 
form of oily nose drops for clironic sinusitis; and 
2 used it for both chronic constipation and sinusitis. 
A preoperatis'e history of use of mineral oil was 


elicited in only 4 instances. 

Bronchoscopy’ disclosed abnormalities in only 3 
of the 10 patients on whom it was performed. In 
all cases bronchial secretions, sputum, or bronchial 
washings were cultured for pathogens and e.xani- 
ined for malignant cells. Droplets of mineral oil 
were detected in the bronchial washings of 1 of the 
2 patients who were suspected of having minera 
oil granulomatosis. The presence of a pathologist 
process in one or both lungs was evident in the 
roentgenogram of the thorax in each of the 11 cases. 
The lesions ranged in size from 1.2 to 8 cm. m 
diameter. In 4 patients the lesions appeared as 
rounded, well-circumscribed masses, svhile in < 
patients they conformed more or less to the seg¬ 
ment or segments involved and had poorly denned 
borders that faded peripherally. The latter pre¬ 
sented roentgenographic features often indistin¬ 
guishable from other ty'pes of pneumonitis. Tiie 
“spun-glass” appearance, described as characteristic 
of mineral oil pneumonitis or granulomatosis, wns 
present in 3 of the cases. In 4 of the 11 cases the 
roentgenologic diagnosis was probable broncho¬ 
genic carcinoma. In 4 others the disease process 
was considered most likely to be of an inflammatory 
nature, and in 3 patients tlie roentgenologist sug¬ 
gested the possibility of aspiration of lipid. ^ 
patient could die possibility of neoplasm be sate y 
excluded on the basis of the roentgenologic findings- 
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E.vploratoiy thoracotomy is acU'ocated for disease 
indistinguishable from bronchogenic carcinoma, 
regardless of whether or not mineral oil droplets 
can be detected in the sputum. E.vcision is favored 
for symptomatic or e.vtensive pulmonary involve¬ 
ment when this can be accomplished without exces¬ 
sive sacrifice of normal lung tissue. The establish¬ 
ment of diagnosis should precede any contemplated 
resective procedure. 

Intratlioracic Neurogenic Tumors in Infants and 
Children: A Study of Forty Cases. O. Schweisguth, 
J. Mathey, P. Renault and J. P. Binet. Ann. Surg. 
150:29-41 (July) 1959 [Philadelphia]. 

The 40 pediatric patients reviewed were ob¬ 
served either in the Gustave Roussy Institute, which 
is a referral liospital for malignant disease, or in 
the clinic of thoracic surgery of the Hospital Laen- 
nec, a general hospital in Piuis. There were slightly 
more girls than boys (23 compared with 17). The 
ages of the children ranged from 5 months to 14 
years. Neurogenic tumors are subdivided into 2 
groups: (1) neurofibromas and schwamnomas and 
(2) tumors of sympathetic origin. The first group 
of tumors occurs only in adults, so that none of 
the children had tumors of this type. Of the second 
group of tumors of sympathetic origin, 15 children 
had neuroblastomas, 7 had ganglioneuroblastomas, 
and 18 had ganglioneuromas. 

Twelve of the 15 patients with neuroblastomas 
underwent thoracotomy. The tumor dissection was 
grossly satisfactory in 7 cases; in 4, tumor frag¬ 
ments were left at the upper pole of the lesion; 
and in 1 case, only an excision of a biopsy speci¬ 
men was done. Three patients were not operated 
on; one had generalized disease; one died after 
laminectomy; and in the third, tlie thoracic com¬ 
ponent in an hourglass tumor disappeared after- 
radiation tlierapy. Of 4 patients with sufficient 
postoperative follow-up, only one lias surraved and 
is well 3 years later. The 18 children with ganglio¬ 
neuromas all underwent thoracotomy and tumor- 
excision. The results were uniformly successful. 
Postoperative complications were absent, with the 
exception of the development of a chylothorax in 
one child, who recovered completely. 

Diverse treatments were employed in the 7 chil¬ 
dren with ganglioneuroblastomas. One patient was 
operated on between 2 courses of x-ray therapy 
and is m good health 15 months after the initial 
tre-atment. Another child underwent surgery after 
22 d-ays of preoperative irradiation; this patient is 
doing well 11 months later. Four children had 
tumor surgery without any x-ray therapy, and of 
these, one patient had a local recurrence wbicli 
was not radiosensitive. A second operation neces¬ 
sitated a pneumonectomy. Histological examination 
revealed anaplastic neuroblastoma. Two patients 
operated on recently have had postoperative ir¬ 


radiation. The malignant potential of tlie neuro- 
blastic component in these tumors would seem to 
be best managed by both surgery and radiation. 

The authors advise caution in evaluating the 
treatment of tumors of sympathetic origin in chil¬ 
dren. They do not regard their therapeutic pro¬ 
cedures as necessarily the best. They advise surgery 
alone for neuroblastomas in infants under 2 years 
of age and for all children with ganglioneuromas. 
Postoperative roentgen-ray therapy is recom¬ 
mended for ganglioneuroblastomas and neuro¬ 
blastomas in children over 2 years of age. 

Surgical Treatment of Thrombotic Occlusion of 
Aorta and Iliac Arteries; The Leriche Syndrome. 
J. M. Erskine, F. L. Gerbode, S. W. French III and 
R. M. Hood. A. M. A. Arch. Surg. 79:85-93 (July) 
1959 [Chicago]. 

The syndrome resulting from the arteriosclerotic 
obliteration of the lower abdominal aorta is known 
as the Leriche syndrome, because it was first de¬ 
scribed by Leriche in 1923. A direct surgical attack- 
on the obliterative process in the form of thrombo- 
endarterectomy was first carried out by dos Santos 
in 1946. Because the surgical treatment is still 
in the developmental stage, the authors review 
their obser^'ations on 33 patients treated surgically 
during the period from 1953 through 1957. All the 
patients had intermittent claudication, but the 
location of the pain in some persons u'as more 
widespread than in others. All had pain in the 
lower legs, and 94% had pain in the thighs and 
hips as well; onlj' 48% experienced pain in the 
lower-back area, and in 6% the pain was unilateral. 
The distance the patient was able to walk before 
claudication appeared graduall}' diminished. An¬ 
other complaint frequent among male patients 
was inability to sustain an erection. 

The femoral pulses were absent or were very 
weak in the 33 patients, and the more distal pulses 
were absent. There was little or no atrophy or 
color change in the lower legs and feet, and the 
feet might not even feel particularly cold. Roent¬ 
genoscopy usually revealed calcification in the ab¬ 
dominal vessels. Aortograms did not seem to be 
essential in making the diagnosis or in planning 
the therapy, but they might be required in special 
circumstances. The block was complete in most of 
the patients; it often extended from just below the 
renal vessels to just above the bifurcation of the 
common iliac arteries. If the block was limited in 
extent, a thromboendarterectomy was sometimes 
carried out; but in the majority of cases a resection 
with grafting was performed. A bilateral sym¬ 
pathectomy rvas usually added. The operative 
mortality in the series reported was 3%, and the. 
results were highly satisfactory, through the follow¬ 
up period, in more than 90% of the patients, from 
both tile objective and the subjective point of view. 



238/1414 


MEDICAL LITERATURE ABSTRACTS 


J.A.M.A., Nov. 7, 5955 


Late Results After Total Gastrectomy for High 
Gastric Carcinoma. N. Stensrud. Ann. Surg. 150:63- 
66 (July) 1959 [Philadelphia]. 

Total gastrectomy was performed on 160 pa¬ 
tients for carcinoma of the stomach at the Riks- 
hospital in Oslo during the period from January, 
1947, to February, 1952. The operative technique 
employed was resection of the stomach, with all 
surrounding lymph nodes, and of the spleen, fol¬ 
lowed by esophagojejunostomy. Esophagoduoden- 
ostomy was performed in only 2 cases. The 
pancreas was partially resected in 50% of the cases. 
Special emphasis was placed on careful dissection 
of the lymph nodes around the celiac axis. A 
follow-up of the material was made 2 years ago. 
Seventeen patients (4 women and 13 men) had 
lived for 3 years after the operation; the rest were 
dead. The small group of 17 (10.6%) who had sur¬ 
vived for more than 3 years after the first investi¬ 
gation have now been reexamined; 16 of them are 
still alive; one patient died 6 years after the op¬ 
eration, presumably of cancer. While neai-ly 90% 
of the 160 patients died within 3 years after the 
operation, the prognosis for those surviving more 
than 3 years is good. Pernicious anemia has devel¬ 
oped in all the survivors, but apart from this con¬ 
dition and a moderate dyspepsia, the majority are 
living an active life, v\'ith relatively minor dis¬ 
comforts. 

Acute Appendicitis: An Analysis of 1,662 Consecu¬ 
tive Cases. J. R, Babcock and W. M. McKinley. 
Ann. Surg. 150:131-141 (July) 1959 [Philadelphia]. 

The authors evaluate observations on all patients 
with appendicitis who were treated at the Geisinger 
Memorial Hospital and Foss Clinic, Danville, Pa., 
from 1936 to 1955. Patients in whom appendical 
inflammation was present but was not the primary 
pathological process were excluded. Thus, some 
patients with perforating neoplasms of the appendix 
or adjacent intestine, ileocolic intussusception, 
strangulated hernia, and pelvic infection were not 
considered. The records of 1,662 patients were 
analyzed. The group included 3 children, between 
13 and 24 months of age, but none less than one 
year old. Seven patients ranged in age from 80 to 
89 years. Analysis of the case records with regard 
to the duration of symptoms revealed that, of the 
397 patients admitted 12 hours or less after onset, 
only 15 had appendical perforation. When the 
duration of symptoms .was considered in respect 
to mortality, it was found that no deaths related 
to infection occurred in patients admitted within 
12 hours from the time of onset of symptoms. 
Patients found to have perforation were admitted 
from 25 to 48 hours after onset of symptoms, and 
those who ultimately died of perforation were ad¬ 
mitted even later. When the condition of the ap¬ 


pendixes found at operation was compared in tfe 
4 successive 5-year periods, it was found that the 
proportion of appendixes which were either intact 
or perforated was stable, the percentages of intact 
appendixes ranging from 77 to 72%. 

All the patients were operated on irrespective 
of possible- perforation. Antibacterial agents were 
first used in 1938. During the first 5-year period 
9.5% of the patients received sulfonamide prepara¬ 
tions. Penicillin was first used in 1944 (during the 
second 5-year period), but at first it was given in 
conjunction with the sulfonamides. Not until the 
following year did penicillin become the principal 
antibacterial agent in patients with appendicitis. 
During the third and fourth 5-year periods strepto¬ 
mycin and the broad-spectrum antibiotics were 
used more frequently. During the fourth period 
(1951-1955) 65% of the patients with appendicitis 
received various antibacterial agents. More than 
50% of those who received such treatments had 
intact appendixes. 

Thirty-five of the 1,662 patients died, a gross 
mortality of 2.1%, but since 4 of these patients 
were not operated on, the mortality of operated 
cases was 1.97o. Twenty-six of the 35 deaths were 
due to peritonitis. Although the refinement and 
appropriate use of adjuncts, such as intestinal 
intubation, blood and fluid replacement, and im¬ 
provements in anesthesia, are noteworthy, the 
authors feel that the use of antibiotics—penicillin, 
streptomycin, and the broad-spectrum agents- 
during the last decade of the study was of major 
importance, being the principal cause for the 
marked reduction of morbidity and the near elim¬ 
ination of the mortality of appendicitis. 

Sliding Inguinal Hernia in Female Infants. S. L 
Gans. A. M. A. Arch. Surg. 79:109-113 (July) 1959 
[Chicago]. 

Among 400 infants and children with 516 in¬ 
guinal hernias (bilateral in 116), there were 6S 
girls with 90 hernias. Nineteen of these female pa¬ 
tients had sliding inguinal hernias, which indicates 
that this condition is relatively common. Seventeen 
of the 19 patients were less than 4 months of a^, 
one was 9 months old; and one returned at the 
age of 3% years with a sliding hernia on the le' 
side, after having had an incarcerated sliding hernw 
repaired on the right at the age of 6 weeks. In t le 
majority of the cases there was no complaint, 
mass was palpated in the groin or labium majus 
by the mother or by the pediatrician during e 
routine examination. The asymptomatic mass vane 
in size from 1 to 2.5 cm. in diameter; it was alwajs 
somewhat movable, and occasionally reducible, w 
other instances the infant was irritable, occasion¬ 
ally drawing up its legs as if in pain, and the moss 
was somewhat tender to palpation. In 2 instances 
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there was ses'cie incarceration, with swelling, ten¬ 
derness, pain, distention, vomiting, fever, and de¬ 
hydration. The condition must he differentiated 
from inguinal lymphadenopathy, hydrocele of the 
canal of Nuck, and male pseudohermaphroditism. 

At surgery it has been demonstrated that the 
fallopian tube and the adjoining part of the broad 
ligament make up at least a portion of the hernia- 
sac wall. Usually the ovary is also included, and 
occasionally a portion of the uterus or the entire 
supracervical part of the uterus. In most instances 
the organs involved arc normal. The principle 
involved in surgical treatment is the same as that 
involved in treating all infant hernias—complete 
removal and high ligation of the hernia sac. It is 
the contention of the author that this cannot be 
done without special handling of the sliding por¬ 
tion of the sac. He makes a 3-cm. transverse inci¬ 
sion through the skin and subcutaneous tissues of 
the lateral portion of the suprapubic crease. The 
e.xternal oblique aponeurosis is incised in the direc¬ 
tion of its fibers and retracted, carefully preserving 
the ilioinguinal nerve. The hernia sac is demon¬ 
strated, dissected out, and carefully opened in an 
area away from the sliding elements. The sac is 
tlien incised on each side of the sliding element 
down to the neck. After hemostasis is secured in 
the edges, the tongue of the sac, with the sliding 
element, is tucked through the internal ring into 
the peritoneal cavity. A silk suture is then placed 
through the cut edges of the sac, making its cir¬ 
cumference complete again. The sac can now be 
handled in the usual fashion by high ligation and 
amputation. The author discusses the embryologic 
background of the anomaly. 

Partial Nephrectomy in the Treatment of Renal 
Tuberculosis. B. di Bello. Acta chir. ital. 15:335-.371 
(May-June) 1959 (In Italian) [Padua, Italy]. 

Partial nephrectomy is a useful surgical proce¬ 
dure in selected instances of renal tuberculosis. 
The author discusses this treatment in 2 patients. 
One patient, a 17-year-old girl, with a family his¬ 
tory of tuberculosis, had a tuberculous process in 
the right lung 3 months before being hospitalized 
for renal tuberculosis. The pulmonary process was 
arrested by medical treatment. Pollakiuria and 
painful urination were the symptoms of the in¬ 
volved kidney. The intravenous urographic e.vam- 
ination revealed the presence of a small tuberculous 
cavity in the superior end of the right kidney. The 
diagnosis was confirmed by examination of the 
material of the subsequent partial nephrectomy 
(superior end). A combined treatment with isonico- 
tinic acid hydrazide and streptomycin preceded 
and followed the surgical therapy. A dose of strep¬ 
tomycin was administered topically during the op¬ 
eration. Symptoms of the renal tuberculous process 


recurred after 6 postoperath’e months of apparent 
well-being, which necessitated performance of total 
unilateral nephrectomy. 

The second patient, a 48-year-old man, had pain 
in the right side of the lumbar region, painful 
urination, occasional hematuria, and pollakiuria 
2 months before hospitalization. The presence of 
a calculus in an upper calyx of the right kidney 
was established on roentgenologic examination. 
The patient undenvent partial nephrectomy of the 
superior pole of the right kidney. The microscopic 
findings of the resected material demonstrated renal 
tuberculosis. Streptomycin was given to this pa¬ 
tient until discharged. He was well on follow-up 
inspection a year after the operation. 

Myocardial Nutrition After Ivalon Sponge Oper¬ 
ation: The Return of a 400 Million Year Old Sys¬ 
tem. A. Vineberg, T. Deliyannis and G. Pablo. 
Canad. M. A. ]. 80:948-958 (June 15) 1959 [To¬ 
ronto]. 

The use of Ivalon sponge to relieve myocardial 
ischemia caused by narrowing or occlusion of the 
coronary artery has raised some strange questions. 
Is it possible to turn the mammalian heart back 
into a primitive heart capable of surrdving without 
coronary' arteries? Such a primitive heart is to be 
found in the hagfish, which has no coronary ar¬ 
teries but receives its nutrition directly from the 
ventricular lumen, i. e., \aa channels which origi¬ 
nate in the lumina of the heart to enter tlie heart 
wall through channels between bundles of muscle 
fibers. A spongework of vascular spaces nourishes 
the primitive myocardial fibers by direct contact. 
Does the mammalian myocardial fiber inherit a 
400-million-year-old memory so tliat, given a proper 
stimulus, it likewise can take its nutrition directly 
from the ventricular cavitj' by loosening its owm 
compact structure to one which is more trabecular 
and by opening up long-unused channels connect¬ 
ing the ventricular cavitj' to the interior of the 
heart wall? 

These and other questions are being inv'estigated 
by the authors in the department of experimental 
surgery, McGill University, and the department of 
cardiac surgery. Royal Victoria Hospital, Montreal, 
Canada. Several years ago, the senior author sug¬ 
gested that perhaps one could supply a framework 
between die myocardium and pericardium dirough 
which hundreds of small vessels could grow. Per¬ 
haps something svith small canaliculi might be of 
help. After studies had been made with coral 
formations and marine sponges, it was suggested 
that Ivalon sponge, an inert substance, would offer 
an ideal framework to guide the growth of blood 
vessels from pericardium to myocardium. In order 
to obtain the proper conditions for such a growth 
of vessels, at least 3 factors had to be fulfilled: 
(1) myocardial ischemia had to be created; (2) the 
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serous lining of the fibrous pericardium and the 
epicardial covering of the left ventricle had to be 
removed; and (3) the Ivalon sponge sheet had to be 
sufficiently thin to permit blood vessels to bridge 
the gap between the denuded pericardium and the 
heart muscle. To produce myocardial ischemia, 
ameroid constrictors were placed around the ori¬ 
gins of the anterior descending and circumflex 
branches of the left coronar)^ artery. (Ameroid is a 
water-absorbing, casein-like material.) A total of 
54 animals were operated on. Of these, 25 were 
control animals and 29 were treated. After exclud¬ 
ing animals with complications, 20 control ani¬ 
mals and 22 treated with Ivalon sponge were 
studied. All but two of the control animals died 
within 18.8 days, all apparently from myocardial 
ischemia. Of the animals treated with Ivalon 
sponge, 19 survived for 3 months or longer. 

It was found that, when the epicardium of the 
left ventricle is removed and a thin layer of Ivalon 
sponge placed directly on the bared myocardial 
muscle, blood vessels from the fibrous pericardium 
grow tbrough the sponge into the heart muscle. 
Further, there is evidence to suggest that, in addi¬ 
tion to affording a scaffolding for blood vessel 
growth from outside into the heart muscle, the 
Ivalon sponge tends to open up long-forgotten 
arterioluminal and perhaps myocardiosinusoidal 
luminal vessels. In this way a heart ti’eated with 
Ivalon sponge may theoretically receive its nutri¬ 
tion both from outside and from inside the ventric¬ 
ular chamber. The size and frequency of these 
openings from the ventilcular lumen into the heart 
wall makes one wonder whether these hearts have 
actually changed into a 400-million-year-old pre¬ 
historic type of heart U'hich lives without coronary 
arteries and receives its nutrition from the heart 
chambers. 

In an addendum to this paper the author's state 
that the Ivalon sponge operation alone, or to¬ 
gether with mammary artery implantation, has 
been used in 14 patients. Details of the clinical 
results are being compiled. 

The Relation Between the Nasal-Staphylococcal- 
Carrier State and the Incidence of Postoperative 
Complications. H. J. Weinstein. New England J. 
Med. 260:1303-1308 (June 25) 1959 [Boston]. 

The author observed 125 patients, most of whom 
received chest surgery. The patients had been hos¬ 
pitalized for an average period of 4 months before 
the operation, except those in whom other condi¬ 
tions, such as cancer, were suspected and in whom 
siurgerj' was done at once. The patients were not 
given antibiotics unless a clear-cut sepsis was pres¬ 
ent. All patients with nose cultures positive for 
hemolytic, coagulase-positive Staphylococcus au¬ 
reus were subjected to topical application to tlie 
anterior nares of a bacitracin-neomycin ointment 3 
times a day. The treatment was usually begun 


about 4 days before the operation and continued 
through the immediate postsurgical period, being 
discontinued on the 4th or 5th postoperative dav. 

Thirty-four per cent of the 125 patients under¬ 
going elective surgerj' had hemolytic, coagulase- 
positive Staphylococcus aureus recovered from cul¬ 
tures of their noses. Forty-three per cent of those 
with positive nose cultures had complications of 
surgery, as compared to 26% of those with negative 
cultures. Among those with positive cultures 83% 
of the complications were infected, whereas 40% 
were infected in the group with negative cultures. 
The over-all surgical failure rate was 23.3% in 
those with positive and 7.3% in those with negative 
nose cultures. It is pointed out that it has always 
been good practice to postpone elective surgery on 
patients manifesting infectious processes. This 
good practice should be extended to include pa¬ 
tients who are potentially infected, in addition to 
those who are clinically infected. 


The Surgical Treatment of Endocardial Cushion 
Defects. D. C. McGoon, J. W. DuShane and J. W. 
Kirklin. Surgery 46:185-196 (July) 1959 [St. Louis]. 

The embryonic division of the heart into its 4 
chambers involves the growth and final con\'er- 
gence of the atria] septum, the ventricular septum, 
and the endocardial cushions. A variety of con¬ 
genital cardiac anomalies, involving, the atrio¬ 
ventricular valves and the adjacent portions of the 
interatrial and interventricular septums, is believed 
to result from the defective development of the 
endocardial cushions. The terminology applied to 
these anomalies has evolved through an increasing 
understanding of tlieir anatomy and embryology', 
a process which left behind a confusing nomen¬ 
clature. Only after recognition of the fact that the 
“persistent ostium primum atrial septal defect is 
characteristically accompanied by deformity of the 
atriovenb'icular valves was it realized that the name 
was not adequately descriptive. Some investigators 
have postulated 14 theoretically possible combina¬ 
tions of defects. It thus has become necessary to 
use a more comprehensive title to encompass all 
variants of this expanded group of lesions. The 
term “endocardial cushion defects,” previously pro* 
posed by Watkins and Gross, seems appropriate 
for this purpose, since the basic abnormality com¬ 
mon to each of the variants results from defective 
development of the endocardial cushions. 

The case records of all patients in whom cardiac 
defects of this type were found at open-heart op¬ 
erations performed at the Mayo Clinic have been 
reviewed. There were 54 such patients, the first 
having been operated on in March, 1955, and the 
others between that date and Jan. 1, 1959. From 
a practical clinical standpoint, it seemed best to 
classify endocardial cushion defects into 4 groups. 
There is no objection to the anatomic classification 
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of certain defects in a transitional or intermediate 
group between the partial and the complete form 
of the common atrio\'entricnlar canal; liowever, 
these transitional varieties typicall)' function as 
either partial or complete forms of the defect, and 
hence it has seemed impractical in this study of 
surgical iratients to attempt to separate such inter¬ 
mediate forms. 

Included in the group of 54 patients arc e.xamples 
of the 4 varieties of endocardial cushion defects, 
namely, partial atrioventricular canal, complete 
atrios’entricular canal, ventiicular septal defect 
with cleft atrioventricular vah’es, and common 
atrium. A marked difference was apparent between 
the partial and the complete form of this defect, 
both in the natural history and in the results of 
surgical treatment. For the partial form, surgical 
repair was highly successful and safe, even to a 
degree comparable to the repair of the ordinar)- 
atrial septal defect. For the complete form, opera¬ 
tive mortality was very high. The 2 examples of 
ventricular septal defect with cleft atrioventricular 
valves are believed to be the first of this type which 
have been reported. Certain techniques and prin¬ 
ciples for the repair of these lesions have become 
apparent during this e.xperience. Of particular 
importance is tlie requirement that the function of 
the atrioventricular valves he restored by the repair 
to as nearly normal as is possible. 

Treatment of Esophageal Varices by Partial Esoph- 
agogastrectomy and Interposed Jejunal Segment. 
D. V. Habif. Surgery 46:212-237 (July) 1959 [St. 
Louis]. 

This report deals with the author’s experience in 
trying to achieve a permanent cure from varix 
hemorrhage for patients who cannot have a porta¬ 
caval shunt, and the present plan of operative 
treatment evolved from this experience. From 
August, 1948, through July, 1951, 7 patients were 
operated on. The operation was an almost total 
gastrectomy, leaving 2 cm. of stomach on the 
greater and lesser curvature sides below the esopha¬ 
gogastric junction. Two patients have had no 
bleeding to date, but 5 had subsequent bleeding 
and 3 of these had a successful lower one-tliird 
esophagectomy. From December, 1952, tlirough 
October, 1958, 21 patients were operated on. The 
operation was a partial esophagogastrectomy of the 
lower third of the esophagus and the upper 5 cm. 
of stomach. Seventeen patients had extrahepatic 
block, and 4 had cirrhosis. There were 4 deaths, 
and among the 17 survivors, 2 had furtlier hemor¬ 
rhage. Nineteen of tire 21 patients had reconstruc¬ 
tion with an interposed isolated segment of jejunum 
-7 with an isolated vascular pedicle where tlie 
intestine was supplied through a single artery and 
vein to tlie arcuate, and 12 without interruption of 
the arcuate vessels distally. • 


The following plan of treatment has been ei'oh'ed 
for the nonemergency definite treatment of patients 
with portal hypertension and recurrent bleeding 
from esophageal varices: (1) a portacaval shunt of 
some type; (2) transesophageal ligation of varices 
for children under the age of 7 or 8 years, who have 
frequent episodes of hematemesis and hai'e an 
intact spleen where the splenic vein is as yet too 
small for a splenorenal shunt and no other shunt 
is possible or successful; it is a temporary measure, 
however, since a splenorenal shunt may be at¬ 
tempted at a later date; (3) partial esophagogas¬ 
trectomy with interposition of a jejunal segment for 
patients who are “shunt failures” or cannot have 
a shunt; and (4) resection of die midesophagus for 
those patients who have bleeding from residua] 
varices after lower one-third esophagectomy. 

Metastases of the Internal Mammary Chain of 
Lymph Nodes in Patients with Mammary Car¬ 
cinoma. G. Silini and P. Metalli. Mineri'a chir. 
14:455-464 (May 15) 1959 (In Italian) [Turin, Italy]. 

The internal mammarj' chain of lymph nodes 
was early involved in the metastatic process of 
mammary carcinoma in 25 patients who underwent 
the classical radical operation on the breast and 
clearing of the homolateral parasternal region. 
Microscopic examination of the removed material 
revealed involvement of die internal mammary 
chain of lymph nodes in 10 patients (40%) and of 
the axillary lymph nodes in 21 (84%). The axillary 
lymph nodes were involved in all instances in 
which there was metastasis of die internal mam¬ 
mary chain of lymph nodes. If metastases of the 
axillary lymph nodes were not present, die internal 
mammary chain of lymph nodes was not involved 
either. The size of the primary lesion was about 
3.3 cm. in diameter if the a.xiilary lymph nodes 
were involved and was under 2 cm. if they were 
not involved. The size of the primary lesion was 
about 3.6 cm. in diameter if die internal mammary 
chain of lymph nodes was involved and it was 
about 2.7 cm. if it was not involved. Of 10 instances 
of metastases of the internal mammary chain of 
lymph nodes, 6 were adenocarcinomas; 2, hard 
carcinomas; 1, scirrhous carcinoma; and 1, vege¬ 
tating carcinoma. The same varieties of carcinoma 
were found in the metastatic material obtained 
from the axillary region. Malignant epithelial cells 
were found in lymphatic tissue around the arterial 
vessels in 2 patients after diey had been cleared 
for involvement of the interna] mammary chain 
of lymph nodes. This incidence suggests the neces¬ 
sity of a thorough inspection of die vascular fasciae 
betiveen the Ijunph nodes before making the diag¬ 
nosis of noninvolvement of the adjacent areas. 

From the early invasion of the internal mammary 
chain of lyunph nodes, it could be interpreted that 
diere exists a certain relationship between the 
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stage of the neoplastic disease and the involvement 
of tile internal mammary chain. Nothing can be 
said about a possible correlation betv’een the loca¬ 
tion of the primary lesion and the histological 
variety and frequency of metastases in the perister- 
nal region. 

Single or Double Segments of the Lung Occupying 
a Hemithora-v: Clinical and Phj'siologic Evaluation. 
R. H. Overholt, E. A. Gaensler and J. A. Bougas. 
New England J. Med. 261:10-18 (July 2) 1959 
[Boston]. 

Disease may destroy all but 1 or 2 segments of 
a lung. Often surgery is imperative, with a choice 
between pneumonectomy and conservation of the 
single or double segment. If there is disease on the 
opposite side, preservation of functioning lung 
tissue becomes important. Although lobectomy 
combined with segmental resection theoretically 
provides maximal preservation of function, it may 
present more formidable technical problems and 
postoperative hazards* than pneumonectomy. Such 
added effort and risk can be justified only if it can 
be shown that tlie 1 or 2 residual segments con¬ 
tribute significanth' toward the pulmonary econ¬ 
omy. Because no data are available from the 
literatm-e concerning clinical course and iruhnonary 
function with single-segment or double-segment 
occupancy in a hemithorax, a late postoperative 
study of such patients was made. On 14 occasions 
during the past 12 years the opportunity presented 
for studying patients with 1 or 2 segments remain¬ 
ing within a hemithorax. All had undergone e.x- 
tensive pulmonary resection on one or botli sides 
for treatment of severe bronchiectasis that had 
produced disabling sj’mptoms. 

Clinical and physiological data obtained in stud¬ 
ies on these patients leax'e no doubt that, in most 
cases, 1 or 2 health)’ residual segments on one side 
may contribute greatly to over-all functional capac¬ 
ity. In patients with intact and irresumabl)' healthy 
opposite lungs, presei'vation of 1 or 2 segments 
resulted in greater o\’er-all function than is ever 
seen after pneumonectomy. A single segment w’as 
found to contribute as much as 23%, and 2 seg¬ 
ments as much as 33% to total oxygen uptake at 
rest. In addition, the residual lung tissue irrevented, 
or greatly reduced, mediastinal shift to the side of 
oireration. With conPalateral inoperable bronchi¬ 
ectasis, the share of function of the remaining 
segments did not increase as expected, presumably 
because they also w'ere iiwoh'ed by disease, which 
was diffuse throughout all parts of the lung. After 
extensh’e contralateral resection the 1 or 2 remain¬ 
ing segments made a larger contribution to the 
greatly taxed respirator)' economy and, in extreme 
cases, were responsible for nearly half the total 
respirator)' svork. In nearly all cases with function¬ 
ing residual segments, their, ventilator)’ contribu¬ 


tion was relatively greater than their participation 
in oxygen uptake. This unfavorable ventilation- 
perfusion ratio may have been disturbing in one 
case. The functional contribution of the single and 
double segments in patients W'ith well opposite 
lungs was greater than that predicted from theo¬ 
retical consideration. In 4 cases with extensive 
disease or resection on the opposite side, the 
residual lung tissue was probably necessary for life. 

Traumatic Mediastinitis and Thrombosis of the 
Superior Vena Cava. J. E. Rodo. Medicina 19:17-27 
(Feb.) 1959 (In Spanish) [Buenos Aires]. 

Thrombosis of the superior vena cava, due to 
mediastinitis from direct trauma, is rare. The signs 
and symptoms depend on the velocity at which 
obstruction of the superior vena cava has taken 
place and the acuteness of the obstruction. The 
cbaracterish'c signs and symptoms are: (1) edema 
and cyanosis of the face, neck, arms, and hands 
(which increase when the patient is lying domi 
and diminish in the standing position); (2) venous 
h)’pertension in the arms and normal venous ten¬ 
sion in the legs; (3) development of varicose veins 
in the anterior and lateral surfaces of tlie tiioia-x; 
and (4) establishment of deep collateral venous 
circulation and dyspnea. The treatment consists 
of thoracotomy w'ith removal of cicatricial tissue 
for liberation of the new'ly formed collateral vessels. 

A 32-year-old man reported for consultation with 
typical signs and symptoms of obstruction of the 
superior vena cava one year after the occurrence 
of trauma to the chest. The results of phlebogra¬ 
phies confirmed the clinical diagnosis of caval 
obstruction. The opreration consisted of median 
sternotomy and removal of fibrous tissue for libera¬ 
tion of the superior vena cava. Histological exam¬ 
ination of the removed tissue show'ed chronic 
inflammation. The postoperatix'C period was un¬ 
eventful, and the patient w'as discharged in a sat¬ 
isfactory condition. A follow'-up for 6 years has 
shoxvn that he has been in normal health since the 
operation. The roentgenograms of the chest have 
been normal. Moreover, the venous hypertension 
in the arms has diminished (in comparison w'ifh 
the condition before the operation); this fact is 
probably due to imjrrovement of the coliateral 
circulation after the operation. 

Results of the Treatment of Postoperative Pepfiu 
Ulcer by A^agotomy. L. Ruyters, P- Maquet and F- 
Orban. Acta gastro-enterol. Belg. 22:187-211 (Aiini) 
1959 (In French) [Brussels]. 

The authors present the results obtained h) 
transthoracic bilateral vagotomy in 14 patients w'itl' 
postoperative peptic ulcer. The original operation 
consisted of gastrectomy in 11 cases and of gastro¬ 
jejunostomy in,the other 3. The period of follow"up 
after vagotomy ranged from 5 months to fi’-i years. 
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All the patients presented symptoms suggesting 
ulcer: epigastric or left hypochondriac pain, in 
rhythm with meals and relieved by alkalines at 
first but later becoming severe and unresponsive 
to the ingestion of food or alkalines; significant 
gastric hemorrhage at times; undernourishment 
due to fear of pain or anore.via; and inability to 
work normally. 

The results of vagotomy were e.vcellent in 8 
patients with ireptic ulcer following gastrectomy; 
clinical improvement was accompanied, first, by a 
reduction in, and, later, by the disappearance of, 
the roentgenologic picture of ulcer. Good but less 
perfect results were obtained in the patients with 
gastrojejunitis and hyperacidity; one continued to 
have mild dyspepsia of a gastritic type, and all 
showed hyperacidity in the fasting state. The 
standard procedure in the patients who had under¬ 
gone gastroenterostomy would have been a de- 
gastrogastrectomy. Two of them, however, were 
so old that tlieir ability to withstand such a serious 
operation was uncertain. Vagotomy was, therefore, 
given a trial and was followed in each case by 
clinical and radiologic cure. The third patient in 
tliis group had an e.vtremely large ulcer niche, and 
vagotomy was decided on as a first step to reduce 
inflammatory phenomena. The results were so 
satisfactory that no further operation was needed, 
and tile patient has remained well for 6 years. 

Vagotomy thus appears to be an e.\cellent pro¬ 
cedure for patients with postoperative peptic ulcer. 
It entails a minimum of operative risk and may 
produce a complete cure. It is not an absolute 
safeguard against recurrence, but the same may 
be said of reoperations on tlie stomach, which are 
not always effective and which may lead to total 
gastrectomy. 

NEUROLOGY & PSYCHIATRY 

Cerebral Paragonimiasis: A Report of Forty-Seven 
Cases, S. K. Kim. A. M. A. Arch. Neurol. 1:30-37 
(July) 19S9 [Chicago]. 

The habit of eating raw crabs and other crusta¬ 
ceans is responsible for infection by the lung fluke, 
Paragonimus westermani. This habit is prevalent 
in Far Eastern countries, where paragonimiasis is 
endemic. Since Otani, of Japan, first called attention 
to the high incidence of cerebral involvement in 
1887, there have been many case reports based on 
postmortem examination, but only 21 instances of 
cerebral paragonimiasis have been demonstrated 
surgically. The present paper is based upon the 
cases of 47 persons examined by the author; the 
diagnosis was made at the time of operation in 45 
cases and at autopsy in 2. Almost all the patients 
gave a history of eating raw and poorly cooked 
crab and/or crayfish. Some apparently were in¬ 
fected through raw fish or impure water. 


By far the commonest initial manifestation of 
cerebral paragonimiasis was a seizure (31 cases). 
The remainder of the patients, with 2 e.xceptions, 
had a seizure at some time in their course. The 
type of seizure seemed to depend upon the locali¬ 
zation of the intracranial lesion. The majority of 
the patients gave a history of some tj'pe of paro.v- 
ysmal minor impairment of neurological function, 
which after a time developed into frank grand 
mal attacks. Patients with multiple cysts frequently 
had several types of convulsive episodes. Sudden 
hemiplegia was tlie first symptom in 6 patients. In 
6 other patients the predominant symptoms were 
those of chronic meningitis, with headache, stiff 
neck, vomiting, and fever. Severe headache asso¬ 
ciated with papilledema was noted in 7 patients, 
but others complained of mild headache. Fever 
was noted in 8 patients. Feeblemindedness was 
frequent. 

The diagnosis of cerebral paragonimiasis is usu¬ 
ally suggested by hemoptysis in a young person 
(generally a peasant) who lives in an Oriental 
country where the disease is endemic and who 
has had some mental impairment and symptoms 
of cerebral involvement, such as convulsions or a 
stroke. The finding of ova or a fluke in the sputum 
or stool would confirm the diagnosis; die comple¬ 
ment-fixation test might help. Eosinopbilia in the 
blood is suggestive of paragonimiasis in an Oriental. 
Roentgenograms of the skull and chest usually 
show typical lesions. In treatment, emetine and 
antimony sodium tartrate (Stibnal) ivere given to 
9 patients in this series, and resulted in a discharge 
of ruptured ova in the sputum. The cerebral symp¬ 
toms were not improved. 

The author lists criteria favoring the presence of 
a localized process suitable for surgical e.xcision, 
as well as criteria indicating multiple or diffuse 
lesions not suitable for surgical treatment. Surgical 
resection of the cerebral abscess often relieved 
the convulsive episodes, although some patients 
continued to have less frequent minor seizures. If 
the brain abscess was not surgically removed, even 
though it became calcified or well encapsulated, 
generalized seizures persisted for long periods. 
While in patients with localized lesions surgical 
excision offers a good chance for relief of the 
epilepsy and arrest of the cerebral disease, in those 
widi diffuse and multiple lesions surgery' has little 
to offer. 

Cerebral Vasospasm in Angiography for Intra¬ 
cranial Aneurysms: Incidence and Significance in 
One Hundred Consecutive Angiograms. T. M. 
Fletcher, J. M. Taveras and J. L. Pool. A. M. A. 
Arch. Neurol. 1:38-47 (July) 1959 [Chicago]. 

This study is concerned with the clinical impli¬ 
cations of cerebral vasospasm as determined by 
angiography. The authors believe that spasm of 
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the internal carotid artery or its major branches 
is a common accompaniment of ruptured intra¬ 
cranial aneurysm and that the patient’s clinical 
course may be dependent to a large degree upon 
the presence, extent, and duration of this spasm. 
It may result in localized or generalized insuffi¬ 
ciency of the cerebral circulation, thereby produc¬ 
ing ischemia of varying degrees in the involved 
areas of dishdbution. Recognition of the occurrence 
of the spasm may be of considerable value to the 
neurologist arid the neurosurgeon alike, particu¬ 
larly as to prognosis and as a guide to management, 
and occasionally in diagnosis or localization. Tlie 
authors designate as spasm a narrowing of the 
lumen of a vessel heyond what they consider a 
normal anatomic variant. 

Up to 1957 it was the policy at the Neurological 
Institute of New York to carry out angiography 
after the patient’s clinical condition had become 
stable and there were no signs of continued or new 
bleeding. In only one-tenth of the patients in this 
series was angiography carried out before the 5th 
day. It was not thought that angiography altered 
the course of the disease except in 4 cases, in which 
the patient’s condition became worse after the 
procedure, and only 2 of these demonstrated spasm. 
Angiography was performed by means of percu¬ 
taneous puncture of the common carotid artery, 
and serial films were made by identical roentgeno¬ 
logic techniques. For the purposes of this study 
the cerebral angiograms of 100 consecutive patients 
with intracranial aneurysm were reviewed and 
correlated with the clinical history, findings, and 
course. Cerebral vasospasm did not occm‘ in major 
cerebral arteries having clear-cut evidence of ar¬ 
teriosclerotic changes, presumably because such 
vessels are no longer capable of spasm. The tyjre 
of vasospasm under discussion usually occurred 
within 3 weeks of aneurysmal rupture and was 
usually associated with bloody cerebrospinal fluid. 

Recognition of the presence of vasospasm is of 
particular value as a guide to prognosis and man¬ 
agement, and occasionally is of localizing value 
when an aneurysm fails to fill with contrast ma¬ 
terial or when multiple aneurysms are present. The 
presence of gross blood as a local irritant is one 
explanation for the production of spasm. However, 
since spasm may occur in the absence of blood, 
and is usually absent on the opposite side from a 
bleeding aneurysm, there may be an additional 
factor in the production and maintenance of cere¬ 
bral vasospasm. This could be a local muscle 
or nerve reflex effect caused by the distention or 
rupture of the aneurysm. The occurrence of 
vasospasm and serious resultant neurological signs 
may be delayed for several days after subarach¬ 
noid hemorrhage, indicating the advisability of 
prompt surgical treatment of ruptured intracranial 
aneurysms. 


Chlorpromazine—Four Years Later. W. Tiiteiir, R. 
Stiller and J. Glotzcr. Illinois M. J. 116:9-12 (]nlv) 
1959 [Chicago]. 

The authors report on a 4-year continued survey 
of 822 psychiatric female patients treated with 
chlorpromazine. The patients, the largest age sec¬ 
tor of whom was between 41 and 50 years, pre¬ 
sented symptoms of incontinence, combafiveness. 
destructiveness, noisiness, and tendency to undress; 
the majority of them had been hospitalized for 
from 1 to 15 years. Seventy-seven of tlie 2.58 pa¬ 
tients who were conditionally discharged during 
the 4-year period, to be followed by systematic 
treatment with chlorpromazine, have returned, 26 
of them for relapses which occurred while taking 
the drug diligently. The doses of chlorpromazine 
given to inpatients ranged from 100 to 1,200 mg. 
orally, or 50 to 150 mg. intramuscularly, per day; 
doses for outpatients varied from 50 to 800 mg. 
orally. During the 4-year survey 6 patients out of 
a total of 181 discharged patients have been away 
from the institution for more than 3% years, 36 
for 3 to 314 years, 24 for 31 to 36 months, and 34 
for more than 2 years. Fifty-five of the 181 patients 
remaining outside the institution have found gain¬ 
ful employment. Placebos were given to 72 dis¬ 
charged patients, and 43 sufltered from relapses, 
showing symptoms similar to their pretreatment 
clinical picture and indicating that they might 
need drug treatment for an indefinite time. Five 
of these had to be rehospitalized, but the others 
showed sufficient improvement within several days 
after treatment with clilorpromazine had been 
restarted. 

The authors point out that since the introduction 
of chlorpromazine it has been possible to remove 
118 beds from the overcrowded cottages of the 
institution where the study was made. These same 
cottages used to discharge only 2 to 6 patients a 
year before the introduction of this beneficial dnig. 

Virus Infections of the Central Nervous System 
Transmitted by Arthropods in Europe. H. Moritsch. 
Schweiz, med. Wchnschr. 89:683-685 (June 27) 
1959 (In German) [Basel, Switzerland]. 

Among the epidemic virus diseases transmitted 
by arthropods, such as western equine encepha¬ 
lomyelitis and hemorrhagic or Q fever, spnng- 
meningoencephalitis represents the most important 
infection of the central nervous system in Europe. 
Of the 162 patients with virus infections of tlie 
central nervous system, who were admitted be¬ 
tween 1956 and 1958 to the Neunkirchen (Austria) 

Hospital, 89 (55%) had spring-meningoencephalids. 

The onset of the disease is similar to that of polio¬ 
myelitis. Clinically, this virus infection can be 
divided into 3 forms; meningitis, meningoenceph¬ 
alitis, and paralytic meningoencephalitis. A particu¬ 
lar characteristic of the latter form is the late 
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appearance of paraly.si.s which, despite a marked 
initial atrophy, has a tendency to complete regi-es- 
sion. There is no specific treatment for spring- 
meningoencephalitis, any more than there is for 
polioin)'cliti.s. In general, the conrst' of the disease 
is mild. Among the 89 patients with spring- 
meningoencephalitis reported, onl>’ 5 (5.6%) died. 

It is difficult to differentiate spring-meningo¬ 
encephalitis due to virus infection from poliomye¬ 
litis by the anatomicopathological aspects of the 
central ner\'ous system alone. The etiology of the 
disease can only be diagnosed correctly by means 
of serologic and x'irologic c.x'aminations. The impor¬ 
tance of systematic laborator)^ investigntiims in all 
diseases of the central nervous system cansed b\- 
vims infection is emphasized. 

Polyarteritis Nodosa and the Nervous System. 
K. Koppang. Tidsskr. norske laegefor. 79:679-683 
(June 1) 1959 (In Norw'egian) [Oslo]. 

Polyarteritis nodosa occurs more frequently than 
was previousl}’ believed. The nervous system is 
affected in about half of the cases. The predomi¬ 
nating neurological symptom is polyneuritis, often 
with asymmetrical involvement. Symptoms from 
the central nervous system are less frequent. The 
possibility of polyarteritis nodosa should be con¬ 
sidered in polyneuritis accompanied by fever, in¬ 
creased sedimentation reaction, and simultaneous 
symptoms from other organs. Positive biopsy find¬ 
ings are not necessary to establish the diagnosis 
in life. If polyarteritis nodosa is suspected, careful 
search for possible allergens, especially medica¬ 
ments, is called for, Tlie course of the disease can 
to some e.vtent be influenced by cortisone treatment. 


GYNECOLOGY & OBSTETRICS 

A Study of the Aetiological Factors in Carcinoma 
of the Cervix Uteri in Guntur. P. S. Rao, R. S. Reddv 
and D. J. Reddy. J. Indian M. A. 32:463-470 (June 
16) 1959 [Calcutta], 

The authors report on 758 patients with symp¬ 
toms pointing to lesions of the uterine cervi.v, who 
were screened at the gynecologic outpatient clinic 
of the General Hospital in Guntur, India, behveen 
December, 1957, and February, 1959. To evaluate 
the relative incidence of carcinoma of the uterine 
cervix among different religious groups, patients 
of tile same age-group attending the same hospital 
during the same period for diseases other tlian 
carcinoma of tlie cervix were grouped according 
to religion and served as contratest patients. All 
cases of carcinoma of the cervix were histologically 
confirmed except 30 cases. 

Findings suggest that tliere is a definite relation¬ 
ship between the incidence of carcinoma of the 
cervix and the different religious groups. A high 


incidence of carcinoma of the cervix was obsen-ed 
among the Hindus and Christians whose partners 
were uncircumcised. The male partners of these 
patients showed higher grades of smegma accumu¬ 
lation, Carcinoma of the cervix was significantly 
low among the Moslems. No case of cai'cinonia of 
the penis was encountered among iVIoslem patients 
during the period of investigation. This emphasizes 
the causal role of smegma in carcinoma of the 
cervix. The peak incidence of carcinoma of the 
cervix was observed in patients between 31 and 50 
years of age and in those w’lio were in the pre¬ 
menopausal stage of life. The majoritj' of the pa¬ 
tients with carcinoma of the cervix belonged to 
the lower income groups. 

Twenty out of 475 biopsy specimens obtained 
from patients with carcinoma of the cervix showed 
a definite association between chronic cervicitis 
and carcinoma of the cervix. Transition between 
cervicitis and neoplastic change could be demon¬ 
strated in every one of these 20 cases. It is pointed 
out that the recent experimental production of 
carcinoma of the cervix in mice by horse and 
human smegma should be evidence enough to 
frighten Americans to resort to mass circumcision 
of newborn male infants. 

The Influence of Certain Etiological Factors in the 
Appearance of Cancer of the Cervix Uteri and of 
the Breast. C. Gros, R. Keiling and R. Renaud. 
Semaine hop. Paris 35:1968-1973 (June 12) 1959 
(In French) [Paris]. 

At the Anticancer Center and Faculty of Medi¬ 
cine of tile University of Strasbourg the authors 
studied the influence of race, marital status, and 
pregnancy on the frequency of cancer of the cervix 
uteri and of the breast. Out of 512 cancers of the 
cervix, 4 were in Jewesses, and among 724 cancers 
of the breast, 34 were in Jewesses, Cancer of the 
breast appeared significantly more frequently in 
Jewesses than in non-Jewesses, and cancer of the 
cervix appeared much less frequently in Jewish 
than in non-Jewish women. An attempt is made 
to explain the latter fact through hygienic condi¬ 
tions which u'ould account for the presence of less 
preputial smegma, a substance v'hicb was demon¬ 
strated b}' Plant and Khon Speyer to be cancero- 
genic. An ethnic e.xplanation is that the Jews have 
a marked degree of consanguinity, and a genetic 
factor may be responsible for resistance of the 
cervix uteri to cancerogenic substances. 

Marital status appears to play an important role 
in the relative frequency of these 2 cancers. Both 
cancer of the cervix uteri and cancer of tlie breast 
appear more frequently in mamed than in un¬ 
married women, but this difference beriveen the 
married and the unmarried is less marked in cases 
of cancer of the breast. The authors’ percentages 
tally absolutely with those given by other inv^esti- 
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gators in different countries. In attempting to define 
the influence of pregnancy, the authors found that 
there was a higher proportion of sterile married 
women with epithehoma of the breast than with 
epithelioma of the cervix. The frequency of cervical 
cancer increases rapidly with the number of preg¬ 
nancies. Cancer of the cervix uteri is less frequent 
than cancer of the breast in women with 1 or 2 
pregnancies, but it surpasses the frequency of 
cancer of the breast when there have been more 
than 2 pregnancies. The authors’ statistics are in 
complete agreement with those of other cancerolo- 
gists on this point. Lastly, they cite the fact that 
study by other investigators of the menstrual cycle, 
of the age at marriage and first pregnancy, and of 
tlie number of pregnancies shows much genito- 
hormonal activity in women afflicted with cancer 
of the cervix uteri. The question is raised as to 
whether estrogens play a large part in the appear¬ 
ance of this cancer. 

Effects of 17a-Methyl-19-Nortestosterone in Preg¬ 
nancy and in Threatened Abortion. A. Foix, R. O. 
Bruno and J. Carpinacci. Obst. y ginec. latino-am. 
17:229-235 (March-April) 1959 (In Spanish) [Buenos 
Aires]. 

The synthetic nor-steroid, 17a-methyl-19-nortes- 
tosterone (or methyl-estrenolone), has a marked 
progestational action with only a mild androgenic 
effect. It has, therefore, a wide field of application 
in gynecology. The authors studied its effects in 
2 groups of patients. The first group was composed 
of 10 pregnant women, between the ages of 22 
and 38 years, with pregnancies of 40 to 60 days, 
who had had spontaneous abortions or had become 
pregnant after treatment for sterility. Six had had 
at least one abortion; one had had 3 abortions. As 
a criterion for the administration and dosage of 
17a-methyl-19-nortestosterone, special attention was 
given to the changes in the vaginal cytology. The 
treatment was started as soon as the index of 
acidophilic karyopyknic cells exceeded 20%. The 
initial dose was 2 to 5 mg. daily. Four days later 
the cytological test was repeated, and the dose 
was maintained, increased, or decreased according 
to the findings. This procedure was followed as 
long as the cytological conditions indicated the 
need for medication. In 6 patients the pregnancy 
was follovving a normal course when this article 
was written; 2 patients had normal deliveries at 
term; one had an abortion (probably due to torsion 
of the umbilical cord); and in one the treatment 
had to be discontinued because of intolerance 
symptoms, although the vaginal cytology had im¬ 
proved during the period of medication tolerance. 

The second group was composed of 21 patients, 
between the ages of 23 and 32 years, who showed 
symptoms of impending abortion. Eight patients 
had metrorrhagia, 2 had pain, and 2 had both 


metrorrhagia and pain. Fifteen patients had bad 
one or more spontaneous abortions. The pregnanq' 
stage varied from 1 to 5 months. The doses ot 
17a-methyl-19-nortestosterone administered to these 
patients were higher than those administered to 
the patients in the first group. In some cases they 
reached 15 mg. daily until the symptoms of im¬ 
pending abortion had abated or disappeared. The 
treatment was then continued with smaller doses 
until normalization of the vaginal cytology was 
achieved. In 10 patients the pregnancy was fol¬ 
lowing a normal course when this article was 
written; one had a normal delivery at term; 8 had 
abortions; and in 2 cases the results were unhnown. 
Taking both groups as a whole, one-third of the 
patients had edema of the face and other signs of 
intolerance to the drug. The authors believe that 
the likelihood and severity of intolerance svill he 
greatly reduced by administering 17a-methyl-19- 
nortestosterone by the sublingual route instead of 
the alimentary route used in this study. The results 
are termed encouraging, especially when one con¬ 
siders that all the patients studied had a manifest 
tendency to interruption of the pregnancy. 


PEDIATRICS 

Association of Type 2 Hemadsorption (Parainfluen¬ 
za 1) Virus and Asian Influenza A Virus svith Infec¬ 
tious Croup. A. J. Vargosko, R. M. Chanock, R. J- 
Huebner and others. New England J. Med. 261:1-9 
(July 2) 1959 [Boston]. 

In the fall of 1957 a study to isolate new viruses 
and to associate tliese agents with clinical illness, 
including croup, was initiated by the vims secfaon. 
Research Foundation of the Childrens Hospital 
of the District of Columbia, and the laboratory of 
infectious diseases. National Institutes of Health. 
The 47 patients who are the subjects of this report 
were admitted to the Children’s Hospital of the 
District of Columbia because of an acute croup 
syndrome during the year from October, 19oh 
through September, 1958. Specimens were coUecte 
during the same interval from 949 infants an 
children who were free of respiratory-tract illness- 
Those included hospital patients during the entoe 
study period and children from the ‘well-chil 
and Outpatient cfinics. The mean age for the pa 
tients with croup was 24.7 months; that 
patients without respiratory disease was 
months. Oropharyngeal swab specimens and 
taken from the latter patients were treated in 6 
same manner as those from patients showing c u 
ical respiratory illness. . , 

Viral agents were recovered from 16 (or 34vii) 
the patients with croup. Hemadsorption 
2, which was recovered from 12 (or 25%) of ® 
patients with croup, was the agent most frequen y 
encountered. Hemadsorption virus type 1, croup- 
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ilssociafcd \’iriis, aclonoviriis type 1, and adenovirus 
tj’pe 5 were eacli isolated once. TIk' association of 
hemadsorption s'irus type 2 with croup appears to 
he significant. Tiie recos’or)’ of this agent from 
infants and children without respiratory-tract ill¬ 
ness occurred at a rate of only {).27f. 

From the serologic data obtained in this study, 
a diagnosis of viral infection could he assigned to 
71<c of the children with croup. The viruses asso¬ 
ciated included influenza \’irus, hemadsorption 
virus types 1 and 2, croup-associated virus, and 
adenovirus types 1 and 5. The agents whose asst)- 
ciation with croup was best substantiated were 
hemadsorption virus type 2 and the \irus of Asian 
influenza type A, both mt’xoviruses. The .Asian in¬ 
fluenza \-irus was associated with 5 (•36'7f) of 14 
croup illnesses during the month when that agent 
was most j^revalent, and in 19% throughout the 
year. Infection with type 2 hemadsorption \irus 
was associated with 17 (36%) of 47 patients with 
croup seen throughout the year. Evidence for in¬ 
fection M’ith Asian influenza virus or hemadsoqj- 
tion r'irus type 2 u'as found in approximately 5.5% 
of all the croup patients studied. Infection with 
tj-^re 2 hemadsorption s’irus was found predomi¬ 
nantly in boys, but its clinical features were not 
distinctive. In an addendum it is stated that the 
high lex'el of association of hemadsorption virus 
type 2 with the croup syndrome described in this 
paper u'as maintained from October, 1958, through 
May, 1959. Hemadsorption virus t>'pe 2 was re¬ 
covered from 7 (16%) of the 44 patients studied 
during this interval. Additional evidence for the 
role of hemadsorption virus type 1 in the croup 
sradrome was the isolation of this agent from 3 
of the 44 patients. 

The association of Asian influenza u'ith croup 
is not surprising to clinicians, who have believed 
for years that influenza viruses maj- cause croup. 
The association of hemadsorption virus type 2 with 
croup is the most striking finding in the studies on 
hemadsorption viruses. These agents are neu' 
myxoviruses that will shortly be classified as Myxo- 
virus parainfluenzae 3 (hemadsorption virus type 1) 
and Myxovirus parainfluenzae 1 (hemadsorption 
virus type 2), 

Tuberculous Lesions in Children Who Have Been 
Inoculated with the BCG ALiccine: Observations in 
56 Children Seen at a Sanatorium. N. Ebers, Tuber- 
kulosearzt 13:397-399 (June) 19.59 (In German) 
[Stuttgart, Germany]. 

A study of 56 children shou's tliat a diagnosis of 
active tuberculosis is made much too often not only 
in children in general but in those who have been 
vaccinated. The 56 children studied had been 
inoculated with the BCG vaccine. They were ad¬ 
mitted to the Elisabethenberg Sanatorium, in Ger¬ 
many, behveen 1948 and 1958 ^^•ith a diagnosis of 


“active tuberculosis.” Detailed examination of these 
children revealed an actir’e process in only 13 cases, 
and only 5 of the cases were attributable to genu¬ 
ine failure of the BCG vaccine to confer protection. 
The number of BCG-inoculated children who sub¬ 
sequently developed active tuberculosis was an 
e.xceedingly small fraction of the total number of 
tuberculous children who were admitted to the 
sanatorium during the same period. 

Neonatal Thyrotoxicosis. S. N. Javett, B. Senior 
and S. Heymann. Pediatrics 24:65-73 (July) 1959 
[Springfield, Ill.]. 

The authors report on 2 cases of neonatal thy¬ 
rotoxic exophthalmic goiter in infants born of 
mothers with exophthalmos and inadequately con¬ 
trolled thyrotoxicosis. The mothers, who had 
received treatment before conception with radio- 
iodine (P”) and thyroidectomy, were at tlie time 
of delivery not only th)Totoxic but markedly 
exophthalmic. The infants were desperately ill at 
birth with a state resembling thyroid storm. Intra¬ 
venous and oral administration of Lugol’s solution 
proved lifesaving. Medication svas required for 
4 or 5 weeks, the patients remaining w’ell tlierc- 
after. Appraisal of the pathogenesis of neonatal 
thyrotoxicosis favors the transplacental passage of 
a thyroid-stimulating agent, probably derh'ed from 
the mother’s pituitars'. The thyroid status of 
neonates born of mothers taking medication for 
thyrotoxicosis reflects tlie interaction between the 
transmitted thjToid-stimulating agent and the par¬ 
ticular drug being employed. 

Ectasia of the Coronary Vessels in the Course of 
Periarteritis Nodosa in a Nursling Aged 2*A Months. 
R. Turpin, L. Boequet, R. Gorin and J. Cruveiller. 
Semaine hop. Paris 35:1779-1786 (May 24) 1959 
(In French) [Paris]. 

Periarteritis nodosa is so rare in infants aged 
less than one year that only about 20 reports are 
to be found in the literature, and some of these 
are open to question. The present case, which 
»)ccurred in an infant, aged 2'A months, wars a strik¬ 
ing example of the contrast between the common¬ 
place clinical syndrome and the wide diffusion 
of the ectatic lesions of the arteries of medium and 
small caliber. The clinical manifestations consisted 
of acute febrile rhinopharyngitis followed by diar¬ 
rhea, abdominal meteorism, moderate enlargement 
of the liver, polynucleosis with eosinophilia (10%), 
and minimal albuminuria. The child had airparently 
recovered when death suddenly occurred within 
a few seconds. Autopsy revealed ectasia of the 
coroniiry vessels svith involvement of various renal, 
hepatic, splenic, duodenopancreatic, mesenteric, 
and appendicular arterioles. The cerebral and pul¬ 
monary arteries, on the other hand, were not af- 
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about two-tlurcls of the patients, and the endoge¬ 
nous luvturc in the one-third. The ancestors of the 
children with bronchial asthma of allergic origin 
had frequently had diseases of an allergic nature. 
The preparation from the anterior lobe of the 
pituitary was administered intramuscularly to the 
children with bronchial asthma every other day 
in trimester courses, with a month-long, drug-free 
interval in between, for a period of 1 or 2 years. 
At the beginning the doses were small and were 
gradually increased afterwards. The type of prep¬ 
aration administered was changed several times to 
prevent the formation of antihormones. No other 
sNTnptomatie treatment was given. All the patients 
were cured of bronchial asthma, 31 (78%) of them 
after the first year and the remainder during the 
second year of treatment. Inspection of the patients 
2 )’ears after the remission of symptoms confirmed 
the definitive cure of bronchial asthma. 

The second group consisted of 65 patients with 
recurrent urticaria and of 2S patients with atopic 
dermatitis. Small or medium-sized doses were ad¬ 
ministered intramuscularly every other day for 2 
trimesters, with a drug-free month in between. The 
relief from symptoms was faster in these patients 
than in those with bronchial asthma, and there 
were no sequelae. The first symptom to subside was 
pruritus. The author believes that the hormonal 
action of the preparation not only afforded relief 
from urticaria and eczema but also had an anti¬ 
allergic effect. 


THERAPEUTICS 

Reappraisal of the Hypoglycemic Action of Acetyl- 
salicylate. A. Hecht and M. G. Goldner. Metabolism 
8;418-428 0uly [Ft. 1]) 1959 [New York]. 

The effects of salicylates on carbohydrate metab¬ 
olism have found new clinical interest in recent 
years, and both hyperglycemic and hypoglycemic 
reactions to salicylates have been described. The 
authors undertook a reevaluation of the hypogly¬ 
cemic effects of the salicylates in view of the 
growing use of orally administered hypoglycemic 
agents. Large doses of acetylsalicylate (4.8 Gm. per 
day) were given to 13 nondiabetic and 12 diabetic 
patients for 1 to 3 weeks and were tolerated well. 
A moderate though significant hypoglycemic effect 
was obtained in most instances. The higher the 
initial blood sugar level, the more marked was this 
hypoglycemic effect, which was manifested on 
about the third day of medication and persisted 
throughout the treatment period. Salicylate ad¬ 
ministration had an insulin-sparing effect and 
appeared to enhance the action of tolbutamide. 
Oral and intravenous glucose tolerance tests were 
performed, and insulin and glucagon tolerances 
were measured. The test results suggest that acetyl¬ 


salicylate does not alter gastrointestinal glucose 
absorption, renal excretion of glucose, or insulin 
sensitivity. Hepatic glycogenolysis does not appear 
to be affected, nor does the hypoglycemic action 
seem to be mediated through the adrenal cortex. 
Since other work indicates that the effect does not 
depend on the presence of functioning pancreatic 
tissue, the mechanism of action is obscure. 

Effects of the New Xanthine Derivative, Ro 1-8239, 
on Respiration and Circulation in Obstructive Pul¬ 
monary Emphysema. F. Barrera, G. G. Regalado, 
J. C. Dominguez and others. Rev. cubana cardiol. 
20:16-39 Qan.-March) 1959 (In Spanish) [Havana]. 

The effectiveness of a new xanthine derivative 
(X-D), Ro 1-8239, was studied in a group of 12 
patients suffering from chronic pulmonary obstruc¬ 
tive emphysema with cardiovascular im'olvement 
(chronic cor pulmonale). In all these patients com¬ 
plete clinical and radiologic examination showed 
dyspnea, both at rest and during effort, bronchial 
symptoms, diaphragmatic flattening and hypomo- 
bility, and intercostal space dilatation. In 6 patients 
the emphysema was in an advanced stage; in the 
other 6 it was of a moderate degree. In all the 
patients complete spirometric studies, as well as 
determination of residual air volume and total 
pulmonary capacity, were performed at rest and 
30 minutes after the intravenous administration of 
0.1 Gm. of Ro 1-8239. Intracardiac catheterization 
was performed in 5 patients, with administration 
of 0.1 to 0.2 Gm. of the X-D into the pulmonary 
circulation. Three of these 5 patients received a 
dose of 0.25 to 0.50 Gm. of chloral hydrate as a 
premedication. All 5 patients were examined witliin 
30 to 60 minutes after the administration of the 
X-D. Three normal subjects and 15 patients with 
pulmonary emphysema, treated witli aminophyl- 
line and diliydroxytheophylline in doses equivalent 
to the doses of the X-D given to the e.xperimental 
group, served as a control group regarding the 
spirometric, ventilation, and arterial blood values. 
Eight patients with simple mitral stenosis formed 
the control group in tlie study of pulmonary circu¬ 
lation by catheterization. 

The effects of the X-D were evidenced mainly 
in the changes observed in pulmonary ventilation 
and arterial blood. There was a significant reduc¬ 
tion in the air spaces and in the ratio of these spaces 
to tire tidal air volume, with a consequent increase 
in tire alveolar ventilation and in tlie arterial pH. 
There was also a statistically significant drop in the 
arterial o.xygen content and arterial saturation, 
which the authors attribute to the changes produced 
in the ratio of ventilation to perfusion throughout 
tlie lungs and/or to increased flow tlirough poorly 
or nonventilated areas. These results suggest that 
Ro 1-8239 acts mainly upon small vessels, both 
pulmonary and systemic. 
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fected. The integrity of the electrocardiographic 
tracings contrasted strongly with the intensity of 
tlie coronary lesions. 

No possible cause, and in particular no thera¬ 
peutic sensitization, by vaccination or treatment 
with antibiotics or chemotherapy, could be found 
for the appearance of periarteritis nodosa in this 
infant. The histopathological lesions suggested a 
latent, subacute process, extending over a period 
of several weeks, if not months, and compensated 
for during much of the time. This, of course, brings 
up the problem of a possible intrauterine cause. 

Treatment of Disseminated Infantile Histoplasmo¬ 
sis With Amphotericin B. J. Little, J. Bruce, H. 
Andrews and others. Pediatrics 24:1-5 (July) 1959 
[Springfield, Ill.]. 

The authors report on 3 infants, under the age 
of 1 year, and a child of 3 years, who were treated 
for disseminated histoplasmosis with amphotericin 
B (an antifungal agent derived from an unidentified 
Streptomyces species found in a South American 
soil sample). The patients were given amphotericin 
B intravenously in a daily dosage which varied 
between 0.25 and 1.0 mg. per kilogram of body 
weight. The calculated amount of the drug was 
dissolved in 5% dextrose in water, so that a con¬ 
centration of 1 mg. of drug per 10 ml. of solution 
was not exceeded. The rate of infusion was adjust¬ 
ed, so that the dose was given over a 6-hour period. 
The continuation of medication for 4 to 8 weeks 
is recommended, but 2 of tlie patients responded 
well to shorter courses. Headache, nausea, and 
vomiting were early toxic manifestations of ther¬ 
apy. Elevations of tire level of nonprotein nitrogen 
in the blood, without other evidence of renal dis¬ 
ease, have been observed. Chills, fever, and an 
anaphylactoid-like reaction with peripheral cyano¬ 
sis were observed in one infant after the first in¬ 
jection. The use of an antihistamine drug and 
epinephrine in oil apparently controlled the reac¬ 
tion, so that therapy could be continued. The 
medications were discontinued after the 12th day 
of treatment without return of the reactions. 

A definite diagnosis of disseminated histoplas¬ 
mosis is desirable before therapy is started because 
of the technical difiBculties of treatment with 
amphotericin B. The authors recommend the 
Heiner agar-gel technique for histoplasmin precipi¬ 
tin reaction as a diagnostic tool. In this technique 
antigens are prepared from stock cultures of fungi 
and from cultures freshly isolated from patients, 
and undiluted serums of patients are used for anti¬ 
body sources. This test is easy to perform and has 
greater sensitivity and specificity than other im¬ 
munological tests. The response of the 4 children 
in this series to therapy was gratifying. All the 
patients are doing well, and there is no indication 


of relapse or exacerbation. The response seems to 
warrant fimther trial of amphotericin B in this 
frequently fatal disease of infancy. 

Citric Acid and Rickets: Recent Views on the Cal¬ 
cium-Phosphorus Metaholism. R. Rossi and R. 
Cremoncini. Minerva pediat. 11:606-615 (May 19) 
1959 (In Italian) [Turin, Italy]. 

A combined preparation of citric acid-calcium- 
phosphorus was given to a group of 30 infants witli 
rickets and to a control group of 10 healthy infants 
and children, aged up to 10 years. The control group 
received a daily dose of 2.2 or 4.4 Gm. of the com¬ 
pound for 10 days. The serum calcium value tended 
to increase in 8 of the 10 infants and children oi 
the control group after they had received the 
preparation, but it became normalized 10 days after 
the administration of the last dose. Phosphatemia 
and the concentration of phosphorus in the serum 
either increased or decreased as a result of the 
therapy. 

Of the 30 infants with rickets, who ranged in 
age from 4 to 15 months, 3 had a moderately severe 
variety and 27 a mild variety of the disease. Among 
the latter group, 10 had previously received treat¬ 
ment with prophylactic dosages of vitamin D, 9 
had previously received treatment with therapeutic 
dosages of vitamin D, and 8 bad not previously 
received any treatment with vitamin D. The treat¬ 
ment with Ae combined preparation of citric acid- 
calcium-phosphorus lasted 2 months and consisted 
of daily doses of 700 mg. to the infants under 6 
months of age, of a double dose to the infants 
under one year, and of a triple dose to older ones. 
Two therapeutic doses of vitamin D were adminis¬ 
tered intramuscularly to 5 patients who had pre¬ 
viously received only the prophylactic dose of 
vitamin D and to 4 infants who had not previously 
received vitamin D. This treatment produced 
marked improvement in patients with the mild 
variety of tlie disease; it induced increase of the 
serum calcium value in 17 patients and a normaliza¬ 
tion of the phosphatemia and of the concentration 
of phosphorus in the serum in most patients. The 
treatment produced a fair improvement in patients 
Math the moderately severe variety of the disease. 

Hormonotherapy with an Anterior Pituitary Prepa¬ 
ration for Bronchial Asthma and Certain Infanti e 
Allergic Skin Disorders. P. Perrotta. Minerva 
pediat. 11:616-621 (May 19) 1959 (In Italian) [Turin, 
Italy]. 

Hormonotherapy with an anterior pituitary pmp 
aration was instituted in 40 children, under the age 
of 12 years, with bronchial asthma and in 
children, aged between 2 and 8 years, ivith recur 
rent urticaria or atopic dermatitis. The allCTg 
nature of the bronchial asthma was presumed m 



Vol. 171, N’o. 10 


MEDICAL LITERATUUE ABSTRACTS 


249/1425 


about two-thirds of the patients, and the endoge¬ 
nous nature in the one-third. The ancestors of the 
children with broncliial asthma of allergic origin 
had frequently had diseases of an allergic nature. 
The preparation from the anterior lobe of the 
pituitary was administered intramuscularly to the 
children with bronchial asthma every other day 
in trimester courses, with a month-long, drug-free 
inteiwal in between, for a period of 1 or 2 years. 
At the beginning the doses were small and were 
gradually increased afterwards. The type of prep¬ 
aration administered was changed several times to 
prevent the formation of antihormones. No other 
symptomatic treatment was given. All the patients 
were cured of bronchial asthma, 31 (78%) of them 
after the first year and tire remainder during the 
second year of treatment. Inspection of the patients 
2 years after the remission of symptoms confirmed 
the definitive cure of bronchial asthma. 

The second group consisted of 65 patients with 
recirrrent urticaria and of 28 patients with atopic 
dermatitis. Small or medium-sized doses were ad¬ 
ministered intramuscularly every other day for 2 
trimesters, with a drug-free month in between. The 
relief from symptoms was faster in these patients 
than in those with bronchial asthma, and there 
were no sequelae. The first sjTnptom to subside was 
pruritus. The author believes that the hormonal 
action of the preparation not only afforded relief 
from urticaria and eczema but also had an anti¬ 
allergic effect. 


THERAPEUTICS 

Reappraisal of the Hypoglycemic Action of Acetyl- 
salicylate. A. Hecht and M. G. Goldner. Metabolism 
8:418-428 Quly [Ft. 1]) 1959 [New York]. 

The effects of salicylates on carbohydrate metab¬ 
olism have found new clinical interest in recent 
years, and both hyperglycemic and hypoglycemic 
reactions to salicylates have been described. The 
authors undertook a reevaluation of the hypogly¬ 
cemic effects of the salicylates in view of the 
growing use of orally administered hypoglycemic 
agents. Large doses of acetylsalicylate (4.8 Gm. per 
day) were given to 13 nondiabetic and 12 diabetic 
patients for 1 to 3 weeks and were tolerated well. 
A moderate though significant hypoglycemic effect 
was obtained in most instances. The higher the 
initial blood sugar level, the more marked was this 
hypoglycemic effect, which was manifested on 
about the third day of medication and persisted 
tluroughout the treatment period. Salicylate ad¬ 
ministration had an insulin-sparing effect and 
appeared to enhance the action of tolbutamide. 
Oral and intravenous glucose tolerance tests were 
performed, and insulin and glucagon tolerances 
were measured. The test results suggest that acetyl¬ 


salicylate does not alter gastrointestinal glucose 
absorption, renal excretion of glucose, or insulin 
sensitivity. Hepatic glycogenolysis does not appear 
to be affected, nor does the hypoglycemic action 
seem to be mediated through the adrenal cortex. 
Since other work indicates that the effect does not 
depend on the presence of functioning pancreatic 
tissue, the mechanism of action is obscure. 

Effects of the New Xanthine Derivative, Ro 1-8239, 
on Respiration and Circulation in Obstructive Pul¬ 
monary Emphysema. F. Barrera, G. G. Regalado, 
J. C. Dominguez and others. Rev. cubana cardiol. 
20:16-39 (Jan.-Marcb) 1959 (In Spanish) [Havana]. 

The effectiveness of a new xanthine derivative 
(X-D), Ro 1-8239, was studied in a group of 12 
patients suffering from chronic pulmonary obstruc¬ 
tive emphysema with cardiovascular involvement 
(chronic cor pulmonale). In all these patients com¬ 
plete clinical and radiologic examination showed 
dyspnea, both at rest and during effort, bronchial 
symptoms, diaphragmatic flattening and hypomo- 
bility, and intercostal space dilatation. In 6 patients 
the emphysema was in an advanced stage; in the 
other 6 it was of a moderate degree. In all the 
patients complete spirometric studies, as well as 
determination of residual air volume and total 
pulmonary capacity, were performed at rest and 
30 minutes after the intravenous administration of 
0.1 Gm. of Ro 1-8239. Intracardiac catheterization 
was performed in 5 patients, with administration 
of 0.1 to 0.2 Gm. of the X-D into the pulmonary 
circulation. Three of these 5 patients received a 
dose of 0.25 to 0.50 Gm. of chloral hydrate as a 
premedication. All 5 patients were examined within 
30 to 60 minutes after the administration of the 
X-D. Three normal subjects and 15 patients with 
pulmonary emphysema, treated with aminophyl- 
line and dihydroxytheophylline in doses equivalent 
to the doses of the X-D given to the exqrerimental 
group, served as a control group regarding the 
spirometric, ventilation, and arterial blood values. 
Eight patients xvith simple mitral stenosis formed 
the control group in the study of pulmonary circu¬ 
lation by catheterization. 

The effects of the X-D were e^’idenced mainly 
in the changes observed in pulmonary ventilation 
and arterial blood. There was a significant reduc¬ 
tion in the air spaces and in the ratio of these spaces 
to the tidal air volume, with a consequent increase 
in the alveolar ventilation and in the arterial pH. 
There was also a statistically significant drop in the 
arterial oxygen content and arterial saturation, 
which the authors attribute to the changes produced 
in the ratio of ventilation to perfusion throughout 
the lungs and/or to increased flow through poorly 
or nonventilated areas. These results suggest that 
Ro 1-8239 acts mainly upon small vessels, both 
pulmonary and systemic. 
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Methimazole and Carbimazole in Hyperthyroidism: 
A Comparison by a Double Blind Technique. T. H. 
McGavack. Am. J. M. Sc. 238:1-12 (July) 1959 
[Philadelphia]. 

In 1949 Stanley and Astwood called attention to 
the highly suppressive influence of certain imida¬ 
zoles on the uptake of iodine by the human thyroid 
gland. They were particularly impressed with the 
usefulness of methimazole (l-methyl-2-mercapto- 
imidazole) in suppressing radioiodine (P^*) uptake 
and controlling the manifestations of tliyrotoxicosis. 
More recently Lawson, Rimington, and Searle have 
suggested tliat the imidazole action could be pro¬ 
longed by the substitution of a carbethoxy group 
for the hydrogen of the mercapto group on carbon 
atom 2 of methimazole. In clinical trial, tliis com¬ 
pound, carbimazole, has proved about as effective, 
weight for weight, as methimazole in the manage¬ 
ment of tliyrotoxicosis. From clinical reports, which 
cover considerably more than 1,000 patients in the 
case of each drug, carbimazole seems to have 
produced fewer severe toxic reactions (granulocy¬ 
topenic and urticarial-febrile reactions) than methi¬ 
mazole. 

In view of the claims made for carbimazole, it 
was decided to have a single group of workers test 
the activity of each drug without knowing the 
identity of either, and to make such tests on a 
weight-for-weight basis. The 2 drugs, identified 
only by code numbers, have been administered to 
123 patients in a series of 203 trials. Methimazole 
was given initially to 68 patients, and carbimazole 
initially to 55 patients. The 2 preparations appeared 
to be equally effective, on a weight-for-weight 
basis, in controlling the manifestations of hyper¬ 
thyroidism. Eight toxic reactions were encountered 
during the administration of methimazole, and 6 
witli carbimazole. Two of these in association with 
the use of methimazole were urticarial-febrile 
reactions. All remaining reactions were manifested 
by one, or a combination, of tbe following features: 
pruritus, localized rashes, and transient edema. It 
is concluded that both methimazole and carbima¬ 
zole are effective tliyroid blocking agents of ap¬ 
proximately equal activity. Methimazole may be 
more to.xic than carbimazole, but a good many 
more cases should be studied before a hard-and-fast 
conclusion is drawn regarding this statement, as 
the differences in the present study are not statis¬ 
tically significant. 

Kanamycin. S. M. Finegold. A. M. A. Arch. Int. 
Med. 104:15-28 0uly) 1959 [Chicago]. 

Kanamycin is a new bactericidal antibiotic which 
has been shown to be liighly effective when given 
parenterally in the treatment of a number of resist¬ 
ant staphylococcic and gram-negative bacillary 
infections. The author reviews the literature con¬ 


cerning the use of kanamycin in man and in ex¬ 
perimental animals. Used orally, it exerts a profound 
effect on the normal aerobic intestinal flora, and it 
has been effective, or has shown promise, in the 
treatment of some intestinal infections and carrier 
states. Kanamycin has been adminstered by a 
variety of routes other than the oral and intramus¬ 
cular with good results. It has also been used top¬ 
ically or as an irrigating fluid in superficial lesions 
and wounds and has been applied as an ointment 
or as a cream. There was no evidence of irritation 
or of allergic reactions, and the results were gen¬ 
erally good. 

Toxicity inherent in the drug can he avoided or 
minimized with careful management. The most 
important type of toxicity noted with parenteral 
kanamycin therapy xvas damage to the 8th nene, 
involving both auditory and vestibular functions 
but chiefly the auditory. Permanent auditory dam¬ 
age may be avoided by stopping the treatment on 
the appearance of tinnitus. So far there has been 
little evidence of progression of damage for long 
periods after tlie drug has been witlidrawn. Care 
should be exercised in tire treatment of elderly 
patients, because they are more subject to nephro¬ 
toxicity and sometimes develop relatively high 
serum creatinine values. Suggestions as to dosage, 
precautions to be observed in administering kana¬ 
mycin, and factors predisposing to toxicity are 
described in detail. 

Statistical Study of the Treatment of Acute Ictero- 
genic Hepatitis with Deltahydrocortisone. P. Main- 
guet and J. Caroli. Semaine h6p. Paris 35:1974-1986 
(June 12) 1959 (In French) [Paris]. 

The value of deltahydrocortisone (or predniso¬ 
lone) in the treatment of acute icterogenic hepatitis 
was investigated by comparing the results obtained 
in 2 series of patients, one containing 90 patients 
treated witli deltahydrocortisone and the other 
containing 60 patients treated xvith standard forms 
of tlierapy. The study showed that deltahydrocor¬ 
tisone was incomparably more effective than any 
of the older methods of treatment xvhen given early 
in the course of the disease. Progression of the 
jaundice was checked, regardless of its intensity at 
the outset, if the patients were given deltahydro¬ 
cortisone within the first week. No such result was 
obtained by any of the standard methods of treat¬ 
ment. The therapeutic effect of deltahydrocortisone 
was also favorable when it was given in the secon 
or tlie tliird week of jaundice, but the results ha 
less probative value because it could not be saro 
that spontaneous clearing of the jaundice woul 
have taken much longer. 

Various authorities have questioned the value 
of corticotherapy, saying that the clearing of tlie 
jaundice and the improvement in the patients 
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general condition are misleading and that tlie cor- 
ticotherapy has no effect on the biological and 
anatomic disorders due to the hepatitis. These 
contentions are dispros'ed by the results obtained 
in this study, which showed that dcltahydrocorti- 
sone, when gis'en early, not only cleared the 
jaundice and produced diuresis, but also led to the 
return of normal findings in the metabolic tests. 

Corticothcrapy is less effective and more dan¬ 
gerous when icterogenic hepatitis is prolonged or 
not promptly treated. Standard methods of therapy, 
particularly repeated duodenal intubations and 
cliolecystostomy follou'ed by trans\'esica! drainage, 
retain their full value in such cases. The complica¬ 
tions of corticothcrapy must be kept in mind, and 
certain elementary precautions should always be 
taken. These include routine radiographic studies 
for the detection of gastric or duodenal ulcer (in 
suspicious cases) and of pulmonary tuberculosis, 
so that the corticothcrapy can be supplemented, 
if necessary, by antiulcerous or antituberculous 
therapy. Similarly, the blood coagulation should 
be watched and anticoagulants given at the first 
sign of hypercoagulability. Finally, the arterial 
pressure and the urinary sugar level should be 
regularly checked. These precautions should pre¬ 
vent the occurrence of complications. Those few 
that may occur in spite of them are not to be 
compared with the benefits to be derived from the 
early use of deltahydrocortisone, which is the only 
method now available by which the development of 
icterogenic hepatitis can be halted at the start. 

Iproniazid Hepatitis: Report of Five Cases and Re¬ 
view of Pertinent Literature. A. Feli.v, E. Schwartz 
and H. Rifkin. A. M. A. Arch. Int. Med. 104:72-82 
(July) 1959 [Chicago]. 

The authors review the literature concerning liver 
damage in patients treated with iproniazid, and 
present a report on the occurrence of hepatocellular 
jaundice in the course of iproniazid h'eatment in 4 
patients. A 5th patient is also reported, who had no 
jaundice but in whom widespread focal necrosis 
of the liver was found at autopsy, which was at¬ 
tributable to iproniazid tlierapy. Jaundice has 
occurred in patients receiving a wide range of dose 
levels. Whether the total cumulative dose given or 
the daily dosage is significant in determining tlie 
onset of jaundice is not clear. Evidence of liver-cell 
injury and jaundice usually occurs only after 2 
weeks of iproniazid treatment, and generally is 
delayed for several weeks. The degree of liver 
damage may vary from mild, transient alterations 
of liver function tests to overt jaundice and poten¬ 
tially fatal, widespread hepatic necrosis and hepatic 
coma. There is no specific treatment other than the 
recognized regimens for severe hepatic damage, 
including steroid therapy. 


The pathogenesis of liver damage due to iproni¬ 
azid is still unknown. Similarly, the relation of 
hepatitis due to iproniazid to that caused by a virus 
is not clearly understood. The possibility of a direct 
chemical hepatoto.xicity, however, cannot be dis¬ 
regarded. The action of iproniazid as a potent 
inhibitor of amine oxidase, its chemical relation to 
hydrazine, and its possible involvement in the 
metabolism of pyridoxine suggest several ways in 
which it may exert a toxic effect on the liver. The 
effects of increased circulating amines, the possi¬ 
bility of heretofore unrecognized inhibition of other 
enzyme systems, and the possibility of interference 
in the metabolism of vitamin B complex, all require 
consideration as possible pathogenic factors in the 
production of liver damage by iproniazid. In view 
of recent clinical e.xperience, iproniazid should 
undoubtedly be considered a potential hepatoto.xic 
agent. Appropriate precautions in its clinical use 
should be taken. It is best to withhold the drug from 
patients with liver disease until the effects of ipro¬ 
niazid therapy in such patients have been ade¬ 
quately studied. 

Oral Treatment of Diabetes Mellitus svith 1-Cyclo- 
hexyl-2-p-Tolylsulfanylurea: The Behavior of Serum 
Cholesterol During the Course of Treatment. 
B. D’AIessandro, A. Brancaccio, R. De Luca and 
G. Jacono. Minerva med. 50:1422-1426 (May 12) 
1959 (In Italian) [Turin, Italy]. 

The authors studied tlie effect of Diaborale 
(l-cyclohexyl-2-p-tolylsulfanylurea), a new Italian 
preparation with hypoglycemic effect administered 
orally, on the serum cholesterol of 16 diabetic pa¬ 
tients divided into 2 groups. The first group was 
composed of 11 patients with mild or moderate 
diabetes, who had not been treated with insulin 
before tliey were given oral treatment with Dia¬ 
borale. The second group was composed of 5 pa¬ 
tients who had been treated with insulin for a 
prolonged period. The values of cholesterolemia, 
though high in both groups, did not reach levels 
higher than normal. An almost total normalization 
of the values of glycemia was obtained during 
treatment with Diaborale in the patients of the first 
group. In these patients a slight decline in total 
cholesterol level, noticed early in the course of the 
treatment, was followed later by an increase which 
at times reached values higher than those noticed 
at the beginning of the treatment. No changes in 
total cholesterol level were observed during the 
treatment in a patient who had presented sub¬ 
normal total cholesterol values in the beginning. 
The values of total cholesterol became normal in 
another patient who also presented subnormal 
values in the beginning. Ester cholesterol followed 
the same pattern as that of total cholesterol in 3 
patients; the increase in the values of ester choles¬ 
terol in these patients occurred at the expense of 
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the free cholesterol which decreased. The increase 
in the values of total cholesterol coincided with an 
increase of the values of free cholesterol in 6 
patients. 

The values of cholesterol increased after with¬ 
drawal of insulin in 2 patients of the second group; 
during treatment with Diaborale, however, these 
values declined and were lower at times than the 
values observed at the beginning of the treatment. 
In one of these 2 patients glycemia responded to 
treatment with Diaborale and became normal; the 
values of ester cholesterol decreased, and those of 
free cholesterol increased slightly. Diaborale had 
no effect on the values of glycemia in the other 
patient; the level of total cholesterol remained un¬ 
changed; the level of ester cholesterol increased; 
and the level of free cholesterol declined. 

A decline in the values of total cholesterol was 
observed in 3 patients of the second group who 
had discontinued taking insulin for some time or 
were taking it only at intervals; during the course 
of the treatment with Diaborale these values in¬ 
creased to a level higher than that present at the 
beginning in one of these patients. A decline in 
total cholesterol level was observed in the other 2 
patients in whom Diaborale had no effect on the 
values of glycemia. Free and ester cholesterol values 
followed tlie same pattern as total cholesterol, ex¬ 
cept in one patient in whom an increase in the 
value of free cholesterol was observed. The authors 
believe tliat prolonged treatment mth hypogly¬ 
cemic drugs may result in a slow accumulation of 
the drug in the tissues and may cause some func¬ 
tional alterations, which are probably reversible, 
in the alpha cells of the pancreas. 


PATHOLOGY 

Laboratory Investigations on Occurrence of Patho¬ 
genic Staphylococci in Hospital Milieu. T. M. 
Vogelsang. Tidsskr. norske lasgefor. 79:517-523 
(May 1) 1959 (In Norwegian) [Oslo]. 

Hospital infections due to pathogenic staphylo¬ 
cocci have also increased in Norway. With the 
large number of antibiotic-resistant staphylococci 
which continue to occur in hospitals such epidemics 
can be e.xpected to increase in frequency. When 
staphylococcus infections appear in a hospital de¬ 
partment, cooperation betsveen the division and the 
bacteriological laboratory should be established as 
quickly as possible. Specimens from all infectious 
foci and from nose and tliroat of personnel and 
patients should be submitted for laboratory exam¬ 
ination. Supplementary examinations may be neces- 
sarx'. The isolated staphylococcus strains are tj’ped. 
If the examination is made early in tire epidemic, 
perhaps only one or txvo persons are carriers of tire 
epidemic strain. If patients are carriers tlrey must 


be properly isolated. If members of the personnel 
are carriers they should be granted leave for a 
time. Since many persons are intermittent caniers, 
there is thus a good chance that the epidemic strain 
can disappear from the upper respiratory tract dur¬ 
ing the stay away from the hospital. 


How Reliable Is Biopsy of Rectal Polyps? A Clini¬ 
cal and Morphological Study of 107 Cases. C. A. 
Hellwig, and E. Barbosa. Cancer 12:620-624 (May- 
June) 1959 [Philadelphia]. 


The authors aimed to determine how reliable 
biopsy of rectal polyps is in helping the surgeon 
decide between abdominoperineal resection and 
polypectomy, without minimizing the chances of a 
cancer cure. The gross and microscopic findings for 
all rectal poly^ps that had been examined in the 
laboratory of the pathology department, Hertzler 
Clinic and Hertzler Research Foundation, Halstead, 
Kan., from 1951 to 1957, were reviewed and co¬ 
ordinated with the clinical findings, including 
follow-up observation. One hundred fort>’-hvo 
polyps were removed from 107 patients. Eighty- 
seven adenomatous polyps were regarded as 
benign, 28 as malignant, and 12 as invasive car¬ 
cinomas. In addition, 15 biopsy specimens were 
diagnosed as villous papillomas, 5 of them as 
cancerous. Most investigators agree on the im¬ 
portance of removing the whole polyp for careful 
liistological examination. Particularly in peduncu¬ 
lated tumors, the necessity of having the whole 
pedicle available for microscopic study seems 
generally recognized. 

The biopsy material available to the authors was 
far from ideal with regard to the completeness of 
the lesions. They' more often received small bits of 
tissue than a polyp in its entirety'. Seldom did they 
see a poly'p with pedicle intact. Follow-up observa¬ 
tions were successful in 90 of the 107 cases (84%)- 
A second specimen was obtained from 37 patients, 
either as a second biopsy or by radical resection. 
The remaining patients had the polyps removed b) 
electi-ic snare and fulguration of the base. There 
was complete agreement between biopsy and fina 
diagnosis in 79 of tbe 90 cases, partial agreement 
in 7 cases, and disagreement in 4 cases. The 9 
patients on whom there was complete follow-up 
included 20 with noninvasive carcinoma who ha 
polypectomy and in whom invasive carcinoma oi 
not develop. The results of biopsies in villous 
papillomas were disappointing. In 3 instances, t ie 
biopsy specimen showed atypia or carcinoma m 
situ, while the examination of the resected speci 
men revealed carcinoma that had spread to I e 
submucosa. A specimen from one adenomatous 
polyp was diagnosed as atypia, while a secon 
biopsy and the final specimen showed a higu) 
malignant invasive adenocarcinoma. 
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The authoLS ompluisi/.c that atypia, cancel- in 
situ, and intraimicosal focal carcinoma in rectal 
polyps should not bo diognosed as adenocarcinoma. 
E.vcept in cases in n'hich a high grade of malig¬ 
nancy is present, a diagnosis of cancer is not justi¬ 
fied when no invasion of the snhmncosa can be 
demonstrated. Biopsy diagnosis of villous papil¬ 
lomas is often unreliable, because focal areas of 
cancer may be present in the center of the lesion, 
while the peripheral portions are benign. In 4 of 
our 12 invasive carcinomas, the first biopsy rc- 
I'ealed benign or atypical changes, w'hile t!u> second 
biopsy or the resected .specimen showed invasive 
carcinoma. Small size, or the presence of a pedicle, 
is no guarantee that a given polyp is benign. Re¬ 
gardless of a clinically benign appearance, e\ery 
polyp should ha\’e an adequate biops\' before it is 
destroyed by fulguration. 

Lesions in Upper Portion of the Gastrointestinal 
Tract Associated With Intracranial Neoplasms. J. A. 
Spencer, C. G. Morlock and G. P. Sayre. Gastro¬ 
enterology 37:20-27 (July) 1959 [Baltimore]. 

At autopsies performed at the Mayo Clinic be¬ 
tween 1946 and 1951, acute lesions of the upper 
part of the alimentars’ tract, such as petcchiae. 
ecchymoses, ulcerative esophagitis, erosions, acute 
ulcers, and autolysis, were found in 148 (54%) of 
274 unselected consecutive patients with intra¬ 
cranial neoplasms. These acute lesions of the upper 
part of the alimentary tract were found in only 
173 (26%) of 666 patients with no significant intra¬ 
cranial lesions who sers'ed as conti'ols. The inci¬ 
dence of coe.xistence of intracranial neoplasms and 
acute lesions in this part of the digestive rtact thus 
has been much higher than could be expected to 
occur statistically by chance alone. The intracranial 
neoplasms in the 274 patients were interpreted as 
representative intracranial lesions, since in 255 
(93%) complicating intracranial factors, such as 
infarcts, edema, hemorrhage, infection, demyelin- 
izing disease, or surgical defects, were present. 
Extracranial factors which could have induced the 
lesions of the digestive tract were present in 82 
(55%) of the 148 patients who had coexisting gastro¬ 
intestinal lesions and inti-acranial neoplasms. These 
complications lend some doubt to the significance 
of the high incidence of coexistence of these lesions 
as observed in this study. 

Type and location of the intracranial neoplasms 
could not be correlated with the acute lesions of 
the gastrointestinal tract. Acute changes of the 
upper part of the alimentary tract were found in 
only 50% of tlie patients in whom a gross patholog¬ 
ical process involved the hj'pothalamus, and only 
23% of the patients with acute lesions of tlie upper 
portion of the digestive tract had gross involvement 
of the diencephalon. Acute intracranial lesions 


other than increased intracranial pressure and cere¬ 
bral edema were more frequently associated with 
acute gastrointestinal changes than were subacute 
or chronic intracranial lesions or the absence of 
lesions. Attempts to correlate clinical and patho¬ 
logical findings were unsuccessful. Except when 
gastrointestinal bleeding became evident, the pres¬ 
ence of acute gastrointestinal complications of 
intracranial neoplasms could not be predicted clin¬ 
ically. Acute lesions of the digestive tract probably 
were a decisive factor in the death of 16 patients 
wit!) intracranial neoplasms. Chronic and healed 
peptic ulcers were not found any more frequently 
in patients v'ith intracranial disease than in those 
without intracranial disease and, therefore, should 
not be classified as “Cushing ulcers.” 

Intracranial Infections Causing Esophagomalacia 
and Gastromalacia: A Postmortem Study of Eleven 
Cases (V. Ulcer and Brain). J. B. Dalgaard. Gastro¬ 
enterology 37:28-34 (July) 1959 [Baltimore]. 

The author reports on 6 female and 5 male pa¬ 
tients, between the ages of 2 months and 77 years, 
with cerebromeningeal infections who died and 
in whom acute peptic ulcers were found at autopsy 
performed at tlie University institutes of pathology 
in Aarhus, Denmark, and Bergen, Nonvay, between 
1949 and 1956. These 11 cases were observed among 
3,000 autopsies, including 60 cases of cerebro¬ 
meningeal infections. Of the 11 patients, 2 had 
tuberculous meningitis, 3 had nonspecific menin¬ 
gitis, 2 had complicated cerebral abscesses, and 4 
had encephalitis which was associated with toxo¬ 
plasmosis in 1. Tliree patients were infants less 
than 1 year old, and 2 others were children, 7 and 
8 years old. Of the 11 patients, 10 had the type of 
peptic lesion known as perforating esophagomalacia 
or gastromalacia. Infectious cerebral lesions seem 
especially prone to induce this type of peptic le¬ 
sion. Such lesions are agonal but are always initi¬ 
ated during life; the actual perforation may occur 
before death (often being the ultimate cause of 
death) or it may occur after death. Intracranial 
infection is an uncommon but typical cause of 
neurogenic peptic ulceration. 

The Preservation of Human Bone Marrow at —79 C. 
U. Torelli. Minerva med. 50:1390-1392 (May 9) 1959 
(In Italian) [Turin, Italy]. 

Human bone marroiv remains viable for 4 or 5 
days when stored at 4 C temperature and for about 
2 weeks when kept in a culture. Viability can be 
maintained for a much longer period of time by 
suspending tlie bone marrow in a glycerol solution 
and freezing it at a —79 C temperature. The author 
describes an apparatus which he has prepared for 
storing human bone marrow at a low temperature. 
The apparatus, basically similar to that used by 
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Polge and Lovelock, consists of a Dewar flask of 
4,500-inI. capacity. The cover of the flask is made 
of zinc and has a cylindrical container of 90-mm. 
diameter, also made of zinc, on its inner side. A 
smaller cylindrical container, made of copper, with 
a 300-ml. capacity, is placed inside the zinc con¬ 
tainer. A 100-watt resistor, through which passes 
a current whose intensity is regulated by a rheo¬ 
stat, occupies the space between the 2 cylindrical 
containers. 

The Dewar flask is filled with a mixture of alco¬ 
hol and dry ice; the space between the 2 cylindrical 
containers is filled with glycerol, and the internal 
container is filled with alcohol. The bone marrow 
mixed with an equal quantity of glycerol is put 
in vials, and these are submerged in the alcohol 
of the inner container. The current is turned on, 
and the cover is placed on the flask, so that the 
large zinc container is immersed in the alcohol, 
tlie temperature of which has been reduced by the 
dry ice to —79 C. The resistor prevents a sudden 
drop of temperature inside the smaller container. 
Freezing inside this container occurs at the rate 
of 1 C every 90 seconds from 0 C to —20 C and 
at the rate of 5 C per minute from —20 C to —60 C, 
after which the temperature falls rapidly to —79 C. 

Normal temperature is restored to the contents 
of the vials by immersing them in a 37 C bath. 
The bone marrow separated from the glycerol is 
put into an empty Baxter flask, and 10 ml. of a 
33% glucose solution is added for every 20 ml. of 
bone marrow; the contents are agitated for a few 
minutes, and later 30 ml. of Tyrode’s solution is 
added for every 20 ml. of bone marrow. After a 
2-minute rest an additional 120 ml. of Tyrode’s 
solution is added, and the suspension is ready to 
be injected into the cubital vein. The author be¬ 
hoves that this method of prolonged preservation 
wll make human bone marrow available not only 
for homologous grafts but also for autogenous 
grafts. 

Bilateral Cortical Necrosis of the Kidneys in the 
Course of Mahgnant Arterial Hypertension. J. C. 
Pimentel and R. do Rosario. Gaz. med. port. 12: 
384-394 (Jan.-Feb.) 1959 (In Portuguese) [Lisbon]. 

Bilateral cortical necrosis of the kidneys is 
frequently found in women in association with 
pregnancy, but it may also occur in men and be 
associated wuth chemical intoxications or infectious 
diseases. The authors report on a case in which 
bilateral renal necrosis occurred in association 
xvatli malignant arterial hypertension; they believe 
tliat this is the second case of this nature to appear 
in the medical hterature. A 54-year-old man was 
admitted to the Gama Pinto Institute in Lisbon 
because of gradual loss of vision and mental con¬ 
fusion. He presented a history of arterial hyperten¬ 


sion of a few years’ duration and had lately been 
suffering from persistent headache, anorexia, dizzi¬ 
ness, ear buzzing, and insomnia. 

The diagnosis of malignant arterial hypertension 
was made, and the patient was treated with seda¬ 
tives, intramuscularly administered papaverine, 
intravenously administered hypertonic dextrose 
solution, and parenteral feeding. His condition 
deteriorated in spite of the treatment. Anuria and 
coma occurred, and the patient died 5 days after 
admission to the hospital. At autospy the patho¬ 
logical findings revealed necrosis in all the struc¬ 
tures of the renal cortex (glomeruli, tubes, vessels, 
and interstitial tissue) in association with the lesions 
that are typical of malignant arterial hypertension. 
The authors believe that the vascular lesions char¬ 
acteristic of malignant arterial hypertension may 
cause unilateral or bilateral renal necrosis, de¬ 
pending on whether or not the hypertensive condi¬ 
tion has a renal origin. 

Hormones and Carcinogenesis. 0. Miihlbock. Ne- 
derl. tijdschr. geneesk. 103:949-952 (May 2) 1939 
(In Dutch) [Amsterdam]. 

The question whether hormones can exert a 
carcinogenic effect has been repeatedly investigated 
in recent years, and some published reports of such 
studies are cited by the author. A survey revealed 
that hormones presumed to be carcinogenic all 
have growth stimulating effects. Thyroid tumors 
have been produced experimentally by thyrotropic 
hormones; tumors of the adrenals, by the adreno¬ 
corticotropic hormone (ACTH); and various types 
of ovarian and testicular hormones, by gonado¬ 
tropic hormones. It should be remembered, how¬ 
ever, that the commercially produced hormones 
are derived from slaughtered animals, and, as a 
result, type specificity and antibody formation are 
involved in their action. In the female secondary 
sex organs, such as the breast and uterus, tumors 
have been produced by estrogenic hormones. 
Breast tumors have also been produced by the 
mammotropic hormone of the hypophysis. Hor¬ 
mones of the hypophysis with stimulating effect 
on organs such as the gonads, adrenals, or thyroi 
take first place among hormones with carcinogenic 
effects, and the steroid hormones are second in 
importance. Hormones such as insulin and thy¬ 
roxin, which influence the metabolism in genera 
but not a specific organ, have no carcinogenic 
effect. The somatotropic or growth hormone also 
has a systemic metabolic effect, but it has been 
possible to induce tumors in rats with pure growt 
hormone; the tumors thus produced ranged from 
sarcomas and adenocarcinomas to lymphoid tumors. 

Whereas the connection between growth stirnu 
lation and carcinogenic effect is clear in endocnne 
organs and in secondary sex organs, it is doubfin 
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ill other organs and in iyinpiioid tissue. The action 
of estrogenic hornionos as leukemia-inducing fac¬ 
tors is still obscure, and likewise obscure is the 
mechanism by which skeletal and li\'er tumors 
tlevelop under the influence of liormones. There 
is some es’idence that the action of c.strogcnic hor¬ 
mones on the renal tubules of hamsters can be 
interpreted as a growth stimulus, which may be 
t!ie first step in the development of renal tumors. 

The carcinogenic effect of a hormone is largely 
dependent on the amount of hormone that acts on 
an organ. For instance, e.strogenic hormone may 
induce breast cancers in castrated male mice; if 
the amount given is only equal to that phy.siolog- 
ically present in female mice, relatii'cly few' breast 
tumors clei'clop and at a rather advanced age; if, 
however, a dose 16 times as great is administered, 
breast tumors dev'clop in all animals and at a 
younger age. The author’s own studies, reported 
some }'ears ago, rcs'ealed that the sensitivity of the 
organ to hormone effects also is important, in that 
with high sensitivity normal amounts of hormone 
may cause tumor formation. Furthermore, the 
author and a co-worker also observed a difference 
in the carcinogenic effect of a hormone, depending 
on whether the hormone was given continuously or 
interruptedly, the incidence of tumor development 
being much greater with continuous administra¬ 
tion. Finally, the time of life during which hor¬ 
mones are given is important; thus, whereas 
hormone administJation begun early in life pro¬ 
duces breast tumor in a high percentage of pa¬ 
tients, when the hormones are given during the 
second half of life, the)' e.vert a carcinogenic effect 
only occasionally. Hormone administration is usu¬ 
ally given to middle-aged persons. 

The Early Lesions of Aortic Atherosclerosis in Cali, 
Colombia. C. Restrepo and H. C. McGill Jr. 
A. M. A. Arch. Path. 67:618-62.3 (June) 1959 [Chi¬ 
cago]. 

This study represents one part of a continuing 
cooperative project between several pathology 
laboratories, which aims to write the natural his¬ 
tory of atherosclerotic arterial lesions for different 
population groups in different geographic regions. 
Data of this same type derived from autopsy popu¬ 
lations of New' Orleans, Guatemala, and Costa Rica 
have been reported previously. The e.\tension of 
this study to Colombia has been of particular inter¬ 
est in view of the fact that Colombia, according to 
vital statistics, has one of the low’est death rates 
from arteriosclerotic heart disease in the w'orld. 

The aortas of 289 persons, between 1 and 40 
years of age, from a large charity hospital and a 
medicolegal service in Cali, Colombia, were quan¬ 
titatively evaluated for the e-xtent of the various 
types of atherosclerotic lesions. These figures rvere 


then compared with similar data for New Orleans 
Negroes, New' Orleans w'hites, and Guatemalans. 
Fatty streaks were found to increase rapidly in 
extent during the second decade in Colombians, 
just as in other groups, and the hypothesis that 
this development of fatty streaks is related to the 
hormonal changes of puberty is supported. Despite 
having more fatty streaks in the third decade, the 
Colombians developed few'er fibrous plaques than 
the New' Orleans whites, suggesting again that 
different factors control the progression of the 
different types of lesions. In view’ of the presumed 
relationship betw'een lesions and clinical disease, 
these data on aortic lesions are not consistent with 
a low' rate of arteriosclerotic heart disease such 
as is indicated by the vital statistics for Colombia. 


RADIOLOGY 

Radiologic Picture of the Lung in Marked Mitral 
Stenosis: Clinical, Hemodynamic, and Surgical Cor¬ 
relations. F. Galland, S. Aranda, S. Aceves and N. 
Dorbecker. Arch. Inst, cardiol. Mexico 29:145-174 
(March-April) 1959 (In Spanish) [Mexico, D. F.] 

The need for an accurate diagnosis of the degree 
of mitral stenosis, for the detection of association 
w’ith other valvulopathies, and for an appraisal of 
the results of surgical correction has led to the 
present general interest in the radiologic study of 
the patient suffering from mitral stenosis. The 
authors studied 20 patients in w'hom mitral stenosis 
w'as either the only or the predominant patholog¬ 
ical condition, and in w’hom the stenosed mitral 
area was smaller than 1 sq. cm. as determined by 
the surgeon at commissurotomy. Ten of these pa¬ 
tients w'ere men, and 10 were w'omen. their ages 
ranging from 13 to 45 years. Besides the clinical 
and hemodynamic study of each patient, preopera¬ 
tive and postoperative teleradiograms w'ere taken 
in each case, under the usual incidences (postero- 
anterior, right antero-oblique, and left antero- 
oblique). The postoperative radiograms w'ere taken 
during the first 2 months after surgical intervention, 
then 2 to 6 months, 6 months to one year, and after 
one year follow'ing the oiieration. Clinicall)', the 
patients w'cre classified into 4 gioups according to 
the degree of puhnonar)' capillary hypertension, of 
dyspnea, and of size of the mitral area involved. 

The preoperati\’e picture of the lung show'ed 
hilar nebulosity in all the patients, laminar effu¬ 
sion in 14, horizontal scissiue w'ith abnormal char¬ 
acteristics in 9, lightly spotted areiis in 15 and 
heavily spotted areas in 4 (the latter resembling 
the radiologic aspects present in hemosiderosis), 
and septal lymphatic lines (lines B of Kerley) in 
17. A comparison of the clinical and radiologic 
pictures show'ed that the preoperative picture of 
the lung W'as correlated w'ith the capillary pres- 
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svure in 9 (64.2%) of the 14 patients in whom cath¬ 
eterization had been performed; with the clinical 
symptoms of venous capillary hypertension in 16 
(80%) out of 20 patients; and with the size of the 
mitral area in 18 (94.7%) out of 19 patients. During 
the postoperative stage, as the patient improved 
and the degree of dyspnea decreased, the radiologic 
picture of the lung approached the normal image, 
showing a correlation between the clinical and 
the radiologic pictrrres in 16 (88.8%) out of 18 
patients in relation to venous capillary hyperten¬ 
sion and in 17 (94.4%) out of 18 patients in relation 
to the degree of mitral opening obtained. The 
authors conclude that, as a rule, there exists in 
patients with mitral stenosis a correlation between 
the radiologic picture of the lung, on the one hand, 
and the venous capillary hypertension and the in¬ 
volvement of the mitral area, on the other, and 
that the changes in the postoperative radiologic 
picture may serve, on the whole, as means of 
evaluating the effectiveness of the operation. 

The Roentgenologic Evaluation of Systemic Lupus 
Erythematosus. T. L. Taylor and H. Ostrum. Am. 
J. Roentgenol. 82:95-107 (July) 1959 [Springfield, 
Ill.]. 

The authors report on findings in the roentgeno¬ 
grams obtained at the Philadelphia General Hos¬ 
pital from 23 patients with proved systemic lupus 
erythematosus. These findings depended on the 
stage of the disease during which the roentgeno¬ 
grams were taken, and they reflected acute or 
chronic inflammatory changes in the pleura, lungs, 
and pericardium. In the initial acute stage, these 
changes consisted of bilateral moderate or massive 
pleural effusion, massive pericardial effusion, sub- 
pleural inflammation, perivascular inflammation, 
small areas of interstitial pneumonitis at the lung 
bases, and small areas of segmental pneumonitis at 
tlie lung bases. In the resolving stage, tlie findings 
included those of minimal unilateral or bilateral 
pleural effusion, minimal to moderate pericardial 
effusion witli straightening of the left border of 
the cardiac shadow but without widening of the 
heart base, small linear areas of “plate-like” ate¬ 
lectasis at the lung bases, and areas of segmental 
atelectasis at the lung bases. In the chronic stage, 
the chest roentgenograms showed that, unless the 
nephrotic syndrome was present, the cardiac out¬ 
line returned to normal or cor pulmonale devel¬ 
oped. In some patients the outline of tire pulmonary 
conus remained particularly obscured by fibrosis 
which filled in the pericardial spaces around tire 
conus. The pleural effusion may completely dis¬ 
appear. Fine pulmonary scars may be seen at the 
lung bases, frequently associated with “tenting” of 
the pleura, or tire lungs may appear clear. Multiple 
pulmonary infections occurred. During period of 


exacerbation, pleural and pericardial effusions were 
limited by adhesions; fine linear densities were 
intermingled with small areas of interstitial pneu¬ 
monia at the lung bases; basal areas of segmental 
pneumonitis occurred; subpleural and perivascular 
inflammation was present. 

A history of joint pain and the pericardial, peri¬ 
vascular, interstitial, and pleural inflammator)- 
changes which are visible in chest roentgenograms 
provide evidence which is almost pathognomonic 
of acute systemic lupus erythematosus. Delayed 
renal function may be evident on intravenous 
pyelography. The relationship between systemic 
lupus erythematosus and destructive joint changes 
typical of rheumatoid arthritis is unproved. In the 
patients of this series, there were no instances ol 
demonstrable joint changes other than soft tissue 
edema and those changes attributable to Raynaud’s 
syndrome. 

Pulmonary Alveolar Proteinosis: Report of Two 
Cases. G. F. Lull Jr., J. C. Beyer, J. G. Maier and 
D. F. Morss. Am. J. Roentgenol. 82:76-83 (July) 
1959 [Springfield, Ill.]. 

The authors report on a 23-year-old man and 
on a 40-year-old woman with pulmonary alveolar 
proteinosis, a disease which was first described by 
Rosen in 1958, and 28 cases of which were collected 
from the literature. The name of the disease is a 
misnomer in that the intra-alveolar substance is 
not a protein, but until the substance is accurately 
identified, the name will remain. The causation 
of the condition is unknown. Whether it is a truly 
new disease has not been established, but it ap¬ 
pears not to have been present before 1953, and 
it has been recognized with increasing frequency 
since then. The changes revealed by the chest 
roentgenograms of the 2 patients were strikingly 
similar to those reported by other workers. The 
characteristic appearance has been that of a fine 
granular or feathery type of parenchymal density, 
soft in appearance and usually widely disseminated. 
Its radial distribution from the lung hili resemble 
severe pulmonary' edema in the collected cases, 
while in the authors’ patients this radial distribu¬ 
tion was not especially apparent, and the densities 
tended to be increased in number and to be more 
confluent toward the lung bases. 

Both patients were subjected to thoracotomy or 
lung biopsy. A single wedge of tissue was remove 
from the right middle lobe of the man and wedges 
were removed from the apical posterior segment o 
the upper lobe and from the lingula in the woman. 
In both patients, there were patchy, confluent areas 
of' a granulomatous-like process without evidence 
of discrete nodules or of caseation, and with inter 
spersed areas of grossly normal lung parenchyma- 
Microscopically, there was a patchy, alveolar filling 
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process with tlic material consisting of a granular 
.. acidophilic .suh.stancc which was FAS-positivc. The 
: interalveolar septums were not involved per se, 

• but proliferation of large cells, somewhat like 
' lipophages, was noted from the alveolar walls. 

These were interpreted as septal cells, and granules 
,• within tlicir cytoplasm were also PAS-positive. 

fVhile histopathological diagnosis is required to 
; -confirm the diagnosis, jiulmonary ah’eolar pro- 

• teiiiosis may be suspected in a patient who shows 
extensive pulmonary changes on the chest roent¬ 
genogram in the presence of essentially normal 
findings on physical e.vamination of the chest, 
fnasmneh as pnlmonaiy alveolar proteinosis is be¬ 
ing seen with increasing frequency, since it is a 
chronic disease, and inasmuch as there appears to 
be a high mortaJit)' rate, with deaths resulting from 
superimposed infection or from obliteration of the 
respiratory surface, the search for the causative 
agent and for adequate therapeutic measures must 
be pressed U’ith vigor. 

Idiopathic Unilateral Hyperlucent Lung: A Roent¬ 
genologic Syndrome. H. N. Margolin, L. S. Rosen¬ 
berg, B. Felson and G, Baum. Am. J. Roentgenol. 
82:63-75 (July) 1959 [Springfield. III.]. 

The authors report on 4 male patients, aged 12, 
25, 28, and 40 years, respectix'ely, with abnormal 
radiolucency of an entire lung or lobe which could 
not be classified among the usual entities known to 
cause this appearance. In addition to the abnormal 
translucency mentioned, the chief r'oentgen-ray 
features included normal or small size of the affect¬ 
ed lung or lobe; maintenance of almost constant 
volume of the affected portion of the lung during 
changes in respiration; a small hilar shadow with 
sparseness of the intrapulmonary vascular mark¬ 
ings; and an unusual bronchiectatic pattern without 
evidence of obstruction of the larger bronchi. This 
combination of the roentgen-ray signs of unilateral 
emphysema, a normal main bronchus (supplying 
the affected portion of the lung) but abnormal 
small bronchi, and a diminished intrapulmonary 
vascular pattern resulted in a readily recognizable 
complex, u'hich appears to represent a genuine 
roentgenologic entity, for which the term “idio¬ 
pathic unilateral hyperlucent lung” is suggested. 
Not enough is knoxvn of its patliogenesis to justify 
a more specific title. 

The clinical and laboratory aspects of the 
condition indicated that it is associated witli a 
disability of Varying degree, perhaps related to 
impairment of pulmonary function. Differentiation 
of this syndrome from other conditions causing 
abnormal unilateral radiolucency can be made, 
bronchography being of particular value in this 
regard. The question of separating unilateral hyper¬ 
lucent lung from the entity of hypoplasia of a 


pulmonary artery deserves particular consideration, 
since the diagnosis of hjqroplasia of a pulmonary 
artery is very difficult. Although all 4 patients 
appeared to show unilateral deficiency in pul¬ 
monary arterial circulation, it is believed that 
hypoplasia of a pulmonary artery is probably a 
separate entity from idiopathic unilateral hyper¬ 
lucent lung, but an absolute differentiation betxx'een 
them may not be possible until there is further 
knowledge of the pathogenesis and causation of 
these conditions. 

Blood Counts in Relation to African X-Ray Staff. 
E. F. Allen, A. Cruickshank and L. R. Whittaker. 
East African M. J. 86:274-275 (May) 1959 [Nairobi, 
Kenya], 

Total and differential white blood cell counts 
were routinely made on staff e.vposed to ionizing 
radiations in the x-ray department of the King 
George VI Hospital, Nairobi, Kenya. It was found 
that, in comparison with accepted European con¬ 
stants, the blood counts of the European staff xx’ere 
within normal limits, xvhile in the African staff 
relative leukopenia and lymphocytosis were com¬ 
mon. Leukopenia and a relative lymphocytosis 
can suggest an early blood change due to ionizing 
radiations; however, by direct monitoring it was 
found that none of these members of the staff re¬ 
ceived e.\’posure greater than 0.025 rad per week. 
Therefore, as a baseline for future analysis of the 
leukocyte counts of the African staff of the .x-ray 
department, the total and differential leukocyte 
counts of 80 students from the Medical Training 
Center in Nairobi xvere determined. The results 
obtained demonstrated that, in assessing a possible 
radiation hazard, the standard accepted as normal 
for the European staff cannot be applied to the 
African staff. The standard quoted in this paper is 
applicable to Nairobi (altitude, 5,000 ft.) and will 
not necessarily apply in otlier areas. Radiation 
monitoring by the film method is the most accurate 
method available and should be regularly obsen'ed 
on staff e.xposed to ionizing radiations. Neverthe¬ 
less, quarterly routine total and differential blood 
counts should be taken in order to ascertain that 
there is no individual susceptibility to ionizing 
radiation. 


PUBLIC HEALTH 

The Case Against B. C. G. A. S. Anderson, L. B. 
Dickey, M. L. Durfee and others. Brit. M. J. 
1:1423-1430 (June 6) 1959 [London], 

Tuberculosis differs from smallpox in tliat an 
attack does not result in dependable immunity. 
Thus there is slim premise for attempting to pro¬ 
duce immunity artificially. Allergy to tuberculo- 
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protein is not an indication of immunity, but is a 
prerequisite to the development of clinical tuber¬ 
culosis. The human body defends itself better 
against first invasions with tubercle bacilli than it 
does against reinfections. Clinical disease develoiis 
only in persons who have been previously sensi¬ 
tized to tuberculoprotein. Accurate differentiation 
between primarj'^ pulmonary infiltrates and clinical 
lesions of reinfection type is of the utmost impor¬ 
tance. Without this, erroneous deductions are made 
with reference to elEcacy of BCG vaccine. For 
example, it may be credited with beneficial effects 
when primary' infiltrates are grouped with lesions 
of reinfection type, so it appears that clinical dis¬ 
ease develops in more control persons than in 
those in whom primary lesions have been pro¬ 
duced in the skin by BCG vaccine. An adequately 
controlled study of BCG vaccination among people 
living in their homes has never been accomplished. 
It has been found impossible. However, well- 
controlled studies were conducted among the cattle 
herds in the United States and Canada and else¬ 
where. BCG vaccine failed and was abandoned. In 
the few places in which it is still used with major 
dependence on it, tuberculosis remains a serious 
problem among cattle. 

Among human beings the most phenomenal ac¬ 
complishments in eradication of tuberculosis have 
been achieved in countries in which little or no 
BCG vaccine has been used, including Iceland, 
Hawaii, and the Netherlands. In countries in which 
BCG vaccine has been employed extensively, in¬ 
cluding Denmark, Norway, and Sweden, marvel¬ 
ous results have been achieved, but along with 
BCG vaccine there have been employed the same 
fundamental methods which alone brought about 
the greatest accomplishments in history. This also 
applies to special groups such as students of nurs¬ 
ing and medicine. The numerous values of the 
tuberculin test in diagnosis and epidemiology are 
lost to persons whose tissues have been sensitized 
to tuberculoprotein by BCG vaccine. Bacteriologi¬ 
cal investigations have revealed that cultures des¬ 
ignated BCG. were not composed of just a single 
bacterial form such as Calmette and Guerin pro¬ 
duced, but of multiple bacterial forms, which 
differed in many of their properties, and some of 
which were definitely invasive for animal tissues. 
No two cultures were ahke. Evidently different 
mutants and changes had occurred in each of the 
cultures studied. Apparently mutants produced de¬ 
structive disease in animals on deficient diet, tliose 
which were silicotic, and in at least two species of 
normal animals. In human beings, they sometimes 
caused lesions at the site of administration and of 
regional lymph nodes, as well as other organs, and 
death in at least a few cases.' Calmette repeatedly 
warned that no living organism capable of produc¬ 
ing tubercles in animal tissues should be adminis¬ 
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tered to human beings. If methods of preventm" 
mutations in cultures have been or can be dewel, 
there is no assurance that it will not occur after th 
living organisms are introduced into human tissues. 

The 17 American workers who wrote this renew 
believe that inasmuch as most BCG proponeats 
recommend it only for those uninfected, it would 
not be applicable to the about 56 million citizens 
in the United States who already are tuberculin 
reactors. Moreover, among the remainder the tu¬ 
berculous infection attack rate has reached such a 
low ebb that relatively few would he e.xpected to 
become infected. Furthermore, treatment now 
available is effective for recently developed clinical 
lesions. 

Long-term Effectiveness of B. C. G. Vaccination of 
Infants in Close Contact with Infectious Tubercu¬ 
losis. J. Lorber and P. C. Menneer. Brit. M. ]. 
1:1430-1433 (June 6) 1959 [London]. 

The authors report on 267 children who were 
aged less than 2 years when they were vaccinated 
with BCG vaccine between 1949 and 1952. Of the 
267 children, 261 were followed up 5 or more years 
after tlieir vaccination. Of these, 10 (3.7%) were 
alive and well, but tlieir parents refused ree.sami 
nation. Three (1.1%) had died of other causes that 
tuberculosis. The remaining 248 (92.9%) were re 
examined and tuberculin-tested, and chest roent 
genograms ivere obtained from 235. There wen 
no deaths from tuberculosis. Only 2 had minor 
clinical symptoms associated with tuberculous lung 
lesions which healed by' calcification, and one addi¬ 
tional child had a calcified lung lesion. Only 4 of 
the 248 children on whom tuberculin tests were 
performed had reverted and were tuberculin nega¬ 
tive. The 4 negative reactors were revaccinated and 
they responded witli a typical primary BCG lesion 
like tuberculin-negative children. 

All of the vaccinated cliildren were househol 
contacts of tuberculous persons including parents, 
grandparents, and other persons. In contrast to the 
children, 39 (15.7%) of these tuberculous 
died of their tuberculosis and 28 (11-3%) still ba 
active disease at the time of the follow-up. As 
there were no comparable controls it cannot ne 
shown conclusively that BGG vaccination pm- 
vented tuberculosis in this group of children. 
Nevertheless, the results obtained are highly sug 
gestive that this was the case. The facts that froin 
such a particularly' unfavorably situated group o 
infants none, died of tuberculosis and that symp 
toms which could possibly be attributed to 
culous infection developed in only 2 suggest t a 
the vaccinations were of value. The prolonge 
effectiveness of the vaccination, as judged by 
persistence of the positive tuberculin reaction m 
98% of the children retested, is emphasized. 
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Nutrition and Atherosclerosis. By Louis N. Katz, M.D., 
Director, Cardiovascular Department, Medical Be.scarch 
Institute, Michael Rec.se Hospital, Chicago, Jeremiah Stamler, 
M.D., Director, Heart Disease Control Program, Chicago 
Board of Health, and Rtith Pick, M.D., Assistant Director, 
Cardiovascular Department, Medical Research Institute, Mi- 
ch.acl Reese Hospital. Cloth. $5. Pp. 146. with 67 illustra¬ 
tions. Lea & Febiger, Washington Sq., Pliiladclphia 6, 1958. 

This is the second monograph concerned with 
atherosclerosis from the Medical Research Institute 
of Michael Reese Hospital. Like the first, its x'alue 
rests especially in the list of references—a nearly 
complete register of the scientific literature dealing 
witli atherogenesis to the middle of 1958; the ear¬ 
lier monograph had carried them as far as 1953. 
Beyond this catalogue of references the monograph 
has some serious limitations. The authors tend to 
be preoccupied with their o\s'n publications. This 
is understandable, but when, as often happens, the 
authors cite one of their own reviews as a source 
which is as readily available in its original form 
I think they do an unscholarly thing. Most scien¬ 
tists will not need these authors for interpreters. 

The authors begin w'ith a statement of a theory 
that is, frankly, a corker. It is, in the first place, a 
monumental problem for grammarians—“the nutri¬ 
tional-metabolic cholesterol-lipid-lipoprotein theor)' 
of atherogenesis.” This seems to take care of almost 
any eventualitsc To say that atherogenesis is in¬ 
fluenced by nutritional and metabolic factors is 
surely conservative, one might even say trite. The 
authors say, in describing this theory, “The ather¬ 
ogenic alterations . . . are by-products of an habit¬ 
ually unbalanced diet excessive in total calories, 
empty calories, total fats, saturated fats, cholesterol, 
refined carbohydrates, salt and inadequate (rela¬ 
tively and/or absolutely) in certain essential nu¬ 
trients (vitamins, minerals, essential amino acids 
and essential fatty acids) and in bulk.” The fact 
that these authors can find nothing good about the 
finest diet in human history is perhaps the tip-oflF 
to their limitations in preparing such a book. They 
are not familiar with the science of nutrition and 
they seem to view this field and its problems in a 
superficial way. One of them is a physiologist and 
cardiologist; another is somewhat harder to classi¬ 
fy but in this report he writes like an epidemiolo¬ 
gist. Both are experienced poultry men. These cir¬ 
cumstances lead to several unsound statements and 
interpretations. 


These book reviews have been prepared by competeni authorises 
but do not represent the opinions of any medictil or other organizaUon 
unless specifically so slated. 


The Life and Times of Sir Charles Hastings, Founder of 
the British Medical Association. By William H. McMene- 
mey, M.A„ D.M., P.R.C.P. Boards. $10. Pp. 516, with illus¬ 
trations. [Williams & Wilkins Company, 428 E. Preston St., 
Baltimore 2]; E. & S. Livingstone, Ltd., 16 and 17 Teviot 
PI., Edinburgh 1, Scotland, 1959. 

This is the biography of the man who in 1832 
founded tlie Provincial Medical and Surgical Asso¬ 
ciation in Worcester, the oldest association of gen¬ 
eral practitioners in England. Since this later 
merged with other local medical societies to form 
the British Medical Association, Hastings is cred¬ 
ited with being its founder. In those days as in mod¬ 
ern times there were many heated controversies in¬ 
volving medical standards, general policy, and 
laws related to medical practice. Hastings took an 
active part in all such matters and for many years 
served as a secretary of the Provincial association. 
The style of this biography is leisurely, and it 
should appeal to those who have a special interest 
in medical histoiy. Furthermore, in anyone who has 
lived in the Midlands it is sure to awaken pleasant 
memories. At the end of the volume there is a 
bibliography of Hastings' writings, a general bibli¬ 
ography, and an index. 

Medical Department, United States Army. Cold Injur)', 
Ground Type. By Colonel Tom F. Whayne, Professor of Pre¬ 
ventive Medicine, School of Medicine, University of Penn¬ 
sylvania, Philadelphia, and .Michael E. DeBakey, M.D,, 
Professor of Surgery and Chairman of Department. B.aylor 
University College of Medicine, Houston. Prepared under 
direction of Major General S. B. Hays, Surgeon General, 
United States Anny. Editor in chief: Colonel John Boyd 
Coates, Jr. Associate editor: Elizabeth M. McFetridge, M.A. 
Office of Surgeon General, Department of Army, Washing¬ 
ton. D. C. Cloth. $6.25. Pp. 570, with illustrations. Superin¬ 
tendent of Documents, Govern. Print. Off., Washington 25, 
1958. 

This book, one of the volumes which comprise 
the official history of the medical department of the 
United States Army in World War II, is essentially 
a historj' of the experience with cold injuries en¬ 
countered in the various theaters of operations. 
There is little doubt that the statement in the fore¬ 
word “that this is the most comprehensive volume 
on the ground type of cold injury that has ever 
been published” is correct. The further statement 
that, if the e.xperience here recorded is given due 
consideration there should be no similar e.xperience 
in future wars, seems equally well-founded. The 
book is beautifully illustrated and written in a most 
interesting manner. The reader will be staggered at 
the magnitude of disability caused by cold injurj' 
during World War II, and at the multiple prob¬ 
lems of supply of clothing and distribution of infor- 
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mation which led to the development of this experi¬ 
ence. No attempt is made to whitewash the many 
errors in judgment made by high-ranking officials 
which seem altogether obvious in retrospect. The 
armchair tactician should find the correlation of 
battle circumstances with the development of cold 
injuries most interesting. 

A number of the chapters should be of particular 
interest to the nonmilitary physician. Those on Gen¬ 
eral Consideration of Cold Injury, Pathogenesis and 
Pathologic Process, Clinical Picture and Diagnosis, 
Therapy and Disposition Overseas, and Therapy 
and Disposition in Zone of the Interior should be of 
great value to any physician treating cold injuries. 
A particularly noteworthy portion of the book is 
that which deals with cold injuries incurred at high 
altitudes. The state of our knowledge concerning 
these injuries is far from complete, and the current 
answer to the problem lies in prevention rather 
than treatment of these lesions. This volume should 
be required reading for the military surgeon as well 
as for persons in positions of command in the 
armed forces. 

Youth and Fitness: A Program for Secondan' Schools. Re¬ 
port of National Conference on Fitness of Secondary School 
Youth, December 7-12, 1958, Washington, D. C. Paper. 
$1.50; discounts on quantity orders. Pp. 74, American Asso¬ 
ciation for Health, Physical Education, and Recreation, a 
department of National Education Association, 1201 16th St., 
N. W., Washington 6, D. C., 1959. 

This report of a conference sponsored by the 
American Association for Health, Physical Educa¬ 
tion, and Reci’eation includes the keynote address 
by Shane MacCarthy, executive director of the 
President’s Council on Youth Fitness, and a speech 
by Wayne O. Reed, deputy' commissioner of die 
U. S. Office of Education. There are special groups 
of recommendations in relation to health education, 
physical education, boys athletics, girls physical 
activity program, recreation in general, and out¬ 
door education. Other contributions, were “The 
Social and Economic Setting for American Educa¬ 
tion” by' Marion Clawson of the Ford Foundation; 
“Advances in Health and Medical Sciences” by' 
Aims C. McGuinness, M.D., assistant to the secre¬ 
tary' of the U. S. Department of Health, Education, 
and "Welfare; "The Growth and Development of 
Today'’s Adolescent” by Prof. John J. Kurtz of the 
University of Maryland; and "The Role of the 
American Secondary School” by Paul E. Elicker, 
executive secretary' of die National Association of 
Secondary' School Principals. 

Although the purpose of the conference included 
the discipline of medicine and its representation 
along with public health, recreation, athletics, and 
child growth and development, a check of the list 
of participants reveals only three physicians. The 
medical aspects of the various subjects covered 
are touched on only sketchily. The section on physi¬ 
cal education, for example, contains among the 


J.A.M.A., Nov. 7,1939 

essentials of a desirable physical education program 
sections on attitudes, knowledge, skills, adminis¬ 
trative provisions for physical education, and gen¬ 
eral recommendations, but no reference to tk 
importance of medical examination for athletes or 
participants in physical education or the impor¬ 
tance of injury prevention or emergency service to 
injured or ill participants. 


Office Orthopedics. By Lewis Cozen, M.D., F.A.C.S., At¬ 
tending Orthopedic Surgeon, Cedars of Lebanon Hospital. 
Los Angeles. Third edition. Cloth. $9.50. Pp. 430, with 32! 
illustrations. Lea & Febiger, Washington Sq., Philadelphia 
6, 1959. 

This book covers such subjects as physical ther¬ 
apy, legs, arms, back, scoliosis, neck, clubfoot, 
limp, flat foot, bowlegs, and knock knees. The table 
of contents is confusing. One might question the 
inclusion in this book of a discussion of painful 
jaw. The section on scoliosis is poor and the sec¬ 
tion on the law court is grossly inadequate. The 
author’s consideration of stellate ganglion block as 
a routine office procedure is highly questionable. 
The value of hydrocortisone is overemphasized. 
Prosthesis fitting is hardly an office procedure. The 
proof reading is poor. The quality of the illustra¬ 
tions ranges from superb to amateurish. The auth¬ 
or’s excellent qualifications are not reflected in his 
book. He fails flagrantly to credit original sources 
of text and illustrations; he furnishes an e.stensive 
bibliography and states that he has read eve^ 
article listed. It is unbelievable that a man could 
have read so much good material and still gi™ 
his readers so little. The book does not fill a need, 
niche, or vacuum. 


The Barbiturate Withdrawal Syndrome: A Clinical an 
Electroencephalographic Study. By Mitnke Hertel 
[TJiesis, M.D., University of Copenhagen.] Issued simunsae- 
ously as Electroencephalog. & Clin. Neurophysiol., supp- *■ 
14. Paper. Pp. 173, with 19 illustrations. Ejnar Alunksgaar , 
Nprregade 6, Copenhagen, K, Denmark, 1959. 


This monograph, the first of its kind, presen s 
useful information for both the clinician and He 
researcher. The subject matter should appeal ton 
wide cross section of specialists in both fields. Tje 
author deserves credit for collating data on I 
chronically addicted barbiturate users as well as 
40 patients who are used for comparison and con 
trol. The study represents more than five years o 
research. 

The historical and introductory data are well pm 
sented in text and tables without being too lengt ')■ 
Throughout the monograph liberal use is made o 
clearly presented figures and tables. Methods am 
well described, and the use of controls is nota 
throughout. The monograph is comprehensive m 
that clinical, pharmacological, chemical, neuropa^^ 
ological, and electroencephalographic data are lO 
eluded. The idea is presented that the barbitura 
which disappear slowly from the blood are less * 


5 Vol. 171, No. 10 


BOOK BEVIEWS 


261/1437 


■. ly to induce major ab.sUncncc manifcslalions on 
i abrupt withdrawal. Tlie use of photic stimulation 
to induce paroxysmal clectrocnccphalographic 
changes during withdrawal of barbiturates is pre- 
sented, and its experimental and clinical utility 
made apparent. 

The final chapter is devoted to conclusions and 
practical implications. In addition, there is a nine- 
page summary in Danish. An appendix with se- 

■ lected case studies presented in text and table form 
is another useful feature. The list of references is 
comprehensive, and an index is provided. This 

■ - monograph is unequivocally recommended and 

should be especially useful to neurologists, psychia- 
■, trists, electroencephalographers, and pharmacolo- 
;; gists, but the multidisciplinary approach and com- 
/ prehensive nature of the work give it a flavor which 
r should prox’e interesting to a wide variety of 

■ readers. 

Handbook on Sinndnrd Nomenclature of Diseases and 
' Operations. By Edward T. Thompson, M.D., editor. Stand¬ 
ard Nomenclature of Diseases and Operations, and Adaline 
C. Hayden, C.R.L., associate editor. Prepared for American 
" Medical Association. Paper. $1.50. Pp. 71. Blakiston Divi¬ 
sion, McGraw-Hill Book Company, Inc., 330 IV. 42nd St., 
New York 36; 95 Farringdon St., London, E. C. 4, England, 
253 Spadina Rd., Toronto 4, Canada, 1959. 

Tlie cliief aim of this handbook is to present in 
simple form the basic principles of terminology and 
^ a brief analysis of nomenclature. This booklet can 
, be easily earned in the pocket and should be of 
special value to the intern and resident. Nothing 
concerned with the nomenclature of diseases and 
operations is more important than that an accep¬ 
table standard be compiled and used. Unfortunate¬ 
ly, differences of opinion among e.xperts and 
changing concepts of disease necessitate constant 
reevaluation and revision so that, although we may 
approach a fixed standard, we can never really 
achieve it. Insofar' as a standard of nomenclature 
furthers the elimination of obsolete terms and the 
use of prefen'ed terms on the widest possible scale 
it will have accomplished a worthy purpose. 

As stated in this handbook, “in recording a diag¬ 
nosis, tire physician should make certain (1) tlrat 
his statement is specific and complete, (2) that he 
names a disease entity, not a symptom of the dis¬ 
ease, (3) that his statement does not contain 
eponyms or obsolete or indefinite terms, and (4) 
that he is not using a pathologic statement for a 
clinical diagnosis.” A list of unacceptable eponyms 
and their corresponding preferred terms is included, 
and should be most valuable. The retention of 
acceptable” eponyms is deplorable and an indica¬ 
tion that for some diseases exact diagnostic terms 
are still not generally agreed on. Aldrough most of 
the material found in this booklet should be in¬ 
corporated in “Standard Nomenclature ‘Of Diseases 
and Operations,” it is well to have this practical 
handbook. It is hoped that it will be widely used. 


Padiolog)’ of Tumours of the Nervous System. By Dorothy 
S. Russell, Sc.D,, M.A., M.D., Director, Bernhard Baron In¬ 
stitute of Pathology, London Hospital, London, and L. J. 
Rubinstein, M.D., Lecturer in Morbid Anatomy, London 
Hospital Medical College, London. With chapter on Tissue 
Culture in Relation to Tumours of the Nervous System, by 
C. E. Lumsden, M.D., Professor of Pathology, University of 
Leeds, Leeds. Cloth. $13.50. Pp. 318, with 286 illustrations. 
Williams & Wilkins Company, 428 E. Preston St., Baltimore 
2; Edward Arnold (Publishers) Ltd,, 41 Maddox St., Lon¬ 
don, W. 1, England, 1959. 

The author of this volume is one of the world’s 
most outstanding neuropathologists. She has always 
been forthright in drawing and e.x-pressing her con¬ 
clusions. Even those who have disagreed with her 
have admired her approach to pathological- prob¬ 
lems. This is an excellent book. It is concisely and 
clearly WTitten. It is not encyclopedic, as is the much 
larger book by Ziilch (published as vol. 3 of tire 
“Handbuch der Neurochirurgie” in 1956), but it is 
adequate. It also contains appropriate bibliographic 
references. The photomicrographs are well chosen 
and clearly reproduced. The concluding chapter on 
tissue culture is a stimulating addition. This tech¬ 
nique has never been fully exploited in our study 
of neoplasms and their treatment, and tlris in¬ 
triguing subject is well presented here. Everyone 
interested in learning about tumors of the nervous 
system imd their pathological characteristics should 
find this a useful book. It is recommended witliout 
reserx'ation. 

Immunop.'itholog>’: Isf International Symposium. Edited 
by Pierre Grabar and Peter Miescher. [In English, French 
and German.] Cloth. $16.25. Pp. 520, with illustrations, 
Benno Schwabe & Co., Steinentorstrasse 13, Basel, Switzer¬ 
land [Intercontinental Medical Book Corporation, 381 
Fourth Ave., New York 16], 1959. 

The 50 inx'estigators, immunologists, immuno- 
pathologists, immunoebemists, and clinicians who 
participated in this symposium in 1958 talked on 
inflammation, properdin, agammaglobulinemia, 
organ-specific immunopatholog)', rheumatoid arth¬ 
ritis, and disseminated lupus etytliematosus. Some 
of the world’s leading authorities in these new and 
rapidly growing fields of medical research are rep¬ 
resented in this volume. The session was opened 
by Witebsky with a scholarly and sparkling sketch 
of the history of immunopathology, and he spoke 
again on liis own pioneering contributions in tire 
role of autosensitization in thyroid disease. Another 
American inx'cstigator, Good, spoke on agamma¬ 
globulinemia, the condition with which his name is 
intimately connected. Most of the otlier speakers 
were of similarly high caliber. The bulk of the book 
is taken up by inflammation and lupus erj'themato- 
sus (160 and 150 pages respectively). For those who 
did not attend this symposium, reading this well- 
edited and documented account of what must have 
been an exciting and stimulating event is the next 
best tiling. 



262/1438 


Nov, 7,19)9 


QUESTIONS AND ANSWERS 


ANAPmXACTIC REACTION FROM TRYPSIN 
To THE Editor:—A n obese middle-aged woman 
with hypertension had been treated by another 
physician for a varicose ulcer of the left leg, over 
the tibia. Improvement over a 10-day period with 
use of an ointment was slow. Her ulcer became 
redder and more painful. I was then consulted, 
and I gave her an injection of 1 cc. of aqueous 
chymotnjpsin (Chymar, 5,000 units). She had a 
history of a moderate reaction to penicillin. She 
felt very hot four or five minutes after the injec¬ 
tion. Her blood pressure at this time was 158/92 
mm. Hg. She said she felt dizzy. Simple syncope 
was suspected. In the next two minutes the pa¬ 
tient felt worse and thought she would faint. She 
also had difficulty breathing. Her radial pulse 
became barely palpable and rotary nystagmus 
developed. 

At this time 100 mg. of hydrocortisone was in¬ 
jected into the site of the earlier injection. The 
radial pulse disappeared and the patient lost 
consciousness. Three or four minutes later the 
patient became semiconscious. Her body became 
covered with circular hives. Investigation at the 
local pharmacy showed the ointment prescribed 
by the first physician to bo crystalline trypsin 
ointment (Tryptar). What is the incidence of 
severe sensitization to parenterally given trypsin 
subsequent to its topical use? How permanent is 
such an allergic response? 

Martin L. Hauer, M.D., Lebanon, Pa. 

Answer.— The ointment used contains a purified 
ciystallized tr^^isin derived from mammalian pan¬ 
creas. Sensitization or antigenicity to this prepara¬ 
tion has not been reported. According to die 
manufacturer, it may e.xhibit a histamine-like effect 
which is easily controlled by antihistaminics. 
Despite this description, the sequence of events in 
this patient stronglj^ points to the probability that 
the ointment was antigenic in nature. Since the 
tirqisin is derived from mammalian pancreas, it 
certainly is a foreign protein. The sensitizing factor 
may be tlie protein of the animal whose pancreas 
was used in preparation of the tiypsin or the pan¬ 
creatic tissue protein itself. 

It is likely that the repeated application of the 
trsqrsin ointment in an ulcerated area over a period 
of 10 days was sufficient to sensitize tliis patient so 

The imswers here published have been prepared by competent au¬ 
thorities. The>' do not, however, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony¬ 
mous communications cannot be answered. Evers* letter must contain 
tile writer’s name and address, but these will be omitted on request. 


that subsequent injection of chyniotrypsin was 
enough to produce anaphylactic shock. The manu¬ 
facturer indicates in describing Chymar tliat “al¬ 
though sensitivity is uncommon the usual precau¬ 
tions should be e.xercised in those patients with 
known allergies or sensitivity'.” 

Once present, it is difficult to define e.vactly the 
duration of such sensitivity. It may persist; hence 
such a person’s life might be endangered by inad¬ 
vertent prolonged parenteral use of chymiotrypsin. 
Two cases reported by Criep (/. Allergy 12:154, 
1941) indicate a shorter duration. A systemic 
allergic reaction occurred after the intramusculai 
injection of deinsulinized pancreatic tissue. Treat¬ 
ment was resumed after an interval of a month ii 
one instance with but one untoward reaction, and i 
was subsequently continued every' three or foni 
days for a month without any symptoms. In th( 
other case therapy was discontinued for hvo month: 
after a rather mild reaction to the injection o 
pancreatic e.xti'act and subsequently was restartei 
without any trouble. Thus each case has to bi 
evaluated individually and every precaution taker 
especially if the patient is constitutionally allergic 
The fact that a protein substance has its analog r 
the human does not mean it is not a totally foreig 
protein. Human beings may become sensitized t 
their ow'n tissues, which may act as foreign protein 
when altered by infection or chemical agents. 

NORMAL PROTEINURIA 
To THE Editor:— AWiflt is the upper limit of normc 
of proteinuria in the healthy adult? Orthostati 
albuminuria has been ruled out, and there is n 
history of genitourinary disease. The sulfosalicyh 
acid reagent test method has been used. 

M.D., North Carolina. 

Answer.— The glomerular filtrate of the kidney 
normally contains about 25 mg. of protein per In 
ml.; the 180 liters of glomerular fluid filtered durin 
the course of one day would contain 45 Gm. c 
protein. Addis (Glomerular Nephritis: Diagnosi 
and Treatment, New York, tlie Macmillan Con 
pany, 1949) estimated tlie normal protein e.xcretio 
to be from 5 or 10 to 100 mg. per 24 hours. Rig^ 
and Heller (/. Clin. Invest. 30:853, 1951), by ulh^ 
filtration concentration of the urine, found an ave> 
age of 40 mg. of protein per 24 liours. For cof 
venience, the daily' urine volume can be assume 
to be 1,000 ml., resulting in a normal concentratio 
of 0.5 to 10 mg. of protein per 100 ml. The sn 
fosalicy'lic acid test for proteinuria is sensih' 
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enough to gh’e a “faint trace” positi\'e at 10 to 50 
mg, per 100 nil. The heat and acetic acid test is 
more sensitive, detceting 1 to 3 mg. per 100 ml. in 
“clear” urine against a black background; 1 to 10 
mg. per 100 ml. is the usiml range giving the "very 
faint trace" positive. Thus, any positive result with 
sulfosalicylic acid denotes e.vcess protein in the 
urine, if the daily urine output has been more than 
1,000 ml. This test is used as the method of choiee 
(using quantitative standards) by most life insur¬ 
ance companies. 

King (/. A. M. A. 155:1023-1026 [July 17] 1954; 
Ann. hit. Med. 42:296, 1955) has reported on over 
5,000 young males referred to an Army hospital 
because of proteinuria. Using his screening pro¬ 
cedure of "serial urine protein e.xcretion” over a 
period of IS liours, lie lias concluded that continu¬ 
ous proteinuria indicates significant organic renal 
disease. Spiro (Am. J. Path. 35:47, 1959), utilizing 
tlie electron microscope, has shown that the struc¬ 
tural basis for proteinuria in renal disease is the 
presence of gaps in the basement membrane of the 
glomerulus. For routine use, the need is not for a 
more sensitive test but rather for recognition of 
conditions that may cause false-positive results 
(e. g., with die sulfosalicylic acid test). Examples of 
such conditions are (1) dehydration, (2) less than 
1,000 ml. urine output for tlie day, (3) many bac¬ 
teria and/or large amounts of amorphous urates, 
(4) condition after use of iodine-containing drugs 

for -.(5) condition during 

treat . ' ' due to the metabolite, 

l-butyl-3-p-carboxj'pIienylsulfonylurea. 

SECONDARY ADRENAL INSUFFICIENCY 
To THE Editor:— iWifli is the effect of cortisone 

and ACTH on atrophy or hypertrophy of the 

adrenals? What is the advisability of alternating 

ACTH with cortisone when therapy is continued 

for any length of time? 

C. D. Klatis, M.D., Iron Mountain, Mich. 

Anssver.— Wien ACTH is given, hyperplasia of 
the adrenal cortex occurs, witli an extensive produc¬ 
tion of hydrocortisone in addition to small amounts 
of corticosterone, estrogens, and androgens. Maxi¬ 
mal ACTH stimulation produces about 10 mg. of 
hydrocortisone per hour. There is only a temporar)'^ 
secretion of aldosterone during ACTH stimulation, 
after which time aldosterone secretion is inde¬ 
pendent. 

If administration of ACTH is stopped suddenly, 
a lag phase of fiv’e to seven days’ duration occurs 
before tlie pituitaiy-adrenal system recovers. It is 
during tliis time that the patient is in a relative state 
of adrenocortical insufficiency and an adrenal crisis 
may develop should he be subjected to stress, such 
as a severe infection, operation, or injury. The lag 
phase after ACTH tlierapy is much shorter than tliat 
^ter therapy with cortisone and its derivatives. The 


reason for this difference is that tlie corticosteroids 
depress the pituitary as well as the adrenal cortex. 
Deaths of patients have resulted when ACTH and 
cortisteroid therapy has been stopped abruptly dur¬ 
ing stress such as trauma, infection, or when an 
operation is contemplated. 

When cortisone, liydi'ocortisone, or their deriva¬ 
tives are given for several weeks, the lag phase may 
be as long as six weeks to a year after therapy is 
stopped. The question often arises as to whether one 
encounters a permanent irreversible suppressive 
effect on the pituitarj' adrenocortical system from 
prolonged corticosteroid therapy. To date, there is 
no evidence of such an effect. Unless there has been 
damage to tlie pituitary or the adrenal corte.x, the 
adrenal will respond to exogenous ACTH and 
eventually the pituitaiy' production of ACTH will 
occur. The reduction of ACTH and corticosteroid 
therapy should be gradual and cover a period of 
several weeks. The last dose of corticosteroid 
tlierapy should be the moraing one. There is no 
advantage in giving ACTH along Math cortisone or 
its various derivatives. 

EFFECT OF FOOD ON LABORATORY TESTS 
To THE Editor:— ilfoy liquids or food be given to 

patients who are to have blood chemistry tests? 

Murray W, Shulman, M.D., Irvington, N. J. 

Ansitor.— All physiological investigations should 
begin witli the e.xperimental subject under some 
basic conditions. In clinical practice it is difficult to 
satisfy such conditions, but much can be accom¬ 
plished by mtliliolding food and limiting fluids for 
a period of time preceding the withdrawal of blood 
for chemical tests. Most te.xtbooks on clinical pa- 
tliology advise such a procedure; usually blood is 
witlidrawn before breakfast. The following quota¬ 
tions are examples of this restrictive imposition: 

“Tlie concentration of various constituents of the 
blood is materially altered for a time after meals, 
and it is therefore necessary', for the sake of uni¬ 
form results, to obtain the blood after a tivelve hour 
fast, that is, before food is taken in the morning” 
(Todd, Sanford, and Wells: Clinical Diagnosis by 
Laboratory Methods: Working Manual of Clinical 
Pathology, ed. 12, Philadelphia, W. B. Saunders 
Company, 1953). 

“As a general rule digestion has a profound in¬ 
fluence upon most of the chemical constituents of 
die blood requiring that the latter should usually 
be taken after a period of fasting and preferably in 
the morning before breakfast” (Kolmer: Clinical 
Diagnosis by Laboratory' Examinations, ed. 2, New 
York, Appleton-Century'-Crofts, Inc., 1949). 

Besides the alteration in chemical constituents of 
die blood brought about by various ty'pes of food, 
die presence of postprandial opalescent serum is a 
disadvantage in performance of some procedures, 
such as determinations of serum bilirubin, calcium,- 
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and sulfobromophtlialein levels. There also is the 
prohlem of keeping burners in flame photometers 
clean when any particulate or heavy lipoidal ma¬ 
terial is present. It is impracticable to attempt to 
control what patients may eat before a test; blood 
lipids are particularly susceptible to changes caused 
by intake of fats, and tests for glucose are affected 
by the ingestion of carbohydrates. Determinations 
of chloride, urea, nonprotein nitrogen, carbon dio.x- 
ide-combining j)ower, creatinine, and transaminase 
values are not particularly influenced by the inges¬ 
tion of food. 

In genera*, a procedure that calls for no food in¬ 
take for 6 to 12 hours before blood is to be obtained 
for chemical determinations will yield results far 
more consistent tlian if food were allowed to be 
taken. In some instances the intake of food will 
result in erroneous and misleading results of such 
tests. For example, blood for chemical tests fre¬ 
quently is withdrawm at the same time that speci¬ 
mens of serum are taken for flocculation and 
complement-fixation tests and that blood is taken 
for tlie determination of hemoglobin level. Serious 
errors can result in the latter determination in the 
presence of opalescence if a photometer is used; 
similarly, an excess of lipids in the serum may 
affect serologic results. 

EFFECTS OF STEROIDS ON BRAIN 
To THE Editor:— P?case supply any available in¬ 
formation on effects on the central nervous sys¬ 
tem of adrenoeortical steroid and related therapy. 

Roy J. Ward, M.T>., Worcester, Mass. 

Ansu’Er.— Clinically, large doses of ACTH, cor¬ 
tisone, hydrocortisone, prednisone, prednisolone, 
triamcinolone, and dexamethasone produce such 
divergent psychological reactions as euphoria, psy¬ 
choses, and suicidal depressions. Rome and Brace- 
land (J. A. M. A. 148:27-30 [Jan. 5] 1952) related tlie 
Wpe of reaction'to the patient’s personality and 
found that psychotic reactions tend to occur in pa¬ 
tients whose psychological adjustments are mar¬ 
ginal. Psychosis is often preceded by restlessness, 
tension, and insomnia, which are indications for 
reduction of dosage, or, if this is not possible, ad¬ 
ministration of tranquilizer drugs. 

This group of adrenocortical steroids is also 
capable of inducing convulsions, in contrast to 
deso.xj'corticosterone acetate, which is an anticon- 
xmlsant agent (McQuarrie and odiers: J. Clin. 
Endocrinol.2:406,1942; Aird and Gordan: J. A. M. A. 
145:715-719 [March 10] 1951). Experimentally, the 
anti-inflammatory steroids lower the threshold to 
electroconvulsive shock, wliile deso.xy'corticosterone 
raises it (Woodbur)': Recent Frog. Hormone Res. 
10:65, 1954). Smaller replacement doses of corti¬ 
sone abolish tlie electroencephalographic abnormal¬ 
ities of adrenal cortical hypofunction (Addison’s 


disease) (Thorn and co-workers: Tr. A. Am.Fhj;. 
sicians 62:233, 1949) and of congenital virilian; 
adrenocortical hyperplasia (Bartter and associate- 
J. Clin. Invest. 30:237,1951). 

Curiously, no alteration in cerebral metabolic 
pattern is found after administration of large doses 
of ACTH, even during ACTH-induced psychosis 
(Schieve and others: J. Clin. Invest. 30:1527,1951), 
although other steroids with prominent central 
nersmus system activity exert profound cerebral 
metabolic effects (Gordan: Recent Trog. Hormone 
Res. 12:153, 1956). 


OPERATION IN POSTPARTUM PERIOD 
To THE Editor:— Please comment on the Jeasibility 
of doing vein strippings in the immediate (e. g., 
three-to-four-day) postpartum period. The need 
for operation has been properly established. The 
reason for this type of management is primarily 
economic (to avoid another hospitalization). 

Wallace C. Ellerbroek, J/,D. 

Long Beach, Calif. 


Answer.— This consultant knows of no large 
series of cases in wliich multiple vein ligations and 
stripping have been performed in the early post¬ 
partum period. Such a procedure can he safely 
undertaken between pregnancies or during preg¬ 
nancy up to the seventh month without encounter¬ 
ing any' diflSculty. In the early postpartum period 
the mother’s glandular system, clotting mechanism, 
and adaption to stress are by no means restored tc 
normal. Tlie stress of a two-to-tliree-hour-long 
anestliesia and tliat of the procedure itself does nol 
seem justified. Breast feeding would be anothei 
complication. The economic factor here would be c 
poor indication for performing an elective operation 
Emergency' operations, of course, must be per 
formed any' time in tlie postpartum period. The ris 
of withholding operation in case of a rupturec 
x'iscus needs no statistical analysis. Elective opera 
tions in the immediate postpartum period, however 
unless a minor procedure done with use of lora 
anesthesia, should be postponed for at least thief 
months after delivery. 


MULTIPLE MYELOMA 

To THE Editor:— Pfease comment on treatment fo> 
multiple myeloma in a 72 -year-old man. Tn 
diagnosis has been confirmed by hone marron 
study. James S. McBride, M.D., Indianapolis. 

Answer.— Multiple myeloma is a uniformly 
disease. There is no known cure. The average dura 
tion of life from onset of symptoms is apprO-r> 
mately two years, although an occasional patien 
has sun'ived for 5 or even 10 years. Treatment r 
palliative by irradiation and administration o 
urethane. Irradiation is used to treat any bonf 
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lesions tliat are symptomatic and demonstrated on 
skeletal surs’ey. For its systemic effect urethane is 
given as follows; Start witli 1 Gm. per day for hvo 
or three days, tlien 2 Gm. per day for two or three 
days, and so on until 5 Gm. per day is attained, if 
the patient will tolerate this large dosage. Keep up 
this regimen until a total of 150 Gm. has been 
given; then revert to a daily dose of 1 or 2 Gm., 
depending on the white blood cell count. If the 
count is about 2,000 per cubic millimeter, give 
1 Gm. per day; if it is 6,000 or 7,000 per cubic 
millimeter, give 2 Gm. per day. This maintenance 
dosage is continued indefinitely, even for several 
years. 

FISH IN LOW-FAT DIETS 
To THE Editor:—P/ cflse give answers to the follow¬ 
ing questions. In the treatment of coronary artery 
disease, is the degree of exclusion of fish oils and 
fats in the diet the same as for animal fats? Would 
this include only the more fatty fish such as 
sahnon, mackerel, and whitefish? hi a patient on 
a low-fat diet, is the ingestion of small amounts 
(less than 2 oz. daily) of corn oil or the newer 
corn-oil margarines of any value? Is the ingestion 
of these small amounts of corn oil of any harm? 

M.D., New York. 

Ansv'er.—I n the treatment of coronarj' arteiy 
disease with a low-fat, low-cholesterol diet, the 
incorporation of large amounts of fish of any kind 
is considered desirable and beneficial. It has been 
shouTi in clinical trials that the addition of fish and 
com oil decreases serum cholesterol levels below 
tliose achieved until a low-fat, low-cholesterol diet 
alone. The addition of up to 2 oz. of com oil to such 
a diet should be allowed only if obesit)' is not a 
problem or after weight reduction has been 
achieved in obese individuals. In using com-oil 
margarines, only those which are not hydrogenated 
can be recommended. Wliile it is advisable to use 
such a harmless hypocholesteremic regimen, it is 
only fair to state that tliis is on tlie logical assump¬ 
tion that lowering the blood cholesterol level will 
benefit clinically manifest atherosclerosis—which is 
as yet unproved. 

neostigmine in ALLERGIES 

To THE Editor:—W/ iflt are the dangers of giving 
neostigmine to a patient who is known to have 
had allergies and/or asthma? The drug is being 
considered for testing a patient for myasthenia 
gravis and for treatment of paroxysmal auricular 
tachycardia. M.D., New York. 

Anssver,— Any symptoms which would follow die 
administration of neostigmine to a patient who is 
allergic, and especially to an asthmatic, would be 
the result of its pharmacological action and not be¬ 


cause of an abnormal, untoward, or allergic re¬ 
action. There is apparently no recorded case report 
of allergy to neostigmine. Therefore, this possibility 
offers no problem in the asthmatic patient. How¬ 
ever, neostigmine may induce an attack of asthma 
or aggravate a previously existing one because of 
its pharmacological action. Neostigmine is a cholin¬ 
esterase inhibitor. Given in large enough dosage, it 
may induce bronchospasm by allowing sufficient 
acetylcholine to accumulate to act on the bronchial 
musculature. But in testing a patient for myasthenia 
gravis or in treating one with paroxysmal auricular 
tachycardia, tlie dosage used probably would be 
insufficient to induce an asthmatic attack. Its ad¬ 
ministration in these circumstances therefore should 
be safe. 

PRENATAL CARE AND FLUORINE 
To THE Editor:— Is fluorine used in the form of 
sodium fluoride beneficial in the development of 
baby teeth in utero? Is it indicated for prenatal 
care? M.D., Massachusetts. 

Ansxver.— There is little evidence to suggest that 
low levels of fluorides can pass the placental bar¬ 
rier. In any case, the formation of prenatal enamel 
is so perfect that addition of fluoride in prenatal 
care is not indicated. 

SURGERY OF CECAL TUMOR 
To THE Editor;—A 55-year-old man was operated 
on for acute appendicitis and a mass was found 
in the base of the cecum. The differential diag¬ 
nosis was carcinoma of the cecum or cecal diver¬ 
ticulitis. Is it possible to make the diagnosis on a 
gross examination? Should the cecum be opened 
to view the mucosa? Should an ileocolic resection 
be performed tvhen the exact diagnosis is not 
certain? If the diagnosis is presumed to be cecal 
diverticulitis, what is the proper treatment? 

M.D., New York. 

Answer.— It is not possible in all abdominal e.x- 
plorations to determine whether cecal masses are 
benign or malignant. The colon should not be 
opened for the sole purpose of viewing the mass, 
and the right half of the colon and terminal portion 
of tlie ileum should not be resected unless obstruc¬ 
tion is present. In the absence of obstruction, a 
cecal diverticulum may be removed in a manner 
simflar to removal of an appendix, unless it has 
become acutely inflamed and involves die cecum 
(in such cases the correct diagnosis cannot be 
made). The initial incision should be closed, the 
patient prepared witli antibiotics, and a second 
operation performed six to seven days later. If die 
mass persists, a resection would be in order. 
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DIAGNOSIS OF HERNIA 

To THE Editor:—A middle-aged man with dilated 
external inguinal rings has been told that he has 
a direct hernia. Examination shows no protrusion 
through the external ring, but the palpating finger 
can detect a definite impulse in the posterior wall 
of the inguinal canal. I feel that this is more or 
less normal for men of that age, but it has raised 
a point as to when a direct hernia can be classi¬ 
fied as such. M.D., Pennsylvania. 

Answer.— Most writers on the subject seem to 
agree that a hernia must be thought of as a defect 
or a hole in the abdominal wall through which 
abdominal contents may protrude. This opening 
may be an abnormal one or a pathological enlarge¬ 
ment of a normal aperture. A weak point or actual 
defect in the abdominal wall through which no 
content has as yet protruded may be thought of as 
a potential hernia. A definite sac is not necessary to 
establish existence of a hernia. In direct hernia, the 
fundamental cause of the hernia is a weakness of 
the abdominal musculature. There is a deficiency in 
the inguinal triangle (lower margin of the internal 
oblique muscle above, rectus sheath medially, and 
tire inguinal ligament below). If such a defect is 
present and if a sac protrudes through this defect, 
the patient has a direct hernia. 

CARE OF CHRONIC ULCERS 

To THE Editor;—H as the following combination 
treatment for deep ulcers, sinus tracks, gangren¬ 
ous lesions, bedsores, or other chronic lesions 
ever been published? 1. Apply proteolytic enzij- 
mes—combined streptokinase and streptodornase 
or trypsin and chymotrypsin. 2. Apply iodo- 
chlorhydroxyquin (Vioform) powder. 3. Apply 
granulated sugar. 4. Use dry dressing if neces¬ 
sary. There is rapid lysis of old debris in a few 
days, all infection disappears, and rapid healing 
occurs. Joe C. Gilbert, M.D., Lebanon, Pa. 

Answer.— The method submitted apparently has 
not been published as a combination treatment. 
Doubtless many superficial ulcers and sinus tracks 
would be benefited by such treatment. Innumerable 
medicaments such as the above have been used on 
chronic leg ulcers secondary to varicosities or 
thrombophlebitis without resulting in healing, how¬ 
ever. It is the consensus of vascular surgeons that 
such ulcers should be widely and deeply excised, 
tile varicosities eradicated, and the defect covered 
with skin grafts. Gangrene of the toes or feet sec- 
ondarj' to marked arterial insufficiency also does 
not usually respond to such measures but requires 
some specific aid to circulation. 


POSTPARTUM HAIR PROBLEMS 

To THE Editor:— A postpartum patient comphincil 
at six weeks of complete loss of all curl in licr 
hair. Previous to this pregnancy, her hair had a 
natural wave. A permanent wave was attempid 
but produced absolutely no effect. Please give 
information on the cause and treatment. 

Sheldon M. Biback, M.D., Seattle. 

Answer.— Women who have trouble Mth the 
hair after childbirth are usually anemic, hypopro- 
teinemic, or both. Diffuse hair loss is common; 
spontaneous regrowth may be expected after a few 
months. A hypothyroid state may follow parturition, 
influencing hair nutrition, texture, and responsive¬ 
ness to cosmetic physiochemical procedures. The 
effect of fatigue on the mother of a new baby also 
appertains. The measures likely to bring about a 
return to normal include a diet high in protein; tht 
restriction of caffeine, because it only masks fatigue 
a plan for enabling the woman to secure adequat* 
rest; the administration of a suitable hematinic; anc 
the correction of hypothyroidism, if it is present 

SAFETY OF PETROLATUM ON SKIN 
To THE Editor:— Will petrolatum jelly applied i 
the skin daily over a protracted period of 
such as years, be harmful either'as a potentk 
carcinogen or because of possible effects on ski 
glands? M.D., New Jersey. 

Answer.— Petrolatum, wliich is said to be a mh 
ture of semisolid hydrocarbons obtained froi 
petroleum, is considered by most dermatologists 1 
be a safe base for topical application to tlie skii 
There is no good evidence that it can act as a ca 
cinogenic agent or as a photosensitizer or tliat 
has any of the undesirable properties of certai 
other hydrocarbons. It is doubtful that it com 
have any adverse effects on the sebaceous or swci 
glands. 


RADIUM ON WATCH DIALS 
To THE Editor:—I s there any danger of radiatic 
from wearing a wrist watch with illuminated ai 
and hands? M.D., West Virginia. 


Answer.— Watches with luminous dials usua 
contain small amounts of radium painted on 
dial numerals and hands. In a recent article, 6 
ster (Radiology 72:493, 1959) calculates that if < 
average watch with a luminous dial is worn coi 
tinuously, the radiation dose to the gonads ^you 
be 20 mr per year. While this amount of radiaOt 
is not high, it is significant. In an evaluation ' 
unnecessary exposure to radiation, the radiata 
from such watches must be considered. 
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WASH ON NEWS 


Burney Urges Expanded Physician Supply . . 
A'etr Campaign to Diagnose Strep Infections . . 
Social Security Disability Views . . 

Miscellany . . 


SOCI/VL SECURITl' DISABILITY 
HEARINGS BEGIN 

A House Ways and Means subcommittee opened 
bearings on adminisb'ation of tlie Social Security 
Disability benefits program, and an official of the 
American Medical Association offered suggestions 
as to possible changes in the program. 

Dr. George F. Gsell, a Wichita, Kan., ophthalmol¬ 
ogist and a member of the A. M. A.’s Committee on 
Medical Rating of Physical Impairment, stressed 
that the medical criteria used in the program are 
“adequate for their purposes and that administration 
of the program seems to be improving.” 

He pointed out to tlie subcommittee, headed by 
Rep. Burr Harrison (D., Va.), that he was not testi¬ 
fying as a representative of the A. M. A., but as a 
private physician. 

Dr. Gsell said the two most common remarks he 
hears about the disabilit)' program deal with the 
adequacy of medical reports and delays in adjudi¬ 
cation. “These are not separate problems, obviously 
the first can cause the other.” 

He said that in some cases physicians are required 
to fill out forms for former patients who then receive 
consultative e.vaminations from another physician, 
with the former receiving no reimbursement. “The 
delay caused by this procedure could possibly be 
obviated if the attending physician were authorized 
to examine the applicant and be reimbursed from 
the trust fund for the expenses involved in ‘working 
up’ the report.” 

Reviewing examiners frequently are specialists in 
one area and may have to ask a consultative e.xam- 
iner for a supplemental report in these cases outside 
his field, the witness noted. “Possibly the establish¬ 
ment of a board of consultants to handle the few 
cases of this nature would eliminate delays.” 

Dr. Gsell said consultative examiners in many 
instances are asked to perform e.xaminations for $10 
or $12 for which they would normally charge $50 or 
$75. “Negotiations beriveen constituent medical as¬ 
sociations and state agencies are being carried out 
so as to provide a fair and adequate reimbursement 
for physicians called upon for these examinations.” 

As a possible solution to the occasional long de¬ 
lays in adjudicating cases. Dr. Gsell suggested an 
arbitrarj' period of—say 120 days—after which an 


applicant who has not personally caused the delay 
could ask the appeals board or a group established 
for this purpose, to adjudicate his case. 

In other testimony, George K, Wyman, deput\' 
commissioner of social security, said tlie depart¬ 
ment has under active consideration three legisla¬ 
tive proposals for the disability program. These are 

(1) elimination of the 50-year age requirement, 

(2) authority to grant continuous payments to a 
erson who has rehabilitated himself on the same 
asis as payments are made to a person who returns 

to work, i. e., payments would continue for one year 
after determination that the person is no longer 
disabled under the terms of the law, and (3) that the 
Bureau of Old Age and Survivors Insurance be 
given authority to reverse denials by the state as 
they have authority now to modify allowances. 

Lloyd Nelson of the general accounting office 
said his agency had reviewed the administration 
of the disability program and in general believed 
that it was being carried out in accordance with 
the terms of the law, but his organization had rec¬ 
ommended that the HEW Secretary report to Con¬ 
gress on the continued use of the federal-state 
mechanism. 


RHEUMATIC FE^ER PROGRAM 

The government has announced the start of a 
national campaign for the rapid diagnosis of strep¬ 
tococcic infections. Disclosing the program, Arthur 
S. Flemming, Secretaty of Health, Education, and 
Welfare, said that “largely because of our inability 
to break the ‘chain reaction’ in the past from such 
infections to rheumatic ailments, about 20,000 per¬ 
sons die each year from rheumatic fever and rheu¬ 
matic heart disease.” 

A new method of detecting streptococcic infec¬ 
tions will be used, known as the “fluorescent anti¬ 
body” technique. Under it, antibodies for strepto¬ 
coccic germs are mi.xed with throat swabs; if the 
swabs are infected the result can be detected with 
ultraviolet light. The process was discovered by 
Dr. Albert Coons of Harvard School of Medicine in 
the early 1940’s. 

The Public Health Service, after testing 1,200 
persons by the standard method and the fluorescent 
method in recent years, concluded that results 
showed the two-or-three-hour fluorescent test as 
accurate as the standard method, which takes sev¬ 
eral days. 

Dr. James Watt, director, National Heart Insti¬ 
tute, said laboratory personnel will have to be 
trained across the nation in use of the test and that 
this may take two or three years. PHS is training 
local personnel and assigning 40 PHS physicians to 
(Continued on next page) 
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meet with state and loeal health departments to 
determine the best syays to take advantage of the 
new test. 

Finaneial help is available through grants from 
the Heart Institute and through state grant-in-aid 
for purchase of needed equipment. 

“Once laboratories throughout the nation are 
tooled up to use it—and this will take considerable 
time—the quick, sure steep test will mean that phy¬ 
sicians can start their patients promptly on tlie cor¬ 
rect treatment schedule to eradicate the strep in¬ 
fection, and thus break the chain reaction . . 
said Flemming. 
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U. S. Surgeon General Leroy E. Burney declared 
that the “occasion for action has arrived” to take 
steps to increase the number of phy'sicians in this 
country. 

Pledging his support to the goals outlined by a 
special 22-member advisory committee. Dr. Burney 
said that “our requirements are sufficiently urgent 
that we must proceed toward increasing the output 
of physicians, even tliough in some details we are 
not yet sure what each step wall be.” 

Referring to the study group’s recommendations, 
which included a 10-year 500 million dollar pro¬ 
gram of federal aid for construction of medical 
schools, the official asserted: “I concur fully with 
the purposes and intent of these recommendations. 

“In view of the numerous competing needs for 
scarce federal funds, I am not in a position to fore¬ 
cast what action tire administration will take on the 
proposals involving federal legislation. 

“The Department of Health, Education, and 
Welfare is presently engaged in the development of 
its legislative program for the forthcoming session 
of Congress. However, I can assure you that the 
consultant’s report and recommendations are receiv¬ 
ing serious and sympathetic consideration b;v our 
Secretary of Health, Education, and Welfare. 

Dr. Burney previously said that he personally 
agreed with the legislative proposals. He pointed 
out that the administration has twice proposed leg¬ 
islation authorizing federal grants for the construc¬ 
tion of medical and dental school facilities. 

He made the statements in a speech before tlie 
Association of American Medical Colleges in tela- 
cago shortly after the advisory' groups 9o-page 
report svas made public. In the report, the group 
said there was an urgent need for 3,000 more po) 
sicians a y'ear by the year 1975 and that presen 
plans for e.xpansion would not be enough to nree 
this need. , 

“We must face up to the fact,” said Dr. 

“that the situation is going to get worse before 
recommendations of the consultants has been pi 
into effect. The present ratio of physicians to P°P„ 
lation (about 1 to 740) will have dropped signi 
candy' long before we succeed in sustaining t 
minimum essential. In order to reach the 8°*, , 
1975, every one of the new schools recommen 
by the consultants must have their doors 
1971. The 50% increase in medical school °^'.P >j 
proposed by' the consultants will meet the natio ^ 
needs only' if significant new way's are develope 
conserv'e the energy and skills of the phy'sicians 
all ty'pes of medical practice.” 
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Dr. Burney cautioned against “a hasty or ill- 
advised e.\i)ansion of medical education facilities.” 
He said “the point which must be emphasized here 
is that the medical school must be kept whole; 
sound in each of its three functional elements— 
teaching, study, and practice. . . . The larger field 
of medicine as a whole-medical education, medical 
research, medical practice—cannot long function, or 
e\'en surs'ive without them.” 


MISCELLANY 

A conference between the Disaster Medical Care 
Committee of the American Medical Association 
and the Division of Health Mobilization of th(> Ik S. 
Public Health Service resulted in general agree¬ 
ment that emcrgcncs' life sa\’ing training would be 
useful to the individual in his normal claiK’ lis ing, 
would increase the nation’s health manpower re¬ 
sources, and would, in itself, provide a deterrent 
to all-out v’ar. 

Secretaiy Flemming criticized “degree 
mills” that offer spurious degrees through corre¬ 
spondence courses. Among institutions criticized 
were one that oSered a Doctor of Metaphysics 
degree (Ms.D.) for courses in metaphysical healing 
and another that purportedly granted “Doctorates 
in Chiropractic, Naturopathy, Eclectic, Naturatrics, 
and Philosophy.” Federal supervision of the mails 
and false advertising are w’ays the government can 
curb abuses in degrees. 

Tlie Food and Drug Administration warned 
against “wild claims” about products purporting to 
be sources of rutamin E. Since the daily diet pro¬ 
vides more tlum adequate amounts of vitamin E for 
the as'erage person, the FDA said, supplementing it 
with the vitamin isn’t necessary. 

The number of persons detained for medical ob¬ 
servation in ports of entry to the United States 
increased more than 400% in the fiscal year that 
ended July 1, a total of 607 compared with only 
124 die previous year. Major cause was a smallpo.x 
outbreak in Germany. More than 117,000 travelers 
were allowed to proceed to their destinations under 
medical observation requirements, a 100% jump 
from the 58,083 of the previous fiscal period. Most 
of these persons came from areas where there were 
occurrences of smallpo.x and yellow fever. 

FDA officials seized 346 tons of unfit food during 
September, including insect-contaminated peaunts, 
egg noodles, and prepared baking mixes and spoiled 
salad dressings and lobster tails. Ten tons of tomato 
paste were found to contain fly eggs and maggots. 

FDA officers seized 37,800 tablets of “Dynamol, 
a vitamin product labeled as “an adequate cure and 
treatment for all v'itamin and mineral deficiencies.” 
The federal agency said that in addition to caffeine, 
the product contained no vitamin A or D and 
“nutritionally insignificant” amounts of calcium and 
phosphorous. 

RoberTA. Forsythe and Dr. VVinchell McKendree 
Craig were named to HEW posts. Forsythe, former 
administrative assistant to former Sen. Edward 
Thye (R.. Minn), succeeds Elliot L. Richardson as 
assistant secretary for legislation. Dr. Craig was 
sworn in as special assistant for Health and Medical 
Affairs, replacing Dr. Aims C. McGuiness, who 
resigned recently. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. F. J. L. Blasinsamt, 535 
North Dearborn St., Chicago 10, Executive Vice-President. 

1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 

19G0 Annual Meeting, Miami Beach, Fla., June 13-17. 

1960 Clinical Meeting, Washington, D. C., Nov. 29-Dcc. 2. 

1961 Annual Meeting, Nesv York Cit>', June 26-30. 

1961 Clinical Meeting, Denver, No\'. 28-Dec. 1. 

1962 Annual Meeting, Chicago, June. 

AMERICAN 

1959 

November 

Academy of Medicine of Cleveland Seminah on Recent Advances in 
Diagnosis and Theil^pv or Malignant Disease, Cleveland, Nov. 18- 
19. Dr. H. S. Van Ordstrand, 2009 Adelbert Rd., Cleveland 6, Chairman. 
Ameiucan Academy for Cerebral Palsy, Statler Hilton Hotel, Los 
Angeles, Nov. 30-Dec. 2. Dr. Glidden L. Brooks, Brown University, 
Providence 12, R. 1., Secretary. 

American Colixge of Chest PiivsiciANs, Dallas, Texas, Nov. 29-30. 
Mr. Murray Komfeld, 112 E. Chestnut St., Chicago 11, Executive 
Sccretaix’. 

American NIedical Women’s Association, Arlington Hotel, Hot Spniigs, 
Ark., Nov. 12-15. Mrs. Lillian T, Mapilly, 1790 Broadway, New York 19, 
Executive SecretaTj’- 

District of Columbia, Medical Society of, Statler-Hilton Hotel, Wash¬ 
ington, D. C., Nov. 23-25. Mr. Theodore Wiprud, 1718 M Street, N. W., 
Washington 6, D. C. 

Gerontological Society, Inc., Statler Hotel, Detroit, Nov. 12-14. Mrs. 
Marjorie Adler, 660 S. Kingshighway Blvd., St. Louis 10, Administrative 
Secrelar>*. 

International College of Surgeons, Second Western Regional 
Meeting, Stardust Hotel, Las Vegas, Nev., Nov. 22-24. Dr. F, M. 
Turnbull Jr., 1930 Wilshire Blvd., Los Angeles 57, Secretary-Treasurer. 
Inter-Society Cytology Council, Statler-Hilton Hotel, Detroit, Nov. 
19-21, Dr, Paul A. Younge, 1101 Beacon St., Brookline 46, Mass., 
SecTetar>-Treasurer. 

N.ational Society for Crippled Children and Adults, Palmer House. 
Chicago, Nov. 29-Dcc. 2. Dr. Dean W. Roberts, 2023 W. Ogden Ave., 
Chicago 12, Executive Director, 

Puerto Rico .Medical Association, Santurce, Nov. 24-28. Mr. J. A, 
Sanchez, Bo.x 9111, Santurce 29, Puerto Rico, Executive Secretary'. 
Radiological Society of North .America, Inc., Palmer House, Chicago, 
Nov. 15-20. Dr. Donald S. Childs, 713 E, Genesee St., Syracuse 2, 
N. Y., Secrctaiy-Treasurer. 

San Diego Academy or General Practice, Hotel Riviera, Las Vegas, 
Nev., Nov, 12-14. For infonnation write; Dr, Harold Peterson, 5950 
El Cajon Blvd., San Diego 15, Calif. 

Southern Medical Association, Atlanta, Nov. 16-19, Mr. V. O. Foster, 
2601 Highland .Ave., Birmingham 5, Ala,, Executive Secretary-Treasurer. 
Southern Thoracic Surgical Association, Edgewater Gulf Hotel, Edge- 
water Park, Miss., Nov. 19-21, Dr. Hawley H, Seiler, 517 Bayshore 
Blvd,, Tampa 6, Fla., Secretaiy. 

Western Surgical Assoclation, The Broadmoor, Colorado Springs, Colo., 
Nov. 19-21. Dr. John T. Reynolds, 612 X. Michigan Ave., Chicago 11, 
Secretaiy. 

December 

American Academy of Dermatology and Syphilology, Palmer House, 
Chicago, Dec. 5-10. Dr. Robert R. Kierland, First National Bank Bldg., 
Rochester, Minn., Secrelar>-Tre.isurer. 

American Association ron the Advancement of Science, Morrison 
Hotel, Chicago, Dec, 26-31. Mr. Sidney. S. Negus, Medical Coll, of 
Virginia, Richmond, Va., Director of Public Information. 

American Psyckoanalxtic Association, Billmore Hotel, New York City, 
Dec. 4-6. Dr. David Bercs, 151 Central Park West, New York 23, Sec- 
retar>’. 

Ameiucan Rheumatism Assoclvtion, Henry Ford Hospital, Detroit, 
Michigan, Dec. 11. Gerard W. Speyer, 10 Columbus Circle, New York 
JO, Exccuti\e Secretary'. 

Association for Research in Nervous and Mental Disease, Inc., 
Hotel Roosevelt. Nmv York City, Dec. 11-12. Dr. Kollo J. Massehnk, 
700 W. 168lb St., New York 32, Secretaiy-Tre.Tsurcr. 

First Annual Giuaduate Medical Education Conference-Residency 
Training Program, Univ. of Pennsylvania, Philadelphia, Dec. 3-4. 
Dr. Alfred S. Frobese, Graduate School of Medicine, U. of Pennsylvania, 
Philadelphia 3, Chairman. 

Medical Society of the Vstr^^D States 6c Mexico, I’alJey Ho Hotel, 
Scottsdale, Ariz., Dec. 2-4 (followed by two-day session Desert Inn, 
Las Vegas, Nev.). Dr. .4. H. Tallakson, 2025 N. Centml Are., Phoenix, 
Ariz., Convention Co-Chairman. 

New York Heart Association, Sjuiposium on Salt and Water Metabo¬ 
lism, Biltmorc Hotel. New York City, Dec. 11-12. Dr. Alfred P. Fishman, 
N, Y. Heart Association, 10 Columbus Circle, New York City*. Chairman. 
New York State Society of .Anesthesiologists, Lnc., Postgraduate 
Assembly in AnestliesioJogy, Hotel New Yorker, New York City, Dec. 
9-12. Dr. Edwin J. DePolo, ISI W, 11th St., New York 11, Secretary. 

19C0 

J.'inu.'iry 

American Academy or Allergy, Hollywood Beach Hotel, Hollyxxood- 
by-the-Sea. Fla., Jan. 11-13. Mr. J.ames O. Kelley. 756 -V. .AfihMuifcee 
Sl, Milwaukee 2, Wis., Executive Secretary. 


American Academy of Orthopaedic Surgeons, Tlie ralin<»r iIa. 
Chicago, Jan. 23-28. Mr. John K. Hart, 116 S. Michigan OncarTl 
Executive Secretary. » 5 , o 

American College of Surgeons, Sectional Meeting, the Bromi Ib*! 
Louisville. Ky., Jan, 21-23. For information wTite; Dr. H. P. Saundi^ 
40 E. Erie St., Chicago 11. 

Brc AfouKTALv Medical Meeting, Big Mountain Ski Resort, WliiteEji 
Mont., Jan. 20-30. Dr. George H. Gould, Kalispell, Mont,’ Chaitmv 

Northwt:st Society for Clinical Research, Seattle, Jan. 9. Dr. hi 

R. Hogness, 721 Minor Ave., Seattle 4, Secretary-Treasuren 

Rocky Mountain Traumatic Surgical Society, Aspen, Colo., Jan. 25 

30, Dr. Charles Houston, 420 Hyman St., Aspen, Colo., 
Secretaiy. 

Western Association of Physicians, Camiel, Calif., Jan. 27-29. D 
Wade Vohviler, Dept, of Med., U. of Washington, Seattle 3. ScenUr 

Western Society for Clinical Research, Carmel-hy-the-Sea, Calil 
Jan. 28-30. Dr. William N. Valentine, U, of California Mcdical’Centc 
Dept, of Medicine, Los Angeles 24, Secretary. 

February' * 

Alaska State Medical Association, Anchorage, Feb. 18-20. Dr. Geer 
Hale, 501 “L” Street, Anchorage, Alaska, Chaimian. 

American Academy of Occupational ^^EDlCl^•E, Williamsburg h. 
Williamsburg, Vn., Feb, 10-12. Capt. Lloyd B. Shone, Bureau of Met 
cine and Surgeiy, Navy Dept., Washington 25, D. C., Secretaiy. 

American College of Allergists, Inc., Americana Hotel, Bal Harki 
Miami Beach, Fla., Feb. 28-Mar. 5. Mr. Eloi Bauers, 2160 RandTowi 
Minneapolis 2, Executive \^'ce-Fresident. 

Amcrjcan College of Radiology, Roosevelt Hotel, New Orleans, F« 
3-6. Mr. William C. Stronach, 20 N. Wacker Dr., Chicago 6, Excnili 
Director. 

American College of Surgeons, Sectional Meeting for Surgeons a 
Nurses, Statler Hilton, Boston, Feb. 29-Mar. 3. For infomiation wn' 
Dr. H. P. Saunders, 40 E, Erie St., Chicago 11. 

American Orthopsychiatric Association, Inc., Sherman Hotel, Chicai 
Feb. 25-27. Marion F. Langer, Ph.D., 1790 Broadway, New Yorb 1 
Executive Secretary. 

California Medical A&soclvtion, Ambassador Hotel, Los Angeles, F 
21-24. Mr. John Hunton, 450 Sutter St., San Francisco 8, Etecwl 
Secretary. 

Central Surgical Association, Drake Hotel, Chicago, Feb. IS-i 
Dr. Angus D. McLaehUn, Victoria Hospital, London, Ont., Canai 
Secretary. 

Congress ok Medical Education and Licensure, Palmer House, C 
cago, Feb. 7-9. For information write; Council on Medical EduMt 
and Hospitals, American Medical Association, 535 N. Dearborn I 
Chicago 10. 

National Association op Methodist Hospitals and Homes, Desh 
Hilton Hotel. Columbus, Ohio, Feb. 16-18. Mr. Olin E. Oescliger, 7 
Rush St., Chicago 11, General Secretary. 

Obstetrical and Gynecological Assembly of Southern Caufow* 
Los Angeles, Feb. 6-7, Dr, Kenneth Morgan, 1020 Wilshire Blvd., 1 
Angeles 57, Secretary. 

Society of University Surgeo.ns, Minneapolis, Feb. 11-13. Dr. * 
Eiseman, 4200 E, Ninth Ave., Denver 20, Secretary. 

Symposium on Fundamental Cancer Research (l4th). University 
Texas, Houston, Feb. 23-27. For information W'rite: University of Tc 
M. D. Anderson Hospital & Tumor Institute, Houston 25, .Texas. 

March 

American Broncho-Esopiiagological Association, Deauville lio 
Miami Bench, Fla., Mar, 15-16. Dr. F. Johnson Putney, 1712 Locust- 
Philadelphia 0 , Secretao’* 

American Academy of Forensic Sciences, Drake Hotel, Chic-i 
Mar. 3-5. Dr. W. J. R, Camp,.1833 W. Polk St., Chicago 12, Secreta 
Treasurer. 

American Academy of General Practice, Pliiladeljihia, Mar. 19- 
Mr. Mac F. Cahal, Volker Blvd., at Brookside, Kansas City 12, M 
Executive Diiector. 

American Association for the History or Medicine, I.nc,, Chariest 

S. C., Mar. 24-26. John B. Blake, Ph.D,, c/o Smithsonian Instituti 
4Vashington 25, D. C., Secretary. 

American College of Surgeons, Scction.nl Meeting, The Bro.ulmt 
Colorado Springs, Colo., Mar. 21-23. For information w’rilo: Dr. H* 
Saunders, 40 E. Erie St., Chicago 11. 

American College of Surgeons, Sectional Meeting, Shcralon-Port * 
Hotel, Portland, Ore., Mar. 28-30. For information write: Dr. I - 
Saunders, 40 E. Erie St., Chicago 11. " ^ 

Axieuican Gastroenterological Association, Roosei'elt Hotel. * 
Orleans, Mar. 31-Apr. 2. Dr, Wade VoliviJer, Dept, of Med., Unn* 
Washington, Seattle, Secretary. 

American Gastroscopic Society', Roosevelt Hotel, New Orleans M*'*^*' 
Dr. Arthur M. Olsen, Mayo Clinic, Rochester, Minn., 

American Laryncological Association, Deauville Hotel, 

Fla., Mar. 18-19. Dr. Lyman Richards, Massachusetts Institute ot iei 
nology', Cambridge 39, Mass., Secretary. 

American Lary'ncolocical, Rhinolocxcal and OTOCOCfcaE 
Inc„ Deauville Hotel, Miami Beach, Fla., Mar. 15-17. Dr. C. 

Nash, 708 ^^edical Arts Bldg., Rochester 7, N. Y^, Secretary. 

Axierican Otological Society, Deauville Hotel, Miami _ 

Mar. 13-14. Dr. Lawrence R. Boies, University Hospital, .iimne 
14, Minn., Executive Secretary’-Treasurer. 

A.MEBICAN OTonmNOLocic Society for Plastic Surcehy, 

Hotel, Miami Beach, Fla., Mar. 6-13. Dr. Josiiih G. Gilbert, 

Lane, Roslyn Heights, N. Y’., Secretary'. 

•American Psychosomatic Society, Shcraton-Mount Royal Im*'" ♦ 
real. Mar. 26-27. Miss Joan K. Erpf, 265 Nassau Rd.. Rnoseve«. 
Executh'c Assistant. 

(Continued on prii’C 30) 



THE JOURNAL 

OF THE 

American Medical Association 

Ptthlisiwd Under llie Aminces of the Board of Trustees 



VOL. 171, NO. 11 


CHICAGO, ILLINOIS 

Coi‘\iunnT» 1959, i»y Amkiucan Association* 


NO\nSMBER 14, 1939 


THE FAMILY PHYSICUN, THE GENERAL PRACTITIONER, 

AND THE INTERNIST 
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N a previous article' I attempted to de¬ 
velop the reasoning behind niy belief that 
tlie ambitions of tho.se seeking identity 
and training as general practitioners and 
the ideals of those claiming the role of family 
physician for the internist were actually one and 
the same. In this present article it is not neces- 
saiy to repeat my reasoning, and anyone interested 
in the background leading up to this present paper 
is encouraged to read the otlier paper. Tiie two 
articles represent a continuing thought. 

Stated briefly, a basic problem seems to be present 
in the American medical education scheme; the 
present graduate, although duly licensed and there¬ 
fore legally identified as a “physician and surgeon,” 
is not in reality' jjrepared for the role of “general 
practitioner” or “family physician.” Special com¬ 
mittees of the American Academy of General Prac¬ 
tice and of the American Medical Association have 
been at work', attempting to define first a family 
physician, second what his “privileges” (surgery'? 
obstetrics?) should be, and finally what training 
program is necessary' to create this product. 

Primarily' at the behest of the American Academy' 
of General Practice a host of general practice 
residencies were established after World War II. 
Tliese have as a group been unsuccessful (with 
certain e-vcellent e.sceptions). Furtlier pressure 
by the Academy' of General Practice has been 


A program to train students for practice 
as family physicians must satisfy certain 
stringent requirements. The family physician's 
practice is not limited to internal medicine, 
and his training must be much broader. It 
must provide experience in obstetrics, pedi¬ 
atrics, and psychiatry. It must prepare him to 
deal with emergencies in a way that will 
facilitate, not hamper, the subsequent work 
of the specialist. The program wherever in¬ 
stituted must have an adequate administra¬ 
tive framework. If should lead to certification 
and should offer the physician an opportunity 
to achieve status, honor, and recognition 
not only before the laity but before the eyes 
of his professional colleagues. This can be 
achieved by replacing the present 12-month 
internship with a 24-month program based 
on infernal medicine but broadened to give 
the necessary range of experience. 


directed toward urging tire establishment of depart¬ 
ments of general practice in medical schools. This 
idea has met with a cool reception from medical 
school faculties. 



Professor anc Chainnan, Department of Medicine, University of Kansas Medical Center. 
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In response to these two previous comments, first 
the unsatisfactory results of general practice resi¬ 
dencies and second the antipathy of medical school 
faculties to departments of general practice, one 
might challenge me and say, “Yes! That is exactly 
the problem. The professors in the ivory towers are 
defending their specialty citadels, handling patients 
and their diseases piecemeal, and wilfully prevent¬ 
ing tire training of true general practitioners.” 

Not pretending to speak for academic medicine, 
but speaking for myself as a practitioner and teach¬ 
er, I would rebut this challenge by saying, “If your 
definition of a general practitioner includes the right 
and privilege to dispense all forms of medical, 
surgical, and obstetric care, then I am not in sym¬ 
pathy with any present program claiming to give a 
man this degree of proficiency.” (Again, for the 
purpose of brevity, I refer the reader to my previous 
article.' There I attempted to spell out mj' reason¬ 
ing. ) If we are agreeing that a degree of restriction 
is necessar}' and that the health of the American 
public can best be tended by making our basic 
medical school product a family physician, a per¬ 
sonal physician, tlien we can quickly establish a 
mutual goal. Further, if the proponents of the 
academy and of the general practitioner would 
agree that family practice is that aspect of medical 
care performed by the doctor of medicine who 
assumes comprehensive and continuing responsi¬ 
bility for the patient and his family, regardless of 
age, then there is perhaps a readily available solu¬ 
tion. 

Proposal for the Family Physician 

I have indicated above that medical school facul¬ 
ties have not adapted well to the idea of depart¬ 
ments of general practice. The administrative 
framework of a medical school is developed on a 
specialty structure, because in the minds of most 
this best serves as a workable administrative unit, 
a useful teaching unit, and a superb patient-care 
unit. The criticism, often expressed, that the patient 
is treated by fragments and not as a whole in this 
atmosphere is simply an unreal appraisal. 

Tlie present internal medicine residency pro¬ 
grams, with an internship and three years of resi¬ 
dency, produce physicians who are almost perfectly 
trained for the role of “family physician.” I have 
inserted the word “almost” because the present-day 
residency program in internal medicine, in many 
ways, trains the man too narrowly. He acquires a 
high order of ability to think in terms of physiologi¬ 
cal medicine and to balance this with an under¬ 
standing of the human being. In full urban life, or 
large clinic life, the internist represents the best 
concept of a personal physician. However, he is 
too finely trained. His role as a family physician is 
weakened and his usefulness materially lessened by 
Iris relatively inadequate training in care of new¬ 
born infants, prenatal care, emergency and traumat¬ 


ic surgery, medical gynecology, physical medicine, 
and general problems of tlie eyes, ears, and skin! 
I appreciate that varying residencies in internal 
me^cine will in varying degrees offer training in 
these areas; however, my general proposition, that 
the present-day internist is not well trained in prob¬ 
lems of pediatrics, gynecology, and other fields 
mentioned above, seems a sound premise. 

I reiterate; 1. The American public’s best interest, 
from the standpoint of medicine, will be served if 
the basic unit of our medical structure is a personal, 
family physician. 2. The family physician must be 
able to give medical care to all family members 
regardless of age—must be prepared to minister to a 
patient in normal labor, care safely for an emer¬ 
gency, perform traumatic surgery, recognize surgi¬ 
cal and subspecialty problems, and integrate the 
indicated specialist into the management. 3. The 
present graduate of our medical schools, following 
an internship, does not measure up to this need. 
4. The training program of internal medicine pre¬ 
pares a man well for this role but in certaiii areas 
offers too restrictive a program. 5. The family physi¬ 
cian must have status, honor, and recognition not 
only before the laity but before the eyes of his pro¬ 
fessional colleagues. 

I have added item 5 because this has been a 
primary, although often not expressed, factor in tlie 
■ unwillingness of medical schools to set up general 
practice programs, on the one hand, and the mili¬ 
tancy of the Academy of General Practice on the 
other. The image of the “general practitioner,” as 
stated by his proponents, has not in major ways 
agreed with the daily observations of many, in and 
out of tlie medical schools. The need for “status” is 
a simple, basic, understandable urge, but die role 
claimed for the general practitioner by some has 
exceeded the true dimensions, in the experience of 
some critics. 

If there is a real need for family practitioners, 
a very reasonable query would be to ask why tlie 
general practice residency programs have not suc¬ 
ceeded. I think the generally' poor long-term per¬ 
formance of the general practice residencies can 
be e.xplained in basic terms of morale, prestige, and 
purpose. 

First, the administrative unit of a teaching hos¬ 
pital does not provide an “identification” for a gen¬ 
eral practice residency. The program “belongs to 
no department. No senior administrative figure 
controls the program. The very nature of such a 
residency cuts across departmental lines, and in so 
doing does not gain the vigor and strength of any 
single major department. The administration of the 
program is usually the duty of a committee (a 
sy’nonym for lack of administoation), or, even more 
futilely, an unfortunate young general practitioner 
attempts, as a part-time responsibility, to guide the 
program without offending the various departmental 
empires. 


Voi ni, No. • 1 


FAMILY PIIVSICIAN-DIMOND 


117/1445 


The re.sidenl partieipani in such a program losc-s 
the very real and significant value of “lielonging” to 
an e.stablislu'd, authentic department. This isolation 
and separateness is a true dctinrent, svhich, along 
with the problems of administration, makes the 
general practice rc.sidcncy impotent. 

Further, the value of Board cca tification is readily 
apparent to the s-oung ph)’sician. Tlie premium 
value of certification relative to the militar\', the 
Veterans Administration, and clinical groups is com¬ 
mon knowledge. Therefore, the \’onng man who is 
considering postgraduate training pr<“f<’rs to invest 
these years toward Board credit. 


It must be a program which will satisfy certain 
stringent requirements, such as making full use of 
the present administrative structure of a medical 
school as a logical c.xtension of the department of 
internal medicine, so as not to add new burdens to 
the curriculum but instead use existing effort. The 
program must also provide experience in psychiatrj’, 
to prepare for continuing e.vperience at an ofiice 
les'el. It should provide an increasing responsibilitv' 
in the practice of broad general medicine, perhaps 
in a nine-month program divided into three-month 
increments of incrensing responsibilit)', and in pedi¬ 
atrics, in the ward and clinic (general pediatrics), 
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DETAILS OF CODE G 


DETAILS OF PSYCHIATRY 


A. Ei««rg«ncy Room 

B. X ray 

C. Physical Medicine 

D. Pediatrics Ward 

E. Pediatrics Out Patient Clinic 

P. Pediatric Newborn Service 

6. Clinics (see next graph) 

H. Medicine Ward Service 

I. Medicine Ward Service 

J. Medicine Ward Service 

K. Obstetrics, For physicians 
desiring further experience 
the second 3 months on Medi- 
■cine (Code l) will be sub¬ 
stituted by Obstetrics. 


G. Clinics (5 months) 
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The two afternoons each week 
in Psychiatry will continue 
throughout a 15 month period 
and will be outpatient ex¬ 
periences. 


NIGHT CALL 


Regular Night Call responsi¬ 
bility will be followed while 
on Code 0, E, H, 1, J. 

Emergency Room Night Call will 
be followed while on Code A, 

B. C. 


Schematic representation of hvo-year program in internal medicine in preparation for family practice. 


These three weakiiesses of the present attempts 
at training a family physician can be simply sum¬ 
marized by stating that the general practice pro¬ 
grams lack appeal, prestige, the significant value of 
certification, and, finally, an administrative frame¬ 
work. 

Solution 

Solutions to these problems might be gained by a 
program, offered by medical schools and at central 
teaching hospitals, modeled on these concepts: 
After graduation from medical school, a 24-month 
training program in family practice should be 
offered (seefigure). 


and in care of newborn infants. Full e.xqierience witli 
problems of trauma and emergency nature could 
be got in 60 days and 40 nights of emergency-room 
duty'. Opportimiri' for experience in obstetrics would 
be elective and, if chosen, relative to the student’s 
e.xperience. Experience with office manifestations 
of specific organ diseases, such as those of the eye, 
ear, nose, tliroat, and skin; allergies; disease of die 
rectum; prenatal complications; medical gynecol¬ 
ogy; and pediatric heart disease, as well as experi¬ 
ence widi possibilities of physical medicine and 
rehabilitation, would be included. Finally,. some 
e.xperience yritb radiology'—the role of atomic 
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medicine, safeU’ problems, interpretation of films, 
and the adequate preparation of patient—is neces¬ 
sary. The program must be acceptable as graduate 
training by otlrer Boards. During the entire period 
die physician would function as a resident in medi¬ 
cine, responsible to the department head and par¬ 
ticipating in all administrative functions of the de¬ 
partment of medicine. 

Tlris hvo-year program would be the basic, 
initial training program for all men preparing for 
certification in internal medicine. At the conclusion 
of this initial two years an examination would be 
given by tlie American Board of Internal Medicine. 
This examination might be designated part 1, and 
on completion the graduate would be identified 
as a diplomate in family practice of the American 
Board of Internal Medicine. If the diplomate elects 
to go ahead with part 2 of his internal medicine 
board examination, a furtlier two years of training 
would be required, leading to examination with 
certification as a diplomate in internal medicine. 

But if, instead, he elects to follow a subspecialty 
area of internal medicine, such as cardiology or 
gastroenterology', tliis second two-year period could 
be in a restricted area wtli final certification by 
examination by the particular subspecialty Board. 
Otlrer Boards should be approached and their ap¬ 
proval gained for the initial 24-month training 
program applicable toward tlreir respective certifi¬ 
cation. Obviously, tire American Board of Internal 
Medicine would be die key to the acceptability of 
such a program and a proper initial approach to 
die Board would be essential. 

Such a program resolves the criticisms I have 
cited and also serves to eliminate die present weak¬ 
nesses in the intemsliip. By present weaknesses I 
refer to the fact that our 1959 graduates are having 
major clinical experiences in medical school, and 
the general rotating internship no longer serves its 
original purpose. In practice, the internship today 
has become a period of “academic let-down” and 
only infrequently continues the growdi of die 


student at the junior and senior pace. Todays 
graduate has had bedside clinical experiences for at 
least tivo years and his level of practical experience 
eliminates die original purpose of the internship. 
Today’s graduate has a considerable background in 
obstetrics and in general is well prepared to assist 
normal labor. The rapid improvement of medical 
school curriculums has simply pre-empted the origi¬ 
nal role of the intern. 

A program such as this would effectively bring 
the medical schools, their teaching beds, and their 
departmental administrative staffs into this field. 
The real need for a physician who can function as 
a true family physician is already upon us. The 
Academy of General Practice has rightfully insisted 
that academic medicine recognize tliis need. The 
finished product of the present training in internal 
medicine is, by exclusion, not prepared in tlie 
specific fields of prenatal care, care of newborn in¬ 
fants, medical gynecology, and emergency and 
traumatic problems—however, the department of 
medicine is the logical administrative unit and the 
American Board of Internal Medicine is the logical 
certifying unit. 

Our present medical school graduates leave school 
w'ith a liigh level of experience compared to the 
graduates of 15 years ago. The present 12-month 
internship represents a poor utilization of time. A 
24-month program, based on internal medicine and 
broadened as described in the figure, would,, in 
series with the medical school preparation, result 
in a product xvhich could rightfully be labeled 
family practitioner. 

The American College of Physicians is the logical 
group with whom the family practitioner should 
identify. This honor, with the associated Board 
certification, will bring the family physician into 
the honored circle which he seeks, needs, and de¬ 
serves. 
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ATTITUDES TOWARD THE HANDICAPPED.—As a group parents fear a 
/A child’s becoming disabled. A mother feels instant relief at learning a newborn 
X ^ child is physically whole, while a sense of guilt is evoked by presence of a 
handicap. Parents are hesitant to allow the handicapped child to associate with those 
who are not. Unconscious beliefs that disability is contagious increase the social 
isolation of the handicapped child. . . . Awareness that disability can happen with¬ 
out parental fault will permit parents to accept disabled children and allow the non¬ 
handicapped to associate freely with the handicapped. A positive social climate can 
do much to eliminate restrictions placed on the disabled and alleviate the problems of 
discrimination. If those of us in rehabilitation would add, to knowledge and skill, 
sensitive imderstanding of man’s common humanity, our professional attitudes would 
reflect empathy rather than sympathy, respect rather than tolerance, and acceptance 
rather than pity. William Gellman, Ph.D. (Jeudsh Vocational Service), Roots of 
Prejudice Against the Handicapped, Rehabilitation Literature, June, 1959. 
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CAREER-RELEVANT VALUES OF MEDICAL STUDENTS-A RESEARCH NOTE 

Latlirop V. Beale, M.A. 
nnd 

Louis Kriesberg, Pli.D., Chicago 


Concern with changes in carecr-rcle\'ant values 
of medical students as they progress through school 
sometimes turns attention away from commonl)' 
held values which do not change although less 
common values become somewhat more important. 
A recent surs’cy conducted by the National Opinion 
Research Center prov'ides data which can be used 
to study changes in both kinds of values among 
medical students. 

The survey was conducted in the spring of 1956; 
1,086 male medical students in 44 medical schools 
were interviewed. A sample of accredited schools 
was drawn after the schools had been shatifled by 
major census region and public-private financing; 
student names W’ere then drawn at random in each 
school. Interview’s w'ere completed w'ith 97.5% of 
the students in tlie sample. The surv'ey w'as con¬ 
ducted to gather infonnation relevant to the Army 
Medical Service’s efforts to recruit junior medical 
officers and w’as supported by the Research and 
Development Division, Office of the Surgeon Gen¬ 
eral, Department of the Army. The extensive find¬ 
ings have been reported by Cahalan and Collette,' 
and a summary of some of the findings has been 
given by Cahalan, Collette, and Hiimar.“ This sec¬ 
ondary analysis was done incidentally to research 
planning undertaken at the instance of and with 
contract funds provided by the National Institutes 
of Health. 

A representative sample of students in 44 ap¬ 
proved medical schools in the United States were 
asked to evaluate the importance of several consid¬ 
erations m deciding on the kind of careers they 
w’ould prefer. The form of the question wns as 
follows: ‘Td like to know how important certain 
considerations will be to you personally in deciding 
on the kind of medical career you would like to 
have. Would you say that . . . would be: very im¬ 
portant, fairly important, or not at all important?” 
Of the considerations the students were asked to 
evaluate, three deal with the central part of the 
doctor's role, his contacts with patients; two deal 
with the intraprofessional part of his role, his re¬ 
lationships with colleagues; and tAvo deal with 
individual matters of medicine as an occupation. 
In the order named the items are as follows: (1) 
having the opportunity to know yomr patients well, 
meeting particularly challenging diagnostic prob- 

From the National Opinion Research Center, University of Chicago. 


lems, and liaving patients who w'ill appreciate your 
efforts; (2) having enjoyable relationships w'ith 
colleagues, and having prestige within the medical 
profession; and (3) being able to establish your 
owm hours of w'ork, imd making a good income. 

Student ratings of the last tw'O items suggest that 
students become more concerned with matters 
extrinsic to medical practice as they move tluough 
their medical school training. (These data deal w’ith 
different students in each year of medical school, 
not W’ith a panel followed through its medical 
school career. How'ever, the drop-out from medical 
schools is so low’ that there is only slight danger in 
concluding that differences between successive 
classes probably reflect changes in the attributes of 
students as they move from one school year to the 
next.) As the table show's, the percentage of stu¬ 
dents w'ho think that making a good income is very’ 
important rises in successive school years. The sur¬ 
vey also indicates that the percentage who feel that 
being able to establish their ow'n hours of work is 
very important also rises, going from 12% of the 
freshmen to 21% of the seniors. 

Taken alone these data suggest that medical 
students become more concerned with their occu¬ 
pational self-interest as they move tlirough their 
medical training. The impression is strengthened 
w’hen one looks at the year-by-year increase in the 
percentage of students w'ho say that having pres¬ 
tige within the medical profession is very' impor¬ 
tant, a change from 22% of the freshmen to 36% of 
the seniors. How’ever, die percentage of students 
W'ho feel that income, control over hours, and pro¬ 
fessional prestige are very important is ahvays a 
minority. In each school year the considerable 
majority hold that income, hours, and prestige are 
of only fairly great importance in Aeir career 
preferences. 

In the area of intraprofessional relationships, 
students in all years put a higher valuation on 
pleasant relationships w'ith their fuhue colleagues 
dian they do on having prestige in the profession. 
From 64 to 72% of die students always agree that 
having pleasant relationships w'ith colleagues is 
very important, whereas, at the most, 36% feel that 
prestige is very important. 

In each school year die students are rather evenly 
divided on die question of whether it is very im¬ 
portant to have patients who wiU appreciate their 
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efforts. Slightly increasing percentages, from 50% 
of the freshmen to 58% of the seniors, drink that it 
is ver\' important 

A similar dhision of opinion occurs in anodrer 
national sample of medical students. They were 
asked a question plirased in personal versus pro¬ 
fessional terms: Would you prefer a patient who 
wants to know you only on a doctor-patient basis 
or a patient who wants to know you also on a 
frieiid-to-friend basis? The year-hy-year differ¬ 
ences are slight, with the following proportions 
who prefer a patient who wants to know diem on 
a friend-to-friend basis: freshmen, 58%; sopho¬ 
mores, 57%; juniors, 62%; and seniors, 49%.“ 

^^^len one turns from die way in which die stu¬ 
dents want patients to behave toward them to the 
way they, as doctors, expect to behave toward 
patients, tile even split of opinion disappears and 
a strong majority' opinion emerges. About diree- 
quarters of the students in each school year say 
that having die opportunity to know tiieir patients 
well will be an important consideration in tiieir 
career preferences. Seventy-two per cent of the 

Importance of flaking a Good Income, Valuation bij Year 
in Medical School 
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prechnical students and 64% of the clinical students 
say tiiat meeting particularly challenging diagnos¬ 
tic problems will be verj' important. 

In making their evaluations practically all of the 
students were apparently thinking in terms of a 
medical career which involves constant contact 
with patients. Only 5% said that diey would prefer 
to devote their main career to working vudi medi¬ 
cal problems that do not requiie frequent contacts 
vath patients, and only 4% were uncertain of their 
preference, while 91% preferred to work directiy 
vuth patients most of the time. Furtiiermore, 
preference for frequent contact widi patients does 
not seem to change in die course of medical school 
training; the distributions of preferences do not 
vary more than 4% among the students in different 
years of medical school. 

Taken togedier, die students’ evaluations indicate 
that a majority of students in each year of medical 
training feel that tiieir professional dealings with 
their patients and friendly relationsliips \\4th col¬ 
leagues are of first importance as bases of career 


preferences. Control over working hours, making 
a good income, and having professional prestige 
consistentiy hold a place of lesser importance for 
most students. 

Several recent studies ’’ of medical students have 
dealt witii die apparent decrease in idealism as 
students go through their medical school training. 
In a longitudinal study of the students at an Eastern 
university medical school Eronfound that tlic 
mean score on his cynicism scale was significantly 
higher among seniors than it was among tile same 
students as freshmen. On his humanitarianism scale 
the mean freshman and senior scores were similar 
but die number of students who scored lower as 
seniors was twice that of those who scored higher 
as seniors. 

Becker and Geerfind tiiat die students’ cynical 
expressions relate primarily to tiie situation of stu¬ 
dents in medical school and not to medical prac¬ 
tice. The students whom they observed retained 
many of die ideals of medical practice with which 
they had entered medical school but apparently 
postponed the time to which they considered them 
to apply. In addition diey acquired “professional 
idealism,” the intention to live up to the ideas of 
practice which they had learned in medical school 
even tiiough they know that most doctors do not 
have time to do so. 

The findings of this secondary' analysis suggest 
that some of the apparent decline in idealism 
may come from the yeax-by-year increase in tiie 
proportion of students who consider that a . good 
income, control over working hours, and prestige 
are very' important. The increase in the size of tlie 
minority in the extreme category may obscure the 
fact diat a considerable majority of students in 
each school y'ear evaluate these matters as no more 
than fairly important. 

5736 S. Woodlawn Ave. (Miss Beale). 
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USE OF PRI\='ATE MEDICAL PATIENTS FOR TEACHING 
PURPOSES IN THE COMMUNITY HOSPITAL 

Paul W. Weld, M.D. 

and 

Leonard Horn, M.D., Rochester, N. Y. 


With the increased medical insurance coverage 
of the average American family, the leaching or 
“staff” case has become so scarce tliat in recent 
years medical educators have had to think in terms 
of utilization of private patients for teaching pur¬ 
poses. The yrresent paper is a brief outline of the 
success that the medical service of the Rochester 
General Hospital has had in using private patients 
for intern and medical resident teaching during the 
past tliree years (1956-1959). 

The Hospital 

The Rochester General Hospital is a 417-bed, 
nonprofit, community’ hospital which is affiliated 
with the University’ of Rochester School of Medi¬ 
cine and Dentistry’ and Strong Memorial Hospital. 
It consists of two divisions, the IVestside Di\’ision, 
located near the heart of Rochester, and a North- 
side Division, located near the northeast periphery’ 
of the city'. The medical ser\'ice has a total bed ca¬ 
pacity of 103, of which 68 are located at the West- 
side Division and 35 at the Northside Division. 
Since the emergency department is located in the 
Northside Division, the medical cases tliere tend 
to be of the more acute type, while those at tlie 
Westside Division are more in the area of difficult 
tlierapeutic or diagnostic problems. Optimally, 
there are 6 medical interns and 10 residents. This 
number includes a resident covering the hematology 
service and one the cardiopulmonary laboratory’. 

Evolution of the Teaching Program 

In 1953 it became evident to the medical service 
of the Rochester General Hospital that private pa¬ 
tients had to be utilized for teaching purposes in 
order to maintain the volume of teaching material 
available to the intern and resident staff. This pre¬ 
ceded by two years the appointment of a full-time 
physician to be director of medical education in 
1955. At this time, a philosophical change had to 
occur in the minds of the attending staff in order 
to allow, for the first time, another physician, the 
director of medical education, to make rounds on 
their private patients. In the beginning, a small 
amount of resistance was manifest, which soon 
abated when the great benefit to the house staff 
and improved patient medical care became evident 

P^^rector of Medical Education, the Rochester General Hospital, and 
i# Instructor in Medicine, University of Rochester School of 
Medicine and Dentistry (Dr. Weld) and Chief of Medicine, the 
Rochester General Hospital, and Clinical Assistant Professor of Medi¬ 
cine, University of Rochester School of Medicine and Dentistry (Dr. 
Horn). 


to all. At the present time, the director of medical 
education is head of the department of education 
and holds a seat on the medical board of the hospi¬ 
tal. In a teaching capacity’, since he is a board- 
certified internist, he sees problems regularly on 
the medical service and coordinates teaching on 
the other services. It should be noted that the func¬ 
tion of the director of medical education is not 
limited to house staff education. For example, in 
1958, a seminar on medical education was con¬ 
ducted for the chiefs of services by a group of 
specialists in education from a nearby city'. 

Private Rounds 

In 1956, after much controversy, private rounds 
by an attending physician twice weekly on each 
private medical floor became a reality. Each month 
four attending physicians are assigned to rounds, 
two on staff and two in private medicine. These 
assignments, made by tlie chief of medicine, are 
according to the teaching ability’ and professional 
qualifications of the physicians. Rounds are con¬ 
ducted twee weekly on the private floors and 
three times weekly on the staff floors. At the start 
of this program, the proviso was added that any 
physician desiring it could write in the order book 
that his patient should not be used for teaching 
purposes. It is interesting that on no occasion dur¬ 
ing the three-year period has this privilege been 
used. In reality', it can be said that virtually every’ 
private patient has been a teaching case over this 
three-year period, and the results of a recent house- 
staff questionnaire indicate that, in all instances, 
teaching on the private floors has been equally as 
successful as that in w'hich staff patients were used. 
The “rounding” on tire private floors either follow's 
the plan of observation of a single interesting prob¬ 
lem case with detailed discussion after the bedside 
presentation and examination or of the more con¬ 
ventional rounding exercise with several patients 
being seen during the course of the rounds. If, in 
the discussion, certain diagnostic or therapeutic 
suggestions are thought to be indicated, these are 
subsequently brought to the attention of the private 
physician by the interns. The duration of the 
rounding exercise has been on an average of one 
and one-half to two hours. 

Patient Reaction 

Almost universally, patients have been eager to 
be seen on teaching rounds, and some have ex¬ 
pressed their favor at having what amounts to a 
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consultation at no added expense. If a patient 
desires to have no rounding conducted, he has the 
pri\dlege of asking his physician to write “no 
rounding” in tire order book. The favorable patient 
reaction has indeed been most gratifying to the 
original proponents of tliis teaching program. 

Staff Reaction 

Of major significance and great interest is the 
fact tliat the few physicians who reacted most 
strongly against the starting of such a rounding 
program are now among its heartiest proponents. 
Many physicians feel tliat tire community healtli of 
Rochester has improved ufitli tliis program, since 
in man}' instances difiicult medical problems have 
tire benefit of another physician’s thinking. Though 
slightly fewer medical consultations have been held, 
tlris has not resulted in any major change in the 
consultation service per se aird has created no ani¬ 
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mosity on tire part of die physicians rendering llijs 
type of service. Tlris may in part be due to the fad 
drat most of the rounding physicians are the ones 
most likely to be chosen for consultation purposes, 
since training and experience are major factors in 
the choice of a good rounding physician. There has 
actually resulted, since die advent of diis program, 
an increased number of consultations from other 
services. 

Summary 

Every hospital is a potential teaching institution. 
In this day, rvith the diminishing number of staS 
or ward patients available, many hospitals find tliat 
they must use private patients for teaching pur¬ 
poses. The experience in the utilization of private 
patients in teaching at die Rochester General Hos¬ 
pital for diree years has been extremely gratifying. 

1425 Portland Ave. (21) (Dr. Weld). 


DECLINE IN QUALITY OF MEDICAL TEACHING 

Mamice B. Visscher, Ph.D., M.D., Minneapolis 


The Second World Conference on Medical Edu¬ 
cation, sponsored by several organizations including 
the American Medical Association and held in Chi¬ 
cago, Aug. 30 to Sept. 4, 1959, focused part of its 
attention on the problem of recruiting, ti'aining, and 
retaining talent in medical education. It is not sur¬ 
prising, perhaps, that die conferees from the in¬ 
dustrially underdeveloped countries such as India 
and Indonesia should report diat in dieir countries 
die salary' scales for teachers are so low that recruit¬ 
ment of able persons for full-time teaching and 
research in the basic medical sciences is extremely 
difficult, or even impossible. In fact, a former officer 
of the World Medical Association from India stated 
that in Iris country' it was virtually' only those per¬ 
sons who could not succeed in the practice of medi¬ 
cine who became teachers, quoting die old saw, 
“he who can, does. He who cannot, teaches.” 

Oddly' enough, die situation in the richest coun¬ 
try in the world, the United States, is acquiring 
sufficient resemblance to diat in die poorest coun¬ 
tries to warrant serious consideration. The parts of 
the world in wlrich there is the greatest real com¬ 
petition for academic posts are the moderately 
wealthy' regions such as Scandinaria, Siritzerland, 
Belgium, Germany, Holland, and the United King¬ 
dom. 

Professor and Head of tlie Department of Phj’siolog>', University of 
Minnesota. 


The conferees from die United States were in 
agreement diat a serious shortage exists in the 
supply of ' preclinical medical science teachers. 
Scores of budgeted vacancies in basic science de¬ 
partments exist in U. S. medical schools. Furtlier- 
more, actual vacancies tell only a small part of dm 
story', because in most instances, when a position 
cannot be filled widi a candidate of caliber, tlie 
institution lowers its sights and appoints someone 
of less than optimal ability and training. In fad, 
it is dris practice diat is most damaging to medical 
education and to die ultimate public interest. 

The fact that die American culture has not, in 
spite of die many hundreds of millions of dollars 
used annually in medical teaching and researcli, 
been able to make academic careers in tlie basic 
medical sciences as attractive as they are in the 
less wealdiy' but culturally more mature countries 
of the world is disturbing as far as the future ot 
medicine is concerned. It is unrealistic to suppose 
that, in general, high-grade products are going to 
come out of schools widi inferior teachers. The very 
immensity of the annual investment in medical 
teaching and research demands that every' effor 
be made to make diat investment productiw- 1 
could become a national scandal if diese hundreds 
of millions of dollars annually' were to he waste 
in part by having less than the most competen 
teachers and researchers control the e.vpenditure. 
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Afany factors cnlcr into the .situation which exiiits 
in the United States on this score. A superficial 
atiah'sis might !a}' ahnost id! of (hr Idanie on the 
relatively low’ salaries in acadcinie careers. Tin's is 
unquestionably ii liii’gc fiictor, ])ut it is not the 
whole difiicnlty. Another major fiietor is the low 
social prestige of the leaching profession as a whole 
in the United Stales. This in turn is again partly 
a result of the low' economic rewards in a culture 
in which dollars are much more iIh* yardstick of 
.success than is the case in European eulhires. Still 
another discouragement to young medical students 
against entrance into academic careers is the in¬ 
adequacy of their basic science and mathematical 
training in high schools and colleges. 7’hey see a 
long, hard road ahead of them if the\’ choo.se such 
careers. 

Also, Jow'cring of the average age at marriage 
means that most medical graduates now' have a 
minimum of two mouths to feed. The\’ also face 
the necessih' of spending time with their w'ives 
and children which, if they were single, could go 
into study. 

The net result of all these factors is that basic 
medical science in the United States is in danger 
of serious deterioration in quality. The expansion 
of the total educational enteqnise is, if anything, 
making it worse rather than better, because the 
dilution with less than first-rate scholars w'ill be 
progressive. The government, the foundations, the 
universities, the medic,al profession, and especially 
the public—all have a vital stake in the matter. Each 
of these agents already has taken some cognizance 
of the facts, but adequate solutions are not yet in 
sight. Universities are raising salaries, but salaries 
for most basic science teachers are still far below' 
levels at w'hich a university' professor could send 
three or four children through college w'ithout dis¬ 
sipating his lifetime savings. Foundations are mak¬ 
ing contributions to the training of recruits, as is 
the government. The latter two are also making 
almost unbelievably large sums of money available 
to support research. Actually, it is open to question 
w'hether in the long run it w'ould not be preferable 
to put significant fractions of this support for re¬ 
search into making research and teaching careers 
more attractive, so that competent persons will 
become the medical scientists of the future. 

As a w'orking medical educator I have seen in 
recent years, that is, since the inflation after the 
Korean w'ar, a definite change in the caliber of 
students who consider entering academic careers. 
In the department in w'hich I have w'orked for 
20-odd years, the fraction of applicants for gi-aduate 
W'ork W'hich w-e are obliged to turn dow'n has in¬ 
creased greatly, and not because oiw requirements 
have been raised. Today, many more of our appli¬ 
cants come from the “disappointed premed” group 
and others from tlie low'er fraction of medical school 
classes. Fortunately, w'e do, to be sure, still get a 


few' of the top caliber students, but the number is 
not large in spite of attractive scholarships and 
active recruitment. A more basic change in the 
situation than the availability of scholarship help 
during training is going to be necessary to solve 
the problem. 

This change, I drink, will have to involve at least 
two conditions. First, there must be greater eco¬ 
nomic incentives; second, there must he an im¬ 
provement in social attitudes toward academic 
careers. In the United States, the first will in time 
undoubtedly act toward bringing about the second. 

The medical profession has, next to the public 
at large, the greatest stake in the solution of these 
problems. American medicine can coast for perhaps 
10 years on its own momentum, but for the sake 
of the long-term future the American medical 
profession today should have at least as much 
interest in preventing deterioration as it had a half 
century' ago, at tlie time of die Flexner report, in 
improving the status of medical educah'on. The 
American Medical Association at diat time led the 
crusade to eliminate inferiority and incompetence 
from medical education. It now has the opportunity 
to lead the forces W'Orking to maintain superior 
quality' in American medical education. The Amer¬ 
ican Medical Association won die battle in the 
first quarter of die century. The problem is un¬ 
doubtedly' more difficult today because it cannot 
be attacked dirough control of accreditation and 
licensure. Mediocrity cannot be prevented or abol¬ 
ished by kw'. It can only be eliminated by competi¬ 
tion from superiority. 

The positive weight of influence of the American 
Medical Association in favor of the use of some of 
the funds now' devoted to die advancement of medi¬ 
cal research in tiiis country, or the provision of 
additional funds, for improvements in the quality 
of talent of persons entering academic careers in 
fundamental medical science w'ould go far in ac¬ 
complishing die objective. Such a position would 
be in line w'itli the historic role of the Association 
in promoting excellence in American medicine and 
would strengthen the confidence of the public and 
the educata'onal w'orld in die sincerity of the Asso¬ 
ciation in its claim to leadership in American 
medicine. 

It is difficult to esdmate the actual cost in teach¬ 
ers’ salaries of medical education in the United 
States. This is partly because research and teach¬ 
ing functions are combined in varying ratios in the 
same persons. This is as it should be, but the re¬ 
search function should he recognized as such and 
research funds should properly carry dieir appro¬ 
priate share of the total cost of academic staff 
salaries. Tliis cannot be done unless medical re¬ 
search is supported on a more seerrre long-term 
basis than it is today. Universities cannot appoint 
permanent staff members on five-year grants; M-' 
stitutions should, perhaps, have access to support 
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that would allow them to appoint stafiE members 
at higher salaries to posts with life tenure through 
use, in part, of funds that are earmarked for re¬ 
search. On the other hand, more fimds available 
to institutions for use interchangeably for either 
teaching or research might be preferable. There 
are undoubtedly many possible ways to solve the 
problem. The most important thing is the recogni¬ 
tion that a serious problem exists. With that recog¬ 
nition will come, one may hope, a determination 
to solve it somehow. It would be an unbelievable 


stupidity if tire richest country in the world were 
to handle its affairs so ineptly that it would one 
day soon approach the condition of the most under¬ 
privileged coimtries with regard to medical edu¬ 
cation. If it comes to such a pass here that "he 
who can, does. He who cannot, teaches.” it will be 
a sorry day for American medicine. The dry rot of 
mediocrity can be the penalty of richness as well 
as poverty. It will, I predict, be our fate in medicine 
unless we move more vigorously and more intelli¬ 
gently tlian we have in the past decade. 


45 


TEACHING OF ANESTHESIOLOGY IN MEDICAL SCHOOL 

Gertie F. Marx, M.D. 
and 

Louis R. Orkin, M.D., New York 


Anesthesiology is a youthful, vigorous specialty 
among medical disciplines. A national organization 
was founded in 1936 and incorporated under its 
present name, “American Society of Anesthesiolo¬ 
gists,” in 1945. The American Board of Anesthesiol¬ 
ogy was established as a major specialty board in 
1942. Unbounded by traditions and unlimited by 
strict syllabus outlines, departments of anesthesiol¬ 
ogy have developed along many pathways. 

This report concerns the philosophy and method¬ 
ology employed in the instruction of students at the 
Albert Einstein College of Medicine, Yeshiva Uni¬ 
versity. The teaching of anesthesiology is primarily 
a postgraduate problem, but a department functions 
in all four years of the curriculum. Two primary 
problems are undertaken here. The first centers 
about the belief that resuscitation is an important 
aspect of training, better taught to physicians by 
anesthesiologists than by lay groups. The second in¬ 
volves the relationship of the patient as an individ¬ 
ual with disease or diseases to the mental and 
physical trauma of an operation. The solution of 
these necessitates teaching in all four years by an 
active, interested, enthusiastic staff. 

First-Year and Second-Year Programs 

During the first year, on completion of the anatomy 
program on the vertebral column and spinal cord, 
the department of anesthesiology offers a two-and- 
one-half-hoiu: demonstration to the entire class. 
While the departmental chairman lectures on ap¬ 
plied anatomy, members of the department demon¬ 
strate techniques on patients scheduled for opera- 

From the Bronx Municipal Hospital Center, Albert Einstein College 
of Medicine, Yeshiva University. 


There is a confinuing need for adequately 
trained anesthesiologists. Physicians and 
medical educators should recognize the im¬ 
portance of teaching anesthesiology to stu¬ 
dents and of including this specialty in the 
curriculum. The course here described pro¬ 
vides for the introduction of certain graded 
work in each of the four years of the 
curriculum. It calls for careful integration 
with the work in other departments and for 
the active interest of the teaching staff. Al¬ 
though the teaching of anesthesiology as a 
specialty is primarily a postgraduate prob¬ 
lem, this plan has been highly successful in 
focusing the student's attention on the 
fundamentals of anesthesia and resuscitation. 
It has also served to clarify the relationship 
of the patient as an individual with disease 
or diseases to the mental and physical 
trauma of an operation. 


tion. A conventional spinal block with the patient 
in the lateral recumbent position, a saddle blocx 
with the patient in the sitting position, a continuous 
epidural or caudal block, and a single-injection 
caudal block are started, each in a different patient. 
Cerebrospinal fluid is withdrawn. The collecting 
tubes, needles, and catheters are circulated among 
tlie students. While emphasis is placed on applied 
anatomy and not on technique, diis demonstration 
is often the student’s first encounter with actual pa- 
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lient-s. It bocomo.s an o.Kciting and .stinndating expe- 
rienc(\ leaving a lasting impression. Tlic anatomists 
relate that the students study the complex anatomy 
of tins region witli rcncw'cd vigor and intent. Tlie 
hours are available on invitation from the depart¬ 
ment of anatomy. 

Four hourly didactic lectures and a three-hour 
demonstration arc gis'cn in the second )'ear during 
the course on pharmacology. The lectures cover pri¬ 
marily the theories of anesthetic action and the 
pharmacology of commonly cmploj'cd general anes¬ 
thetic drugs. A brief history of anesthesia is also in¬ 
cluded. The effects of inhalation agents and ancil¬ 
lary drugs are demonstrated on two patients before 
the entire cla.ss, with continuous monitoring on os¬ 
cilloscopes of the electrocardiographic and electro- 
encephalographic actb'ities. Induction in the first 
patient is done with an intras'cnously given barbi¬ 
turate and anesthesia is maintained with cyclopro¬ 
pane. An endoctracheal catheter is passed after the 
injection of succinylcholinc, while fihrillatory and 
muscleblocking effects of parah'zing drugs arc dis¬ 
cussed. Thereafter, the action of trimethaphan 
(Arfonad) camphorsulfonate and phcnyleplirinc 
(Neosynephrine) is shown. The second patient is 
subjected to anesthesia with a nitrous oxide-o.xy- 
gen-ether sequence, and intubation is performed 
under deep ether maintenance. The effects of 
d-tubocurarine and edrophonium (Tensilon) chlo¬ 
ride are demonstrated. The electrocardiographic 
findings characteristic of cyclopropane or ether 
anesdiesia and the relationship of electroencephal- 
ographic activity' to depth of anesthesia are seen 
on the oscilloscopes. 

Third-Year Seminar 

Time is allotted to die department for its own 
teaching program during die third year. Groups of 
five to six students are assigned to the seiwice at the 
Bronx Municipal Hospital Center for a two-week 
period shared with the department of ophthalmol¬ 
ogy. The students attend anesthesiology sessions 
eight full mornings and two full afternoons. A pro¬ 
gram has been outlined, correlating 10 seminars 
with clinical activity in operating rooms, electro¬ 
convulsive therapy area, recovery rooms, and wards 
of the hospital. A copy of this oudine is presented 
to the students with a suggested reading list. The 
first page, die “student’s check sheet,” is shown in 
table 1, All seminars are conducted by members of 
the attending staff. Emphasis is placed on resuscita¬ 
tion and the management of airway problems rather 
than on technical details of the conduction of anes¬ 
thesia, The seminars are guided to elaborate tlie 
relationship of the patient, his diseases, and surgi¬ 
cal requirements to the disciplines of anesthesi¬ 
ology. 

The orientation seminar includes a brief history 
of the development of anesthesiology as a specialty 
and the role of the anesthesiologist in medical care. 


The former discusses the development of residency 
training, the American Society of Anesthesiologists, 
and the American Board of Anesthesiology. The 
latter encompasses the activities of the anesthesiolo¬ 
gists in the operating theaters and in care of patients 
with pain problems, nerve blocks, and inhalation 
therapy in management of airway and resjriratorx’ 
problems, and as consultants throughout the hos¬ 
pital. The students are introduced to clinical prob¬ 
lems by a tour of the operating room suites and a 
demonstration of equipment, both research and clin¬ 
ical. An anesthesia machine is dissected in detail, 
and fire and explosion hazards are e.xplained. 

The second seminar, an afternoon session, deals 
with t))e interpretation and importance of anesthesia 

Table l.—Aiwsthcsialagij Student’s Check Sheet 
at Bronx Municipal Hospital Center" 

Name.From.To. 

Seminars 
Orientation 

Charting, irreoperalive 
and postoperative visit 
Airway problems and 
resuscitation, coma and 
c.ardiac arrest 
Inliaiation anesthesia 
Regional anesthesia 
Physics and oxygen llierapy 
Postoperative care, 
recover)' room 
Discussion of classic case 
reports, 1 

Discussion of classic case 
reports, 2 

Discu.ssion of students’ 
case reports 

•Each student is required to submit summary of case— 
preoperative considerations, anesthetic management, and 
postoperative course—at last semin.ar. Recommended read¬ 
ing: Dripps and otiiers'; Schw.artz, H., and others: Manual 
of Anesthesiology, Springfield, Ill., Charles C Thomas, Pub¬ 
lisher, 1957; Cullen, S. C,: Anestliesia in General Practice, 
ed. 4, Chicago, Year Book Publishers, Inc., 1954. 

records, the value and procedure of the preopera¬ 
tive and postoperative visits, and preoperative care 
and medication. The students are assigned patients 
for the next morning and proceed to preoperative 
rounds on these patients with a senior resident. At 
4 p.m. they attend and participate in the depart¬ 
ment’s weekly “case report conference.” 

The next morning, the students obsen'e the 
course of anesthesia and operation in the patients 
seen the preceding afternoon. They start the intra¬ 
venous infusion, monitor pulse and blood pressure, 
and maintain the anesthesia record. Once the situa¬ 
tion is stabilized, they are allowed to get the “feel 
of the bag” and conduct the anesthesia with the 
resident. 'The seminar consists of a lecture on in¬ 
halation anesthesia. 

The following morning is devoted entirely to tlie 
problems of airway maintenance. A lecture and e.x- 
hibition of various methods of resuscitation on a 


Practical 

Demonstration of anesthesia 
equipment 
Preoperative visit 
Resuscitation 
Xtodel 
Patient 

Demonstration of 
Inliaiation anestliesia 
Intrai'enous anesthesia 
Rect.al anesthesia 
Spinal anestliesia 
Electroconmlsive therapy 
clinic 

Postoperati\’e visit 
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life-size model of tlie upper respiratory tract is fol¬ 
lowed by a demonstration on an anesthetized pa¬ 
tient. The students participate in the insertion of 
oropharyngeal and nasopharyngeal airways and tlie 
administration of oxygen by mask and bag. Laryn- 



Fig. 1.—Laryngoscopy as practiced on life-size model of 
upper respiratory tract. 


goscopy is demonstrated in a patient and on the 
model by an instructor. The students practice on 
the latter (fig. 1). Resuscitation apparatus is shown, 
but special emphasis is placed on mouth-to-mouth 
and mouth-to-ainvay breathing (fig. 2). The manage¬ 
ment of coma, convulsion, drug poisoning, drown¬ 
ing, “cardiac arrest,” and other catastrophic emer¬ 
gencies is also discussed. 

The final session of the first week is spent in the 
electrocommlsive therapy clinic. Under the guid¬ 
ance of a senior member of the stafF, the students 
use this opportunity to administer intravenous anes¬ 
thetic agents and muscle relaxants and to maintain 
an rmconscious, paralyzed patient. Maintenance with 
and without an airway is practiced. Ventilation is 
performed by the students in the manner previously 
learned, including mask and bag techniques. A sem¬ 
inar on regional anesthesia follows. The seminars on 
inhalation and regional anesthesia are correlations 
of the operating room observations and activities to 
the physiological and pharmacological characteris¬ 
tics of the techniques and agents. They include re¬ 
views of anatomy, physiology, pharmacology, and 
pathophysiology. 


Mornings of tlie second week are spent in elabora¬ 
tion and extension of the operating room activities 
of the first week. The students are given additional 
tasks and allowed to administer anestliesia to rela¬ 
tively healthy patients requiring minor surgical pro¬ 
cedures. They are never without supervision. Dur¬ 
ing this week the students spend an additional 
session in the electroconvulsive therapy clinic. They 
are present during administration of nerve block 
anesthesia and are in attendance during cardiac 
surgery. 

The first seminar of this week includes the physics 
of medicinal gases and of ventilation, carbon diox¬ 
ide retention, vaporization of fluids, and the appli¬ 
cation to oxygen therapy. Tire afternoon seminar 
deals witli postoperative care, the role of a recovery 
room, and of postoperative visits. On this after¬ 
noon, the students again attend the case report con¬ 
ference. The eighth and ninth seminars are devoted 
to discussions of cases selected from departmental 
files. The cases chosen present problems related to 
the broad sphere of medicine, such as blood pres¬ 
sure fluctuations during operation and anesthesia, 
postoperative hypotension, hypoglycemia in a sur¬ 
gical patient witlr recent hepatitis, or postoperative 
pulmonary edema from overloading with intrave¬ 
nously given fluids. 



Fig. 2.—Mouth-to-ainvay breathing as practiced on lit®' 
size model of upper respiratory tract. 


In the final seminar, each student submits a copy 
of a xvritten report on the management of the p^ 
tient he saw through preoperative visit, anesthesia) 
and postoperative period. An outline explained and 



Vol. 171, No. II 


.INESTIIESIOLOGV IN MEDICAL SCIIOOL-MARX AND OUKIN 


127/14S5 


given to the .sludent.s dining the second seininiir is 
used as a guide (tiililc 2). TJie reports form the mate¬ 
rial for discussion. 

Final Lectures and Comment 

During the fourth year only two formal lectures 
are offered to the whole class by the department. 
These arc utilized to elaborate and renew concepts 
of resuscitation and the treatment of coma. For 
those students desiring to learn techniques of anes¬ 
thesia, a two-month elective is offered during the 
year. Six per cent of the class has taken advantage 
of this opportunity. Attendance is limited to two 
students per period. The students electing this serv¬ 
ice are appointed as substitute interns. Tliey share 
the activities of the residents with the exception 
that they may not administer anesthesia watliout 
supenision. The department of obstetrics invites 
one-third of the senior class at a time to a lecture on 
infant resuscitation. 

The outlined curriculum has proved highly suc¬ 
cessful. Man)' students hav'e e.xpressed their enthu¬ 
siasm for the third-year program to their student 
counselors. Within a framework of 40 hours during 
the tliird year, the objectives outlined can be ac¬ 
complished but only at the expense of personal 
continuous effort by senior members of the depart¬ 
ment. Only a few American medical schools have 
recognized tlie importance of teaching anestliesiol- 
ogy to students and have prepared a program in¬ 
cluding tliis specialty in their curriculum. Dripps 
and associates ‘ recommend clinics during the pre- 
clinical years on artificial ventilation, on applied 
anatomy of regional anesthesia, and on applied 
pharmacology of drugs used in anesthesia. In the 
clinical years, seminars, correlation clinics, and e.x- 
perience are offered. Greene" writes that those 
teaching anesthesiology “should be primarily teach¬ 


ers of medicine and secondarily teachers of anes¬ 
thesia.” We cannot but endorse the wide approach 
to the teaching of anesthesiology rather than the 
narrow technical aspect. On proper presentation of 
the scope of the specialty to the undergraduate, 
there will be no deartli of interns preparing for fur¬ 
ther training and, some day, no lack of adequately 
trained anesthesiologists to care for the American 

Table 2.—Outline of Anesthesia Report as Used by Students 
at Bronx Municipal Hospital Center 

Student’s Name.Date. 

Patient’s Name..Age.Ward. 

History No.Anesthesia No. 

A. Pertinent history and physical findings 
11. Laboratory data 

C. Procedure contemplated 

D. Choice of anesthesia 

1. Drugs iind techniques 

2. Problems relative to 

a. physiological-pathological changes 

b. particular needs at operation 

E. Short description of anesthetic management used 

1. Agents 

2. Techniques 

3. Supportive therapy 

F. Postoperative follow-up study 

1. Complications, causes 

2. Tlierapy 

public. It needs only effort and interest to teach the 
value of this subject to physicians and medical edu¬ 
cators. 

Eastchoster Road and Morris Park Avenue (61) (Dr. Marx). 
References 

1. Dripps, R. D.; Eckenlioff, J, E.; and Vandam, L. D.: 
Introduction to Anesthesia: Principles of Safe Practice, Phila¬ 
delphia, W. B. Saunders Company, 1957, pp. 250-252. 

2. Greene, N. M.; Role of and Responsibilities of Depart¬ 
ment of Anesthesia in University Hospital, J, M. Educ. 
31:684-690 (Oct., pt. 1) 1956. 


E ffect of alcohol on the ELECTROENCEPHALOGRAM.-The 

noteworthy effect of alcohol on tire EEC consists of the production of se¬ 
quences of 4-8 cycle waves, with persistence of alpha rhythm in the inten'als. 
The slowing in a given individual is roughly proportional to the concentration of 
alcohol in the blood, and usually becomes manifest at about the concentration at 
which obvious signs of intoxication, such as trouble with balance, appear. The same 
variation in tolerance to .alcohol is seen in the effect on the EEG as in other evidence 
of intoxication. In the small group investigated a tendency was apparent for indi¬ 
viduals with more e.xperience with alcohol to show a high tolerance both clinically 
and electroencephalographicall)'. The EEG change produced by alcohol cannot be 
produced by any psychological mechanism, either at a conscious or subconscious 
level. Neither can it be produced as a consequence of any vasomotor or other auto¬ 
nomic change secondary to the emotional state. The reasonable assumption is, there¬ 
fore, tliat it is a reflection of the same disordered neuronal activity that is mani¬ 
fested in the more readily assessed attributes of drunkeness.—H. W. Newman, 
M.D., The Effect of Alcohol on the Electroencephalogram, Stanford Medical Btdlctin, 
May, 1939. 
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VIRAL DISEASE OF THE CENTRAL NERVOUS SYSTEM 


LNFLUENCE OF POLIOMYELITIS VACCINATION ON ETIOLOGY 


Edwn H. Lennette, M.D., Ph.D., Robert L. MagoBui, M.D., Nathalie J. Sehmidt, Ph.D. 

and 

Arthiir C. Hollister Jr., M.D., Berkeley, Calif. 


A number of investigators have reported the 
recovery of Coxsaclae group B viruses,’ Coxsaclde 
group A ruruses," and several types of ECHO vi¬ 
ruses ° from patients given a clinical diagnosis of 
nonparalytic poliomyebtis or aseptic meningitis. 
Certain serot)'pes of Coxsaclde and ECHO viruses 
have also been etiologically incriminated ■* in some 
illnesses resembling paralytic poliomyelitis. In a 
few instances, encephalitic manifestations have also 
been associated with infection witlr some serotypes 
of Coxsaclde B virus. 

Since these enterordruses have been found also 
in fecal samples from normal, non-ill population 
groups, tlieir etiological significance when found in 
association witlr illness, particularly sporadic cases, 
is often equivocal. That certain types of Coxsaclde 
and ECHO rdruses are important causative agents 
of the aseptic meningitis sjaidrome is now well 
established,® but further observations are needed to 
assess their etiological importance in encephalitic 
and paralytic illnesses. 

The advent of Idlled-vu-us vaccine has heightened 
the need to determine how often other viruses may 
be responsible for illnesses clinically resembling 
poliomyelitis. Thus, Darns and Melnick"’ found 
drat poliordrus infection was appreciably less often 
confirmed in bodi paralytic and nonparalytic cases 
of poliomyelitis in patients who had received the 
vaccine as compared widr those who had not. 

The purpose of dris report is to present a sum¬ 
mary of laboratory'' findings from a doree-year study 
of cases of poliomyelitis, aseptic meningitis, and 
encephahtis in California, with particular reference 
to apparent differences in tire etiology of illness in 
vaccinated and nonvaccinated patients. 

Study Plan 

The laboratory' studies described herein were 
conducted in conjunction wth die poliomyelitis 
surveillance program initiated by' the California 
State Department of Pubhc Health in June, 1955. 
Close cooperation was maintained widr tire epi¬ 
demiology' and laboratory branches of the Com¬ 
municable Disease Center of die United States 
Public Healdi Sen'ice, Atianta, Ga. Individual case 
liistories, including clinical and epidemiologic data, 
and specimens for laboratory' study were obtained 
tlirough the cooperation of local health officers. 

From the Viral and Rickettsial Disease Laboratory and the Bureau 
of Acute Communicable Diseases, California State Department of 
Public Health. 


Viral studies were made of 1,407 pafienfs 
with clinical manifestations of infectious dis¬ 
ease involving the central nervous sysfem. 
Both virus isolation and serologic methods 
were used. The results, showed opporenf 
differences in the etiology of clinical polio¬ 
myelitis and aseptic meningitis which cor¬ 
related with the degree of prior immunization 
with inactivated poliovirus vaccine. Poliovirus 
was identified less often, and other viruses 
more often, among patients with both para¬ 
lytic and nonparalytic illness who had re¬ 
ceived the vaccine. The findings also indi¬ 
cated that "nonpolio" enteroviruses have 
protein pathogenic capabilities enobling 
them to give rise to a broad spectrum of 
syndromes embracing the clinical picture of 
asepfic meningifis, mild to moderate paralytic 
poliomyelitis, and meningoencephalitis. 


Initially, in 1955, only cases clinically diagnosed 
as poliomyelitis, paralytic and nonparalytic, re¬ 
ceived laboratory study. In 1956 and 1957, tlie 
study was extended to cover a broader spectrum of 
acute infectious diseases involving the central nerv¬ 
ous system (C. N. S.), including clinical design^ 
tions such as aseptic meningitis, encephalitis, and 
"v'iral C. N. S. disease,” in addition to unqualified 


diagnoses of poliomyelitis. 

Specimens for laboratory study were requested 
as follows: tiiree or four stools, collected at one-to- 
three day intervals during the acute phase of ill¬ 
ness, and three blood specimens, taken, respec¬ 
tively, when die patient was first seen, 14 days after 
onset, and four to six weeks after onset. An effort 
was made to obtain specimens on all patients who 
had received one or more doses of vaccine and on 
selected control groups of nonvaccinated patients. 
In 1955, specimens were requested from aU non¬ 
vaccinated patients aged 6 to 9 years, to correspon 
widi the age group in which the vaccination effort 
was concentrated at tiiat time. In 1956 and snhs^ 
quendy, specimen collection from nonvaccinate 
patients was broadened to include patients of m 
ages in several selected counties. In this way the 
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number of nonvaccinutecl patients subjected to lalj- 
orator}’ study approximately balanced the number 
of vaccinated patients. 

Isolation and Identification of Viruses 

Stool suspensions were inoculated into monkey- 
kidney cell cultures for the detection of poliovirus 
or other cytopatbogenic agents. Specimens from 
about 500 stools, from 250 patients, were also 
inoculated into suckling mice. All virus isolates 
were t}'pcd either in monkey-kidney cell cultures 
or colorimetrically in cultures of the FL line of 
human amnion cells,with use of monkey-im¬ 
mune serum for each of the three t}'pes of poliovirus, 
Co.xsackie xinis types B1-B5, and type A9. Isolates 
obtained in suckling mice were identified by neutral¬ 
ization tests with specific antiserums in suckling 
mice. Isolates not identified by these procedures are 
still in the process of being typed against available 
t}'pe-specific semms to the ECHO viruses. Results 
of the t}'ping to date indicate that ECHO virus 
t}’pes 4, 6, and 9 are represented in this group, but 
the majorit}' of strains have not been specifically 
identified. Pending specific identification, these 
isolates are referred to in this report as “unidenti¬ 
fied ECHO rdruses.” 

Serologic Tests 

Serologic procedures included complement-fixa¬ 
tion (CF) tests for poliomyelitis types 1, 2, and 3 ®; 
mumps; western equine encephalomyelitis; epi¬ 
demic (St. Louis type) encephalitis; and herpes sim¬ 
plex. Initially, serologic tests other than for polio¬ 
myelitis were conducted somewhat selectively, and 
no further tests were done when a positive result 
was encountered. Later, the complete series of CF 
tests was done uniformly on each patient. During 
the first two years of the study a colorimetric neu¬ 
tralization test for poliomyelitis was also included 
routinely, but, because of the small additional diag¬ 
nostic returns from tliis test, it was used selectively 
during the last yehr. 

Results 

Isolation of Enteric Viruses.—From June, 1955, 
through December, 1957, fecal specimens were 
examined from 1,407 patients suspected to have an 
infectious disease involving the central nervous 
system. The clinical diagnoses could be grouped, as 
shown in table 1, into one of six categories: para¬ 
lytic poliomyelitis, 497 cases; nonparalytic polio¬ 
myelitis, 593 cases; aseptic meningitis, 120 cases; 
encephalitis, 124 cases; other diagnoses of C. N. S. 
disease, 39 cases; and 34 cases of miscellaneous 
febrile illnesses in which no definite signs of C. N. S. 
involvement were observed. Grouping was based 
on the clinical diagnosis as recorded at the conclu¬ 
sion of the acute phase of illness but prior to knowl¬ 


edge of the results of viral studies. In most in¬ 
stances this waS the diagnosis given at hospital 
discharge. 

The category aseptic meningitis includes closely 
similar diagnostic terms such as viral meningitis, 
nonpurulent meningitis, and benign lymphocytic 
meningitis. Unqualified diagnoses of nonparalytic 
poliomyelitis were treated as a separate category. 
Diagnoses of paralytic poliomyelitis were, in most 
cases, unqualified. Although in many instances 
clinical histories indicated that there was only mild 
impairment of muscle strength, some degree of 
demonstrable paresis persisting after the acute 
febrile phase of illness or at the time of hospital 
discharge was recorded for all cases classified as 
paralytic poliomyelitis. 

The term “encephalitis” includes clinical diag¬ 
noses of acute infectious encephalitis, meningo¬ 
encephalitis, or encephalomyelitis. The category of 
“other C. N. S. illness” includes cases in which an 
initial clinical impression of a possible viral C. N. S. 
disease was discarded on further observation, e. g.. 


Table 1.—Rccoucry of Enteroviruses from Patients 
Hospitalized loith Suspected Central Nervous 
Stjstem Disease, California, 19SS to 1957 


Total 

Coses 

.Siiulled, 


Clinical Diagnosis No. 

Total . 1,407 

Paralytic 

polloinFclltls .. 497 

Xonpurnlytlc 

poliomyelitis.. 503 

Aseptic meoiDgltis .... 120 

JEDccpliiiUtis . 124 

Other C. X. S. disease 39 

Xo signs of C. N. S. 

disease . 34 

Cases, no. 


Virus Isolated, % 

■— . . No 

ECHO Virus 
Polio. Cojr* (Unldeo- Iso- 
Total vims gockle tified) latcd, ^ 


44 

24 

34 

6 

5G 

62 


5 

3 

3S 

39 

0 

2t 

D 

Cl 

45 

C 

29 

10 

53 

22 

2 

37 

3 

78 

33 

3 

10 

0 

87 

3 

3 

0 

0 

97 

024 

331 

20T 


783 


purulent meningitis, Guillain-Barre s}Tidrome, Bell’s 
pals}', and cerebral vascular lesion. Tire term “no 
C. N. S.” refers to patients hospitalized with acute 
febrile illnesses in which the initial suspicion of 
C. N. S. involvement was not confirmed, e. g., un¬ 
complicated measles, mumps, influenza-like ill¬ 
nesses, and acute gastroenteritis. 

Of the 1,407 patients studied over a three-year 
period in these clinical categories, 624, or 44% 
yielded an enterovirus. Polioviruses were isolated' 
from 331, or 24%, and unidentified ECHO viruses 
Avere isolated from 86, or 6%, of the total patients. 
In 14 instances two different viruses were recovered 
from the same person. To avoid confusion of num¬ 
bers in table 1, only one of the isolates from these 
patients was counted; tliese patients are considered 
again later. 

Of the 497 patients clinically classified as having 
paralytic poliomyelitis, poliovirus was recovered 
from 54%. This low rate of laborator}’ confirmation 
of presumed poliovirus infection represents a fur¬ 
ther decline from rates of about 75% ’’ and 60% ® 
reported previously from this laboratory and is in 
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contrast with earlier reports by others who recov¬ 
ered poliowus from about 90% of paralyzed pa¬ 
tients." The discrepancy beUveen these various 
estimates of tlie effectiveness of tlie laboratory 
diagnosis of poliomyelitis by recover)^ of the virus 
from stools is more readily imderstandable in the 
light of die variations in virus recovery described 
below in relation to tire age and vaccination status 
of the patients studied. 

Polios’inis was recovered from only 9% of the 
patients gix’en a clinical diagnosis of nonparalytic 
poliomyelitis and 6% of those given a diagnosis of 
aseptic meningitis. Two patients with encephalitis 
(2%), one patient considered to have Bells palsy, 
and one patient unth an influenza-like syndrome 
3 'ielded poliovirus. Coxsackie rnruses, including 
group B, tjyies 2, 3, 4, and 5, and group A, type 9, 
were recovered from 5% of the patients svith clini¬ 
cally diagnosed paralytic pohomyelitis, 21% of tliose 
with nonpiuralytic pohomyehtis, 29% of those witli 


The predominant Coxsackie virus types were B5, 
recovered from 79 patients, and B4, recovered from 
74 patients. Together, tliese accounted for nearly 
75%i of tlie 207 patients yielding a Co.xsaclde virus. 
Odier types identified were B2, B3, A4, and A9; 
type B1 was not encountered. A single isolation of 
type A4 was made in suckling mice. Since only 
monkey-kidney cell, cultures were used uniformly 
for virus isolation, the data concerning tlie occur¬ 
rence of Coxsackie group A viruses are incomplete 
other tlran for type A9, which is readily recovered 
in this cell system.' Each type of Coxsackie virus 
tended to conform to the same pattern of disease 
association, being associated most frequently svilli 
cases of aseptic meningitis or nonparalytic polio- 
myehtis, somewhat less often with encephalitis, 
and infrequently with paralytic poliomyelitis. 

Annual Differences in Distribution of Coxsackie 
Virus Ti/pes.—Considerable differences were noted 
in the occmTence of particular types of Coxsackie 


Table 2,.—Distribution, by Clinical Diagnosis and Immunotype, of Enteroviruses Recovered from Fatients Hospitalized with 
Suspected Central Nervous System Disease, California, 1955 to 1957 


Cliuical Dhinnuijis 

Patients 














from Whom 

Poliovirus. Type 


Coxsackie Vims, Type - 


ECHO 


virus Was 


- - A, 


— 








Ctlaidca- 


Isolated. Ho. Total 

1 

n 

3 

Total 

A4 

AO 

B2 

as 

in 

B5 

tided) 

By number 














P.'iralytio poliomyeims. 


267 

213 

4 

aO 

24 


3 

G 

1 

7 

7 

16 

N'onparalytic polioiuvciitis. 


63 

43 

4 

C 

123 


33 

12 

7 

4G 

45 


Aseptic meningitis. 


7 

7 



35 

1 

S 

1 

.. 

14 

16 

12 

Encephalitis . 


2 

1 


1 

21 


,, 

2 

S 

7 

9 

4 

Other . 


2 

2 


.. 

4 

.. 


3 

1 


2 

•• 

Total . 


ZSl 

£GG 

S 

57 

207 

1 

10 

22 

12 

74 

79 

86 

By percent 














Parnlytic polioiuyelitis... 


67 

CO 

1 

ID 

S 

0 

1 

2 

-t- 

A 

A 

5 

Xonparalytic pohomyelitis... 


23 

10 

2 

3 

54 

0 

c 

5 

3 

20 

20 

23 

Aseptic meningitis. 


13 

13 

0 

0 

G5 

2 

c 

2 

0 

20 

20 


Encephalitis .. . 


7 

4 

0 

4 

7S 

0 

0 

7 

U 

2C 

33 


Other . 


S3 

83 

0 

0 

07 

0 

0 

17 

17 

0 

33 

0 















Total . 


63 

43 

7 

0 

33 


3 

4 

2 

12 

13 

14 


'T-=<o.6rc. 


aseptic meningitis, 17% of those with encephalitis, 
and 10% of tliose with otlier diagnoses of C. N. S. 
disease. ECHO (unidentified) viruses were recov¬ 
ered from about 107o of die patients with nonpara- 
tytic poliomyelitis and aseptic meningitis, 3% of 
those widi paralytic poliomyelitis, and 3% of those 
■uudi encephalitis. It is apparent diat the recovery of 
enteroidruses was not notably different between 
cases clinically diagnosed as nonparalytic polio- 
my'elitis and diose diagnosed as aseptic meningitis. 

Serotypes of Polioviruses and Coxsackie Viruses. 
—Tlie specific serotypes of the polioviruses and 
Coxsackie viruses recovered from patients in each 
clinical category are shown in table 2. In the 331 
patients yielding a poliovirus, type 1 virus was 
found in 266, type 3 in 57, and type 2 in only 8. 
There was no apparent difference in the distribu¬ 
tion of polioidrus types recovered in paralytic and 
nonparalytic patients. 


virus from one year to anodier. For example, in 
1955, Coxsackie viruses A9 and B2 were the most 
common types. In 1956, type B5 accounted for 
about two-diirds of die Coxsackie viruses isolated. 
In 1957, isolations of type B5 declined and B4 was 
die predominant type. Although varying in relative 
frequency, all of die types shown in table 2 (except 
type A4) were encountered each year. 

Age and Vaccination Status.— Differences in tlie 
recovery of enteroviruses from patients in eaci 
clinical category according to die patient’s age an 
poliomyelitis vaccination status are illustrated m 
die figure. Patients who had received the vaccine 
were divided into two groups: those who had re¬ 
ceived a single dose and diose who had receive 
hvo or more doses. Patients given a second dose 
less than 15 days prior to onset of illness were 
included with the single-dose group. The sma 
number of vaccinated patients over the. age of 
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years did not permit a finer brcalcdown beyond tins getber, tlie combined influence of age and vaccina- 

age. Only 11 of the 1,407 patients in tlic entire tion produced a remarkable range of variation in 

study were aged 40 or over. the laboratory confirmation of poliomyelitis among 

Differences in the recover)' of poliovirus with patients witlr paralytic illness, from recovery of 

respect to age and inimmiization status were most the virus in 80% of nonvaccinated patients under 

striking among patients classified as having para- tire age of 5 years to an inability to recover tlic 

Ij'tic poliomyelitis. In this category, in the absence virus in approximately 70 to 85% in older patients 

of vaccination, poliovirus was recovered from 81% who had received two or more inoculations of 

of the children under 5 years of age, 64% of those vaccine. 

5 to 14, and 60% of those 15 to 39. Thus, apart from In patients widi nonparalytic poliomyelitis and 
tlie influence of vaccination, poliovims infection aseptic meningitis, in tire absence of vaccination, 

was appreciably more often confirmed in small poliovirus was isolated in from 17 to 22% of those 

children with paralytic illness than in older chil- under the age of 15 years and S7c of those aged 15 

dren and adults. In each age group, tlie recovery to 39. As in paralytic disease, recovery of polio- 

of poliovirus was slightly lower from tlie patients virus was consistently lower among immunized pa- 

vaccinated with a single dose and mai'kedly lower tients, falling to 9% among children imder 5 years 

from those who had received hvo or more doses, of age and 2 to 3% among older patients who had 

dropping to 36% of cases in tlie O-to-4-year age received two or more doses of vaccine. Co.xsacltie 

group, 16% in tlie 5-to-14-year age group, and 30% viruses, present in 12 to 25% of die nonvaccinated 



Recovery of enteroviruses from patients with poliomyelitis or aseptic meningitis, aecording to age group and doses of viccin* 
-California, 1955-1957. 


in the 15-to-39-year age group. Tliere were only 21 
patients (not shown separately in figure 1) classified 
as having paralytic poliomyelitis who had received 
three or more doses of vaccine; tliese were mostly 
in the 5-to-14-year age group. Only one jielded 
poliovirus. 

The lower recovery of polioviruses from vacci¬ 
nated patients with paralytic illness was attended 
by a liigher recovery of Coxsackie and unidentified 
ECHO viruses. Tliis was particularly evident in die 
O-to-4-year and 5-to-14-year age groups, in whicli 
substantial numbers of vaccinated patients were 
available for study. In these two age groups, "non¬ 
polio” enteroviruses were recovered from about 
20% of the paralytic patients who had received 
two or more doses of vaccine. Nevertheless, the 
percentage of patients whose stools did not yield 
any virus was appreciably liigher among the vacci¬ 
nated than among the nonvaccinated persons. To- 


persons, were more frequentiy recovered in the 
vaccinated patients, exceeding poliovirus isolations 
by 4 to 10 times. Unidentified viruses were encoun¬ 
tered in 9 to 21% of nonvaccinated and in 3 to 137# 
of vaccinated patients, but no definite pattern of 
occurrence in relation to vaccination status was 
evident among patients with nonparalytic illness 
In 121 cases of clinical encephalitis only two 
isolations of poliovirus were made, bodi in non¬ 
vaccinated patients imder 15 years of age. Cox¬ 
sackie viruses were recovered in 18 to 22% of tlie 
patients under age 15 and were about equally dis¬ 
tributed in vaccinated (18% in those given one dose 
and 22% in those given two or more doses) and 
nonvaccinated patients (22%); unidentified ECHO 
viruses were recovered from one nonvaccinatP/I 
patient (3%) and 3 vaccinated (2 or more doses! 
patients (8%) under age 15, No virus was recovered 
from the 13 vaccinated patients over age 15 • 
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Among 73 patients with other illnesses, two 
isolations of poliovirus and four isolations of Cox- 
saclde virus were made. All but one of these pa¬ 
tients had manifestations of a C. N. S. disease not 
clinically classified as poliomyelitis, aseptic menin¬ 
gitis, or encephalitis. The virus isolations in this 
group of cases were too few to warrant further 
analysis. 

The markedly less frequent recovery of poliovirus 
from vaccinated patients given a clinical diagnosis 
of pohomyelitis, paralytic or nonparalytic, than from 
nonvaccinated patients, may be interpreted in either 
of two ways: (1) that the administration of the 
vaccine reduced excretion of virus or in some other 
way influenced the recovery of poliovirus from pa¬ 
tients whose illness was actually due to poliovirus 
infection or (2) that the illnesses observed in vacci¬ 
nated patients were, in fact, less often due to polio¬ 
virus infection and more often due to other causes. 
The latter interpretation is supported by the more 
frequent recovery of other agents from vaccinated 
patients and by the results of serologic tests as 
described below. 

Serologic Evidence of Etiology.—In. our experi¬ 
ence patients yielding poliovirus in the feces have 
only occasionally failed to develop complement¬ 
fixing antibodies and have virtually invariably had 
demonstrable neutralizing antibodies in convales¬ 
cent-phase serum samples.'® In the present study, 
among patients yieldhig poliovirus, complement¬ 
fixing antibody was present at a titer of 1:4 or 
greater in over 90% of the serums of convalescent 
patients; a fourfold or greater rise in complement¬ 
fixing antibody titer during the course of illness was 
demonstrated in about 55% of the patients. 

Complement-fixation tests for poliomyelitis, 
mumps, western equine encephalomyelitis, St. Louis 
type encephalitis, and herpes simplex were per¬ 
formed on the serums of a group of 663 patients 
whose stools did not yield an enterovirus. High anti¬ 
body levels were recorded in the absence of a four¬ 
fold rise in antibody titers; high titers were defined 
as levels of 1:32 or higher against poliovirus or 
mumps virus antigens and levels of 1:16 or higher 
against antigens of western equine encephalomye¬ 
litis or antigens of St. Louis type encephalitis. High 
stationary titers (1:64 or greater) to herpes simplex 
were commonly encountered in patients with anti¬ 
body rises to other agents; elevated antibody titers 
to more than one of the otlier viruses were rarely 
present. Hence, with respect to herpes simplex 
\'irus, only titer rises were considered. Antibody 
titers below these specified levels to any one of these 
agents were considered as inconclusive; such anti¬ 
body levels were often present to more than one 
agent. The term negative referred to absence of 
complement-fixing antibody in the lowest dilution 
of serum tested: 1:4 in the poliomyelitis CF test 
and 1:8 for all others. 


Serologic evidence of pohovirus infection, either 
a fourfold rise in complement-fixing antibody titer 
(6%) or an elevated titer (2%) was elicited in only 
8% (12 patients) of the 155 patients with clinical 
paralytic disease whose stools failed to yield a 
virus. A fourfold titer rise in antibody to the mumps 
virus was found in 6% of the patients and rises in 
antibody to St. Louis type encephalitis and herpes 
simplex viruses in 1% of the cases. Nearly one-half 
of the paralytic patients had only low stationary 
titers to one or more agents, and in one-tliird of the 
cases all the CF test results were negative. If the 
results of the poliomyelitis CF test are considered 
separately, one-third of the patients had “inconclu¬ 
sive” titers of antibody and nearly one-half had no 
demonstrable antibody. Although infrequent in 
either group, rises in poliomyelitis antibody titer or 
elevated titers were found less dian one-half as 
often among vaccinated as among nonvaccinated 
patients. Serologic evidence of other virus infec¬ 
tions was predominantly in the vaccinated group. 

Among the 305 patients given a diagnosis of non¬ 
paralytic poliomyelitis and who failed to yield an 
enterovirus, rises in antibody titer were found in 
2% and high titers in an additional 2%. No rises 
in poliomyelitis antibody titer were encountered 
among patients with aseptic meningitis or encepha¬ 
litis, and high titers were infrequently present. 
Inconclusive levels of poliomyelitis antibody, how¬ 
ever, were frequently encountered in all clinical 
categories, a strong indication tliat such titers 
were, in general, a reflection of past infection and 
unrelated to the current illness. 

Poliovirus neutralizing antibody determinations 
were also made on the serums from 340 of the pa¬ 
tients whose CF test results were inconclusive or 
negative. Poliomyelitis infection was evidenced by 
significant rises in antibody in eight of these pa¬ 
tients, approximately 2% of those tested, including 
one patient with paralytic illness, six with non¬ 
paralytic illness, and one with an influenza-like 
illness. The results of both serologic tests thus 
strengthen the conclusion that relatively few polio¬ 
virus infections had been missed by stool cultures. 

Evidence of mumps virus infection was the most 
frequent positive serologic finding among patients 
with nonparalytic poliomyelitis, aseptic meningitis, 
or encephalitis; significant titer rises were seen m 
about 10% of the cases in each of these clinical 
categories and elevated titers in an additional 2 to 
10% of the cases. Significant titer rises to western 
equine encephalomyelitis or St. Louis type encepha¬ 
litis viruses were found in an occasional patient 
thought to have nonparalytic poliomyelitis and in 
5% of the patients with encephalitis. Titer rises 
indicative of primary infection with herpes simple.^ 
virus were present in three cases (1%) of 
paralytic poliomyelitis and two cases of encephali¬ 
tis. In each clinical category, the percentage o 
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patient!! lia\'ing positive serologic findings was 
greatly exceeded by the percentage of those in 
wliom all tests were inconclusive or negative. 

In summary, the serologic findings added less 
tlian 10% to the number of illnesses already con¬ 
firmed as poliomyelitis by isolation of the virus. 
Serologic cxidcnce of poliovirus infection in the 
absence of virus c.va'etion was less frequently 
elicited in vaccinated patients. Serologic evidence 
of mumps, St. Louis tj^pc encephalitis, western 
equine encephalomyelitis, or herpes simple.v virus 
infection was encountered primarily in cases of 
aseptic meningitis and encephalitis, occasionally in 
paralytic illnesses, particularly in the vaccinated 
patients. 

Concurrent Infection with More Than One 
Agenf.—The batterj’ of laboratory tests used pro- 
wded an opportunity to assess the frequency of 
concurrent infection with two or more viiaises. The 


was isolated. Unidentified ECHO viruses isolated 
from patients who also yielded a poliovirus or 
Coxsackie vinis accounted for 11 of the 14 instances 
in which two viruses were recovered. These un¬ 
identified agents were detected more frequently 
with a Coxsackie virus (nine patients) than with a 
poliovirus (two patients). Coxsackie virus (B4) and 
poliovirus (type 1) were isolated from the same per¬ 
son in only one instance; one patient yielded polio¬ 
virus types 1 and 2, and another yielded Coxsackie 
viruses B4 and B5. 

Among 185 patients shedding poliovirus and 
from whom paired serums were tested for comple¬ 
ment-fixing antibody to mumps, western equine 
encephalomyelitis, St. Louis type encephalitis, and 
herpes simplex viruses, 2 persons (about 1%) showed 
significant titer rises to mumps; no other titer rises 
were found. Of 123 patients yielding Co.xsackie 
virus, and having a complete serologic study, a 


Table 3.—Summarij of Laboratory Findings in Patients witb Acute Central Nervous System Disease, California 1Q5S to 1957 
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inoculation of stools from about 250 patients into 
suckling mice ofiFered a selective medium for the 
emergence of tliose Co.xsackie viruses which do not 
multiply in tissue cultures, or those which might 
have been overgrowu in such cultures by polio- 
ruuses or ECHO viruses if more tlian one agent 
were present. Tissue cultures behaving atypically 
with respect to cytopathogenesis were treated with 
selected antiserums to detect possible mixtures of 
two agents. Serologic tests provided opportunity to 
detect the occununce of poliovirus infection in 
patients excreting Co.xsackie or ECHO viruses and 
of mumps virus infection in patients e.xcreting 
poliomyelitis, Coxsackie, or ECHO viruses. 

In 14 patients, trvo diflFerent viruses were recov¬ 
ered from the feces, usually from separate speci¬ 
mens collected on diflFerent days. These dual isola¬ 
tions occurred in 1% of 331 patients from whom a 
poliovirus was isolated, 5% of 216 patients from 
whom a Coxsackie virus was isolated, and 11% of 97 
patients from whom an unidentified ECHO virus 


significant rise in poliomyelitis compIement-fi,xing 
antibody was demonsti-ated in 3 and a rise in 
western equine encephalomyelitis antibody in 1, a 
total of 3% having serologic evidence of a dual 
infection. Among 45 patients yielding unidentified 
viruses whose serums were completely tested, a 
significant rise in poliomyelitis complement-fi.xing 
antibody was found in 6 and a rise in mumps anti¬ 
body in 1, making a total of 16% of this group 
having evidence of a dual infection. The three cases 
mentioned above in which a significant rise in 
mumps antibody was associated vdth the recovery 
of an enterovirus (two associated witJi poliovirus 
isolations and one with an unidentified enteric 
virus) were the only instances of multiple infections 
demonstrated among 53 patients (6%) having a 
significant rise in mumps antibody. 

Wlien the virus isolation and serologic data are 
combined and extrapolated, tliey give evidence that, 
among patients e.xcreting a poliovirus, anotlier virus 
infection was present in about 2%; of those yielding 
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a Coxsaclcie \’iriis, approximately 8% also had' evi¬ 
dence of another virus infection. Among patients 
yielding an unidentified enterovirus, the data are 
less complete but suggest that about 25% were also 
infected with another virus. 

These findings serve to emphasize the difficulties 
and chances for error in attempting to ascribe 
etiological significance to an enterovirus recovered 
from any particular patient; on the other hand, it 
is exndent from the data as a whole that laboratory 
evidence of more than one possible etiological 
agent was infrequently found. 

Summary of Laboratory Evidence of Etiology.— 
The results of virus isolation attempts and serologic 
examinations are collated and summarized accord¬ 
ing to the patient’s clinical diagnosis in table 3. 

The marked decline in confirmed poliovirus in¬ 
fections, from 70% in nonvaccinated to 24% in vac¬ 
cinated patients with paralytic illness, is again evi¬ 
dent. Coxsackie, mumps, herpes simplex, St. Louis 
type encephalitis, and unidentified ECHO viruses 
were each associated with some cases of paralytic 
disease in which evidence of poliovirus infection was 
lacking. 'The frequency of these infections, 1 to 5% 
of the total cases studied, appears to be well within 
the range of coincidental occurrence; however, a 
fairly consistent increase in the occurrence of these 
viruses is discernible among vaccinated patients. 
Altogether, nonpoliovirus infections were found in 
25% of the vaccinated (two-dose) paralytic patients 
in the absence of any other positive findings. Para¬ 
lytic illnesses in which poliovirus could not be 
recovered and in which serologic tests were nega¬ 
tive or inconclusive were also much more frequently 
encountered among the vaccinated patients, com¬ 
prising over 40% of tlie two-dose group. 

In the other clinical categories of illness, Cox¬ 
sackie viruses were generally associated more 
frequently than any other virus with illnesses diag¬ 
nosed as nonparalytic poliomyelitis, aseptic menin¬ 
gitis, or encephalitis. Mumps and unidentified 
ECHO viruses were encountered with about equal 
frequency in nonparalytic poliomyelitis and asep¬ 
tic meningitis (6 to 9%), but in cases of encephalitis 
mumps virus was identified more frequently (12%). 
Western equine encephalomyelitis, St. Louis type 
encephalitis, or herpes simplex viruses were identi¬ 
fied in occasional cases of nonparalytic poliomye¬ 
litis and aseptic meningitis (2%) and only slightly 
more often in cases classified as encephalitis (7%). 
Since the mumps virus has been the most commonly 
recognized etiological agent in reported cases of 
encephalitis in California in recent years (unpub¬ 
lished data), it is of interest that Coxsackie viruses 
were encountered slightly more often than the 
mumps virus among the cases of clinical encepha¬ 
litis in tliis study. 

The less frequent occurrence of poliovirus infec¬ 
tions and compensating increase in other viruses 
among vaccinated patients is also apparent in pa¬ 


tients with nonparalytic poliomyelitis or aseptic 
meningitis. Among the group of encephalitis cases, 
however, in which a poliovirus could rarely be 
implicated, there was no evident pattern of dif¬ 
ference in the laboratory findings, with respect to 
vaccination. 

In about one-half of the cases diagnosed as non¬ 
paralytic poliomyelitis, aseptic meningitis, or en¬ 
cephalitis, the combined efforts of stool and sero¬ 
logic examinations failed to reveal the presence of 
any current vints infection. 

Comment 

The diversity of viruses found in association witli 
various clinical manifestations of C. N. S. disease 
points up the dilemma confronting alike the clini¬ 
cian, the virologist, and the epidemiologist, in at¬ 
tempting to determine causal relationships. The 
viruses detected in this study may each be widely 
distributed in the population at times, producing 
inapparent infections and minor illnesses, and to 
a variable extent are capable of invading the 
C. N. S. and giving rise to an overlapping spectnim 
of clinical syndromes. 

The finding of Coxsackie or other nonpolio¬ 
viruses in association with 5% or less of the paretic 
illnesses in nonvaccinated patients does not, in 
itself, indicate whether or not infection with these 
agents was merely coincidentally present or was 
the cause of illness. In view of the several well- 
documented reports of paralytic disease in which 
enteroviruses other than poliovirus have been im¬ 
plicated as etiological agents, it appears reasonable 
to believe that the nonpolioviruses encountered 
among paralytic patients in the present study were 
the probable cause of illness in at least some in¬ 
stances. By separation of the cases regarded clini¬ 
cally as paralytic poliomyelitis into categories 
according to the doses of vaccine received, various 
illnesses which might be mistaken for poliomyelitis 
were, in effect, concentrated in the immunized 
group of patients. Hence, the marked increase in 
the association of nonpolioviruses with paralytic 
illness among the vaccinated patients, correlating 
xvith the number of doses of vaccine received, in¬ 
directly provides further substantiation of the 
etiological significance of these agents. These ob¬ 
servations support recent predictions by Steigman 
and by Dalldorf ” that widespread vaccination 
would make paralysis due to other viruses more 
conspicuous. 

The clinical characteristics of the paralytic ill¬ 
nesses observed in this study which appeared to be 
attributable to nonpolioviruses will be described 
elsewhere. It should be noted, however, that the 
muscle paresis in illnesses associated with Cox¬ 
sackie, unidentified ECHO virus, or mumps virus 
infection was almost uniformly graded as of sligm 
or moderate severity. This was often, but less uni¬ 
formly, true of the muscle gradings in patients in 
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whom tlio laboratory evidence of poliovirus infec¬ 
tion was negative, and no other agent iinpli-. 
cated. Cases clinically regarded as paralytic polio¬ 
myelitis in which supporting laboratory evidence 
of poliovirus infection was lacking ha\'e previously 
been noted by usand by others. 

It is of interest that apart from vaccination sta¬ 
tus, the proportion of jraralytic illnesses for which 
no etiological agent could be established became 
somewhat higher with increasing age. 

Nonparalytic illness in patients wdio had received 
vaccine was also consistently less often related to 
poliovirus infection and more often associated with 
other \iruscs than in nonvaccinated patients. It 
appears evident that vaccination proroded signifi¬ 
cant protection against all clinical types of C. N. S. 
disease due to poliovirus, including nonparalytic 
as well as paralytic illness. These findings confirm, 
and c-stend, those of Davis and Melnick.'" 

The importance of Coxsackie viruses, ECHO 
riruses, and die mumps virus as causative agents of 
the nonparalytic poliomyelitis or aseptic menin¬ 
gitis sjuidrome requires litde comment. In this 
study, clinical diagnoses of aseptic meningitis and 
nonparalytic poliomyelitis, as rendered by the at¬ 
tending physician, were examined separately, since, 
with few exceptions, the cases classified as non- 
paralytic poliomyelitis were entered in the official 
morbiditj' records of the local and state health 
departments as cases of poliomyelitis. In each of 
the tliree years of this study, poliovirus was recov¬ 
ered in less dian one-fourth of the cases of “non¬ 
paralytic poliomyelitis” and the number of polio- 
rdrus isolations was exceeded by the number of 
Co.xsackie virus isolations in two of the diree y'ears. 
This is striking evidence of the range of error in 
poliomyelitis morbidity statistics in recent years in 
California and other states in which nonparaJytic 
cases, comprising some 30 to 50% of the reported 
cases, are included in the poliomyelitis incidence 
figures. 

The finding that Coxsackie viruses were asso¬ 
ciated with illnesses clinically diagnosed as en¬ 
cephalitis more frequently than were mumps, 
herpes, or the arthropod-borne encephalitis viruses 
strongly suggests that Coxsackie viruses were the 
causative agent in some of these illnesses. Clinical 
histories, however, indicate that there was little to 
distinguish some of these illnesses from an aseptic 
meningitis syndrome other tlian slight drowsiness 
or lethargy. In other cases, convulsions and evident 
changes in sensorium were recorded. These obser¬ 
vations add to previous reportsof association of 
Coxsackie and orphan viruses with encephalitic 
illness. 

Viewed as a whole, the findings presented herein 
coupled with those of other investigators suggest 
that the viruses of the Coxsackie and ECHO group, 
like poliovirus and, to a lesser extent, the mumps 


virus, should be recognized as having protean 
pathogenic capabilities enabling them to give rise 
to a broad spectrum of syndromes of the central 
nervous system, embracing the clinical picture of 
aseptic meningitis, mild to moderate paralytic po¬ 
liomyelitis, meningoencephalitis, and encephalo¬ 
myelitis. 

Several reasons may be advanced to account for 
the high proirortion of cases of acute C. N. S. dis¬ 
ease for which an etiology was not determined by 
the present study: 1. The laboratory procedures 
sometimes failed to detect infections for which 
examinations were made. 2. Illness was due to 
known infectious agents for which tests were not 
made. 3. Illness was often due to etiological factors, 
infectious and/or noninfectious, which are not yet 
recognized. In our opinion, it is probable that tiie 
first hvo reasons were contributor)' but that odier 
etiological factors must still be sought to account 
for the high proportion of acute illnesses of the 
central nervous system which elude definitive lab- 
orator)' diagnosis. 

Summary 

Viral laborator)' studies were carried out in a 
series of 1,407 patients admitted to hospitals in 
California with suspected viral disease of the cen¬ 
tral nervous system during 1955, 1956, and 1957. 
Among patients given a clinical diagnosis of para¬ 
lytic poliomyelitis who had not received poliomye¬ 
litis vaccine (Salk type), poliovirus was recovered 
more frequently (81%) from those under 5 years of 
age than from those in older age groups (60 to 64%). 
In each age group, the recovery of poliovirus was 
markedly lower among vaccinated patients, being 
successful only one-half to one-tliird as often among 
those who had received hvo or more doses of vac¬ 
cine as among those who had received no vaccine 
or only one dose. 

The results of virus isolation attempts were sup¬ 
ported by complement-fixation tests, which only 
occasionally revealed a significant rise in antibody 
titer in patients whose stools failed to yield a polio¬ 
virus. Laboratory evidence of other viral infections 
associated with cases of clinical paralytic poliomye¬ 
litis included Coxsackie viruses, group B (types 2 
to 5) and group A (type 9); ECHO viruses; mumps 
virus; and epidemic (St. Louis type) encephalitis 
and herpes simplex wruses. These agents were found 
much oftener in vaccinated patients, with a fre¬ 
quency equal to tliat of proved poliovirus infections 
among the two-dose vaccinees. The muscle paresis 
associated witli nonpoliovirus infection was almost 
uniformly of mild to moderate severity. 

Among illnesses clinically classified as nonpara- 
lytie poliomyelitis or aseptic meningitis, poliovirus 
infection was demonstrated in less than one-fifth 
of the nonvaccinated patients and was consistently 
less often established in those who had received 
the vaccine. The same array of nonpolioviruses was 
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encountered, the most frequent of which were the 
Coxsachie group B viruses. No etiological agent 
was established in about one-half of the cases. 

In cases clinically classified as encephalitis, no 
single agent was found in more than 15% of the 
group and no virus could be implicated in slightly 
more than one-half of die cases. Co,xsaclvie viruses 
and the mumps vims were somewhat more fre¬ 
quently identified than were the other agents, viz., 
the western equine encephalomyelitis, St. Louis 
txqpe encephalitis, herpes simplex, poliomyelitis, and 
unidentified ECHO viruses. In each clinical cate- 
1 to 3% of the patients had eWdence of con¬ 
current infection with two viral agents. 

These data provide additional evidence of the 
protective effect of inactivated poliovirus vaccine 
against both paralytic and nonparalytic illness due 
to polioxnrus infection. They also illustrate how the 
suppression of poliomyelitis by widespread vacci¬ 
nation mahes more conspicuous the occurrence of 
paralytic poliomyelitis-like illnesses due to other 
causes. 
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T oxicity of ferrous sulfate.— it is now dearly evident that the acci¬ 
dental ingestion of over-dosages of therapeutic iron preparations may be fatal 
to children. As little as one gram of ferrous sulfate is now considered to be a 
potentially fatal dose. The data . . , indicate that the toxicity of iron may be more 
closely related to the systemic effects induced by absorbed iron than to localized 
traumatic effects of the iron upon gastrointestinal tissues. In experimental animals 
toxicity’ and deatli appear to be directly associated with the serum iron rises during 
the first few hours subsequent to the oral administration of iron in aqueous solution. 
—H. Albert, C. R. Kemp, and W. G. Rohse, American Physiological Society Pro¬ 
ceedings, Fall Meeting—Sept. 8-11, 1959, The Physiologist, August, 1959. 
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CHOICE OF ANESTHETIC TECHNIQUE IN COMPLICATIONS 
OF PREGNANCY AND LABOR 

David M. Little Jr., M.D. 

and 

William K. Bannister, M,D,, Hartford, Conn. 


Mien anesthesia first came into use there was 
only ether, and the choice was simple; for, as Lis¬ 
ton asserted, “This Yankee dodge beats mesmerism 
hollow.” Today, 112 years after Sir James Simpson 
administered the first obstetric anesthesia on Jan. 
19, 1847, the decision has become immeasurably 
more difficult. The entire gamut of anesthetic 
agents and techniques has been employed in a vain 
search for the ideal obstetric anesthetic procedure 
which would be suitable for all patients under all 
circumstances. It now seems clear that there is no 
such ideal. The search, howei'er, has produced 
many champions of individual drugs and many 
advocates of specific methods. There is, at present, 
a growing tendency among certain obstetricians, 
anestliesiologists, and e\'en whole lying-in clinics 
to employ and e-stol, to the exclusion of all others, a 
single anesthetic agent or technique for use in 
obstetrics. Indeed, the words “routine” and “always” 
are becoming almost the hallmark of tlie literature 
on obstetric analgesia and anesthesia. 

The administration of obstetric anesthesia is 
hazardous at best, for there are t\vo patients to be 
considered and two lives to be sustained. Mien 
either pregnancy or labor is complicated or in any 
way abnormal, the hazards are increased. Certain 
of these complications of pregnancy and labor 
constitute definite indications for one type of anes¬ 
thetic procedure and definite contraindications to 
the emplojunent of otliers. The use of the VTong 
agent or technique in such an instance, however 
well-conducted the anesthesia may be, must surely 
represent a barren triumph of teclmique over 
reason. The anestliesiologist not only must be aware 
of tlie nature of these complications of pregnancy 
and labor but also must understand tlie manner in 
which the individual obstetrician with whom he is 
associating intends to deal with such complications. 
Furthermore, consideration must also be given to 
the effect of anesthesia on the pathological process 
involved as well as on the operative procedure diat 
is contemplated. 

It would be at least equal sopliistry to suggest 
tliat there exist pat formulas or rules of thumb 
designed to cover all the various obstetric situa¬ 
tions and exigencies. Obviously there are not. There 
are, however, certain basic situations for which 
rational methods of anesthetic management have 
been evolved on a sound, physiological basis. 

From the Department of Anesthesiology, Hartford Hospital. 

Read before the Section on Anesthesiolo^ at the lOSth Annual 
Meeting of the American hfedical Association, Atlantic City, June 
12,19S9. 


There are no pat formulas for anesthesia 
in obstetrics. The anesthesiologist must un¬ 
derstand not only the possible complications 
of pregnancy and labor but also the manner 
in which the individual obstetrician intends 
to deal with such complications as may arise. 
Classification and review of the complications 
inherent in the products of conception, ma¬ 
ternal complications, and complications of 
delivery show how important it is to be 
discriminating in choosing between general 
and regional anesthesia, in deciding on the 
level of general anesthesia, and in using 
relaxants. Experience has led to the recogni¬ 
tion of certain basic situations for which 
rational methods of anesthetic management 
have been developed, and the tendency to 
settle down to routines of single anesthetic 
methods to the exclusion of all others should 
be resisted. 


Complications Inherent in the 
Products of Conception 

E-xtrauterine pregnancy occurs about once in 
every 300 gravid women. The danger of hemor¬ 
rhage, shock, and collapse, as tlie chorionic villi 
burrow their way into blood vessels and through the 
tubal wall, requires a mode of anesthesia designed 
to protect tlie patient in the event of such an acci¬ 
dent. For this reason, tlie patient’s corapensatorj' 
cardiovascular reflexes must not be transgressed, 
and such anesthetic metliods as spinal and caudal, 
which accomplish sympatbetic blockade and thus 
rob the body of much of its ability to produce com¬ 
pensatory vasoconstriction, must be avoided. Very 
light general anesthesia is indicated in tliese in¬ 
stances, with tbe addition of muscle relaxants to 
the basic inhalation techniques, when muscle re¬ 
laxation becomes necessary. Obviously, these pa¬ 
tients are candidates for emergency operative 
intervention, and tlie problem of the full stomach 
introduces itself. When both anticipated hemor¬ 
rhage and a full stomach confront the anestliesiolo- 
gist, tlie only safe anestlietic management would 
appear to be the introduction of a cuffed endo¬ 
tracheal tube, with the patient awake and in control 
of her laryngeal reflexes, followed by light general 




138/1466 


ANESTHETIC TECHNIQUE-LITTLE AND BANNISTER 


J.A.M.A., Nov. U, 1839 


anesthesia, preferably induced with cyclopropane. 
Muscle relaxant drugs may then be added as 
necessary.' 

Two other complications involving the products 
of conception, namely, placenta previa and prema¬ 
ture separation of the placenta, can lead to hemor¬ 
rhage, shock, and death. Danger to the fetus is 
especially high when its circulation is compromised 
by separation of the placenta. The incidence of 
placenta previa is about one in 500 cases and of 
premature separation about one in 300 cases. For 
reasons already noted spinal, caudal, and epidural 
anesthesias must be avoided. At the same time the 
hj'poxic fetus should not be subjected to the de¬ 
pressant effects of sti’ong general anesthetic agents. 
Pudendal block or very light general anestliesia are 
the best choices for relief of pain during vaginal 
delivery. If cesarean section is elected because of 
massive hemorrhage before labor has progressed 
far enough for vaginal delivery, light general 
anestliesia supplemented by a muscle relaxant is 
the logical technique. It should be unnecessary, 
although perhaps wise, to add that high con¬ 
centrations of oxygen are always indicated in ob¬ 
stetric anesthesia and particularly in all instances 
of hemorrhage in which a high partial pressure of 
oxygen may compensate to some extent for the 
lowered oxygen-carrying capacity of the blood. 

Premature labor, on the other hand, requires a 
different anesthetic approach. Prematurity of tlie 
fetus has a hospital incidence of 3.2%, and there¬ 
fore is one of the most common complications of 
the pregnant patient who receives anesthesia. All else 
being equal, tire anesthetic management must be 
devised to avoid depression of the fetus. Clifford 
has pointed out that the premature infant is easily 
narcotized with either medicaments or general 
anesthetic agents and that the two in combination 
are frequently lethal. It is essential that medication 
be restricted to the minimum compatible with tire 
maternal pain threshold and that some form of 
regional anesthesia be chosen: local infiltration, 
direct nerv’e block, caudal, epidural, or spinal anal¬ 
gesia. All these, when properly conducted, should 
spare the premature infant from further depression 
and are much preferable to the general anesthetic 
agents, with their abilit>' to produce transplacental 
narcosis. 

Maternal Complications 

IlTthout the shadow of a doubt, the most common 
and important maternal complication from the view¬ 
point of tire anesthesiologist is that of a full stomach 
at the time of deliver)'. Since obstetric anesthesia 
is emergency anestliesia, insofar as the patient is 
unprepared, obstetric patients frequently come to 
deliver)' mth a fuU, or partially full, stomach. 
Furthermore, it is well established that the gastric 
empt)'ing time is much prolonged by both labor and 
die sedative drugs often emplo)'ed during labor, so 


that the stomach may still contain food ingested 
8, 12, or even 16 hours, prior to deliver)'.' Tlie inci¬ 
dence of frank emesis of these stomach contents 
has run as high as 40% in some series of obstetric 
anesthesias," and even in the absence of active 
vomiting a silent regurgitation of gastric juice may 
occur and produce a form of bronchopneumonia.’ 
It is clearly the duty of the anesthesiologist to pro¬ 
tect the patient who comes to delivery with a full 
stomach, and some form of regional anesthetic tech¬ 
nique is mandatory. Merrill and Hingson ’ believe 
that either locally or caudally induced analgesia are 
the choices, since they have reported vomiting and 
aspiration of vomitus even with spinal anesthesia. 
However, few others would dispute that spinal 
anesthesia, if not the preferred metliod, is at least 
many times better than general anesthesia in any 
form. Tlie aspiration of vomitus is now a leading 
cause of obstetric deaths related to anesthesia,’ the 
incidence of aspiration itself being 0.15% in one 
hospital series of 44,016 pregnancies “ and account¬ 
ing for 51% of 59 maternal deaths in another in¬ 
vestigation.'* It is obviously the obligation of all 
physicians to protect tlieff patients from tliis 
thoroughly preventable tragedy. Tlierefore, when 
general anesthesia is absolutely indicated in tlie 
patient with a full stomach, it is mandatory to insert 
a cuffed endotracheal tube while the patient is 
awake and in control of her laryngeal reflexes prior 
to inducing the general anesthesia. 

The toxemias of pregnancy, preeclampsia and 
eclampsia itself, apparently have the same underly¬ 
ing, although as yet unknov'n, pathogenesis; but 
they present different problems from the point of 
view of anestliesia. Preeclampsia has an incidence 
of about once in every 20 deliveries, while true 
eclampsia occurs about once in ever)' 500 preg¬ 
nancies, in lying-in practice. The milder toxemias, 
or preeclampsias, present evidence of metabolic 
upset and parenchymal damage, and anesthetic 
agents which are known to produce further pro¬ 
found metabolic upset, such as ether, chloroform, 
vinyl ether (Vinethene), ethyl chloride, and even 
trichloreth)'lene, should be avoided. Here is an 
indication for those regional procedures such as 
spinal and caudal analgesia, which not only loa'’^ 
the body metabolism relatively unaffected bu 
further produce some degree of sympathetic block¬ 
ade. When true eclampsia occurs, with concisions 
and coma in addition to the parenchymal damage 
already referred to, the indication is again for some 
form of regional anesthesia, often merely local m 
filtration, with intravenous administration of thio¬ 
pental (Pentothal) sodium as needed to contro 
the convulsions.'* 

Serious heart disease during pregnancy occurs m 
apxrro.ximately 2% of clinic patients but ranks hig' 
on die list of causes of maternal death. Heart disease 
of even the mildest type is a distinct hazard w 
complicated by pregnancy, and the care of sue 
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patients, particularly the choice of analgesia and 
anesthesia, deserves detailed consideration. The 
clanger of decompensation is very real and increases 
in proportion to the strain placed on the myocar¬ 
dium by the burdens of labor and delivery. The aim 
must therefore be to prevent ail such shain, cither 
physical or emotional, and to shorten the second 
stage of labor as mucli as possible. In this regard, 
tlic use of continuous caudal or spinal anesthesia 
tliroughout labor and deliver}' has proved to be* an 
evcellent solution to the entire problem. There are 
those patients, liowever, on wliom region;)] pjo- 
cedures must not be forced, since tliey are cap;ible 
of doing more harm than good by virtue of the 
emotional strain produced; for such patients good 
sedation tliroughout tlic first stage of labor, and the 
use of a terminal regional procedure or perhaps 
light general anestliesia, must be tlie choice." In 
tlie face of frank decompensation a regional pro¬ 
cedure must be employed, and under such circum¬ 
stances spinal anestliesia has tlie great advantage 
of producing a bloodless phlebotomy and tlius be¬ 
comes the Indicated anestlietic procedure.* 

Until the advent of insulin diabetic women were 
usually sterile, so tliat this disease was an infrequent 
complication of pregnancy. Today, tlie incidence of 
diabetes is still not high, being only 0.174% in one 
series of 31,544 deliveries but tlie problems it 
presents from tlie anesthetic point of view are 
important, inasmuch as there is a marked increase 
in tlie incidence of botli hydramnios and toxemia in 
tlie pregnant diabetic, and the stillbirtli and neo¬ 
natal deatli rates are appreciably increased. The 
preferred anesthesia is therefore some form of con¬ 
duction anesthesia, either caudal, epidural, or 
spinal. Tliis approach will serve to protect tlie 
infant from the hazards of systemic narcosis, while 
at tlie same time it will not alter the functional 
activity of tlie maternal pancreas, thus permitting 
more adequate control of the problems of botli 
maternal and infant acidosis. 

Finally, there are two types of pregnant women 
who demand special class^cation as far as anes¬ 
thetic treatment is concerned. The first is the elderly 
piimipara. In such a patient, the increased value of 
the fetus to the parents, together wth the increased 
frequency of dystocia, requires tliat the case be 
treated as is prematurity. Heavy premedication and 
deep general anestliesia should be avoided and 
preference should be given to caudal, epidural, or 
spinal anesthesia or some other type of regional 
procedure. If general anesthesia must be used, tlie 
plane of anesthesia should be kept as light as is 
compatible ivitli the exigencies of delivery. 

The other problem mother is the "dangerous 
multipara,” or the "grande multipara." Such women 
are apt to have excessively succulent tissues, and the 
danger of hemorrhage from even small tears and 
lacerations is great. For this reason such tech¬ 
niques as spinal or caudal induction of anesthesia. 


which produce sympathetic blockade and hence die 
loss of the compensatory cardiovascular reflexes, 
arc best avoided if possible. However, it must also 
be remembered that the incidence of asphyxia neo¬ 
natorum increases after the eighth delivery, so that, 
again, general anesthesia, if employed, should be 
kept at a light level. Perhaps the most enlightened 
choice of anestliesia in such instances would be 
local infiltration, with a vasoconstrictor substance 
added to the local anesthetic solution. 

Complications of Delivery 

Certain abnormalities of position and presenta¬ 
tion of tlic fetus also complicate labor, and tliere- 
fore delivery, and demand special attention to die 
anesdietic requirements for deliveiy. Breech presen¬ 
tation, for instance, occurs in about 4% of all preg¬ 
nancies, and the three varieties of breech presenta¬ 
tion offer differing anesthetic problems. In the case 
of a full or a frank breech presentation, intrauterine 
manipulation necessitates the use of deep ether, 
cliloroform, or vinyl ether anestiiesia to provide 
uterine muscle rela.\ation, which cannot be facili¬ 
tated and may even be decreased by die use of 
regional anesthetic procedures, such as spinal or 
caudal, which produce sympathetic blockade and 
dierefore parasympatiietic predominance. In a 
fooding presentation per se, on the odier hand, or 
when eidier a full or frank breech has been con¬ 
verted to a footling presentation by intrauterine 
manipulation, the problem is different: the need is 
for perineal relaxation and minimal furdier trauma 
to die fetus in the way of depressant drugs. There¬ 
fore, in a footling presentation per se, spinal, cau¬ 
dal, epidural, or light general anestiiesia, with a 
supplementary muscle rela,xant agent for perineal 
relaxation, all serve adequately; in the converted 
frank or full breech presentation, the general anes- 
diesia may be greatly lightened for actual extraction 
and a muscle relaxant employed for further perineal 
relaxation. 

Occipitoposterior positioning occurs in about 20% 
of vertex presentations, but die incidence of its per¬ 
sistence during labor, wliich demands particular 
anesdietic management, is considerably less fre¬ 
quent. Persistent occipitoposterior positioning pre¬ 
sents a situation that exemplifies well die fact that 
the anestiietist not only must be aware of the nature 
of die existing complication of pregnancy or labor 
but also must understand die manner in which the 
individual obstetrician Nvith whom he is associating 
intends to treat such complications. Many obstetri¬ 
cians, when faced with a persistent oedpitoposter- 
ior position, will elect to perform a Scanzoni 
maneuver if the head is on the perineum but will do 
a manual rotation if the vertex remains higher in 
the birdi canal. A Scanzoni maneuver will require 
the perineal relaxation afforded by spinal, caudal, or 
general anesthesia supplemented ivith a muscle 
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relaxant drug; on the other hand, manual rotation 
frequently demands that uterine muscle relaxation 
be obtained, and deep anesthesia with use of ether, 
chloroform, or vinyl ether may well be necessary. 

Transverse arrest presents a somewhat similar 
problem. Additional fetal trauma in the form of 
deep anesthesia must be avoided, yet the danger of 
tears requires that the maternal soft tissues and 
perineal muscles be well relaxed. For these reasons, 
spinal or caudal analgesia provide a solution, which 
can also be provided by the use of light general 
anesthesia, with the additional administration of a 
muscle relaxant agent. 

Brow and face presentations are relatively rare, 
occurring in 0.17 and 0.38%, respectively, of labors. 
The problem is, again, to secure sufiBcient perineal 
relaxation for operative delivery from below, with¬ 
out subjecting the fetus to further depression, and 
so deep general anesthesia should be avoided. Once 
again, spinal or caudal analgesia, or light general 
anesthesia with the additional use of a muscle re¬ 
laxant, will serve the purpose well. 

Summary 

The high incidence of complications during 
pregnancy, labor, and delivery demands special 
anesthetic management for each complication. 
^^Tren hemorrhage and shock are encountered light 
general anesthesia is indicated, with supplemental 
muscle relaxation when necessary. Fetal immaturity 
and maternal metabolic diseases are usually in¬ 
dications for the use of a regional anesthetic. Ab¬ 
normal fetal presentations may require deep gener¬ 
al anesthesia for uterine relaxation or either spinal 
blockade or general anesthesia supplemented by 
muscle relaxants for perineal relaxation. The dan¬ 


gers of vomiting and aspiration of vomitus must 
always affect the choice and management of general 
anesthesia for obstetric procedures. 
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T he LENS IN DIABETES.—A sudden alteration in the volume of the lens is a 
frequent finding among diabetics, and this necessarily causes a change in re¬ 
fraction, which may be very transient, but is sometimes very dramatic. The 
lens capsule is semipermeable, so in the acute stage of diabetes the fluid content of 
the lens promptly increases, and myopia ensues; but as soon as diet or insulin have 
controlled the hyperglycemia, the process is reversed, the lens shrinks, the myopia 
is shed, and several degrees of hypermetropia may even result. The unstable dia¬ 
betic will thus have an equally unstable focal range, and such patients must be 
sight-tested only at periods of a balanced blood-sugar, or the spectacles will be far 
from correct. . . . The true Diabetic Cataract occurs only in youth, generally be¬ 
tween the age of 15 and 25, but exceptionally in infancy; and it is remarkable for 
its rapidity, the whole lens becoming opaque within a few weeks in adolescence, or 
within a few days in children. Its development is roughly proportional to the 
severity of the diabetes. ... A simple senile cataract arises in the elderly diabetic 
with slightly greater frequency than in the population at large. Such lens opacities 
often start beneath the posterior capsule, with a brassy iridescence reminiscent of 
the more brilliant “polychromatic lustre” in “complicated” cataracts (i.e. secondary 
to a uveitis) which similarly start beneath the posterior capsule.—P. D. Trevor- 
Roper, M.A., M.B., B. Chir., The Ocular Complications of Diabetes, The Post¬ 
graduate Medical Journal, May, 1959. 
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EFFECT OF POLLUTED LOS ANGELES AIR (SMOG) ON LUNG 

VOLUME MEASUREMENTS 

Hiulcy L. Motley, M.D., Reginald H. Smart, M.D. 
and 

Charles I. Lcfhvich, M.D., Los Angeles 


The health effects of air pollution are of great 
interest throughout the world at present. Although 
the eye-initating effect of smog is often obvious in 
tlie Los Angeles area, the presence of a significant 
deleterious effect on breathing has not been so gen¬ 
erally recognized. A number of clinicians in the 
Los Angeles area have attributed to air pollution 
increasing severity of symptoms in persons with 
cirronic pulmonar}' disease such as emphysema and 
asthma or in other chronically ill patients. These 
opinions are based largely on the subjective symp¬ 
toms of patients in relation to the air breathed and 
to atmospheric conditions. Elderly persons witli 
chronic pulmonary and cardiac disabilit)' appear to 
suffer tlie most severe effects. Acute illness of an 
epidemic proportion has occurred from air pollu¬ 
tion in the past, as in tire Meuse Valley in Belgium 
in 1930,' in Donora, Pa., in 1948,° and in London 
in-1952 and 1956.° Persons witli chronic pulmonary 
disease were the most severely affected, and many 
died, although the normal population also suffered 
from eye irritation, coughing, wheezing, chest 
pains, nausea, and vomiting. 

The composition of smog in Los Angeles is differ¬ 
ent in certain respects from that foimd in other 
parts of tire United States such as St Louis, Pitts¬ 
burgh, or New York. There is an absence of coal 
smoke in Los Angeles, and tire location of the city 
in an area hemmed in by moimtains on three sides 
with die sea on the fourth results in less breeze and 
permits inversions of die atmosphere with the oc¬ 
currence of smog. The operation of 3 million auto¬ 
mobiles is the major source of smog* in Los An¬ 
geles. The automobile exhaust contains carbon 
monoxide, hydrocarbons {organic vapors), olefins, 
oxides of nitrogen, aldehydes, oxides of sulfur, and 
particulate matter. Smog results from chemical 
reactions among the pollutants. Hydrocarbons are 
oxidized in the presence of sunlight, ividi nitrogen 
dioxide acting as a catalyst, and ozone is formed. 
Aerosols result from particles of solids or liquids 
becoming highly dispersed, and these scatter light 
waves, reducing visibility. Adsorption of oxidants 
to aerosols may intensify the irritant effects of 
smog. Industrial pollution consists primarily of 
organic solvent emissions and residues from fuel- 
oil burning, such as oxides of nitrogen, carbon 
mono.xide, sulfur oxides, and particulate matter. 

From ^ tlic Cardio-Respiratory Laboratory*, University of SoutbeiD 
California School o£ Medicine* Dr. Lcft\\*icU was Research Fellow in 
Cardio-Respiratory Laboratory, from the state of California, Depart¬ 
ment of Fublic HeaWi, 1955-1956. 


The breathing of smog bos direct effects 
on the respiratory tract in addition to direct 
effects on the eyes ond indireef sioiisfical ef- 
facts on total mortality. The direct respiratory 
effects were studied in 66 volunteers, 46 of 
whom bad pulmonary emphysema. Measure¬ 
ments were obtained of total vital capacity, 
timed vital capacity, maximal breathing 
capacity, residual air, and rale of nitrogen- 
washout during oxygen breathing. These were 
used as criteria for the improvement noted 
when subjects, after breathing either smoggy 
air or clear Los Angeles air, were allowed to 
breathe air filtered through activated car¬ 
bon. The most significant improvement found 
was the decrease in the vofume of residual 
air noted when subjects with emphysema 
breathed filtered air for not less than 40 
hours. The severity of emphysema was ag¬ 
gravated by smog. No significant changes in 
lung volume measurements were demon¬ 
strated from the breathing of filtered air as 
compared to smoggy air by essentially 
normal subjects. 


The chemical composition of die air pollutants is 
complex, including many unstable chemical com¬ 
pounds, especially in the presence of sunlight. 

Smog alerts are called by the Los Angeles Air 
Pollution Control District (LA-APCD) on die basis 
of the attainment of designated levels of four con¬ 
stituents of smog; namely, ozone, oxides of nitro¬ 
gen, sulfur dio,xide, and carbon monoxide. Thus 
far, alerts have been called only for ozone, and 
most of diese have been of relatively short dura¬ 
tion, some for only a few minutes. Tlie high con¬ 
centration is often present at only one of tlie 
sampling stations in the Los Angeles area (a first- 
stage alert is called when the ozone level reaches 
0.5 ppm). 

The major health problem at present relates to 
the effects of die pollutants in the atmosphere at 
lower concentrations than die alert level and for 
prolonged periods of time. Other constituents of 
smog may be more harmful than die four pollutants 
used as criteria for calling alerts. Haagen-Smit ° 
reports that chromatographic and spectrograpluc 
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analysis of Los Angeles smog revealed the presence 
of many aldehydes and organic acids and of a 
multitude of hydrocarbons. The composition of 
smog changes from hour to hour at any given loca¬ 
tion. The use of s\mthetic smog mixtures in studying 
the effects on man presents many problems. Repro¬ 
duction of the same response as the naturally occur¬ 
ring air pollution in this area would require main¬ 
tenance of the same composition of pollutants, 
variations of concentration in the environment, time 
of e.xposure, and photosjmthesis. Kotin and Falk® 
report that an artificial smog made by reacting 
gasoline and ozone in realistic oxidant concentra¬ 
tions produces no demonstrable physiological or 
morphologic changes in presumably healthy animal 
species. Even with oxidant concentrations of 30 
times the average concentration on a smoggy day, 
the physiological changes are all of a low order of 
magnitude and rapidly disappear after removal of 
the animal from exposure. Studies on a limited 
number of healthy human volunteers revealed no 


Table 1.—Number of Patients in Three Exposure Groups, 
by Condition 


Condition 

Pulmonary emphysema ... 

Bronchiectasis . 

Bronchial asthma . 

Chronic bronchitis . 

Pneumoconiosis .. 

Postpnemnonoctoiny . 

Cystic disease of the lung 

Sarcoidosis . 

Exposure to chemical fire 

Cardiac disease . 

N'onual .... 

Total . 


Exposure Group*" 

A . - 

Short Moderate Prolonged 
(2-4 Hr.) (18.20 Hr.) (40-W Hr.) 


15 IS 18 

112 
1 2 1 

1 1 0 

1 1 0 

1 1 0 

0 0 1 

0 10 
0 0 1 

0 0 3 

10 1 


21 20 


* Short-exposure group: age range 19 to 60 yr., room temperature 
22 to 2S C (av. 24): moderate-exposure: age 50 to 70 yr., temperature 
21 to 2S C (av. 23); prolonged-exposure: age 26 to 71 yr., tempera- 
ture 20 to 2S C (av. 24.5). 


significant physiological change after acute short 
exposure to realistic oxidant concentrations of a 
synthetic smog made from gasoline and ozone. 

As a result of proposals to change the "first alert” 
level to a higher value than 0.5 ppm of ozone, tests 
were made in which a volunteer was exposed to 
about 2 ppm of ozone in an outside chamber. A 
significant impairment in respiration, as shoum in 
the spirogram measurements'' (especially the timed 
vital capacit)' for three seconds and the shape of the 
e.xlialation curve), resulted from this short-term 
e.xposure to the high concentration of ozone. Tlie 
alert level for ozone was not raised, and there has 
been no further discussion on this aspect after tliis 
one test. 

The primarj’ pimpose of tlie present study was to 
obtain objective quantitative lung volume measure¬ 
ments on human subjects, particularly those with 
pulmonary insufficiency, while they were breathing 
air during tlie smoggy periods that naturally occur 
in ;Los Angeles and then to compare the changes 


in pulmonary function which might be induced ty 
breathing air which had been filtered to remove 
smog. The question we sought to answer was 
whether the breathing of smoggy air produces a 
significant deleterious effect which can he measured 
by pulmonary function tests. 

Procedures 

These studies have been carried out over the past 
three and one-half years. The number of studies 
which could be performed with this procedure was 
limited because of the problem of availability' of 
suitable subjects for study during smoggy periods 
and during an additional two-or-three-day stay in 
the filtered-air room in the hospital. Residence in 
tliis room was somewhat monotonous for many of 
the subjects. All studies were carried out at the 
University of Southern California cardiorespiratory 
laboratory, located on the second floor of the Hos¬ 
pital of the Good Samaritan near the downtown 
section of Los Angeles. Smog, when present in the 
Los Angeles basin, is quite prevalent in the hospi¬ 
tal area. The central monitoring station of tlie 
LA-APCD is in this general area, so that the ap¬ 
proximate readings for ozone, oxides of nitrogen, 
sulfur dioxide, and carbon monoxide can be ob¬ 
tained daily. The intensity of smog varies in differ¬ 
ent parts of the Los Angeles basin from day to 
day, and the area of the laboratory represents an 
average, having a concentration less severe than 
some but more severe than other locations. 

The filtered air was obtained with use of acti¬ 
vated carbon filters (Pure Air Type, model A-5,42 lb. 
of carbon per filter and 500 cu. ft. of air flow par 
minute). It has been shown that air filtered over 
activated carbon protects plants * in greenhouses, 
and plants are very sensitive to even low concen¬ 
trations of smog. Lung function measurements 
were obtained and compared while subjects were 
breathing both the smoggy air and the filtered air 
at the same study period. (The subjects were kept 
for from 2 hours to as long as 90 hours in the filtered- 
air room.) Each person was used as his or her o'vn 
control. This procedure enhanced the validity of 
attributing the changes in pulmonary function 
measurements to air pollution rather than to some 
other factor. Periodic variations in lung function 
measurements do occur in tire absence of air pol¬ 
lution in patients with severe clrronic pulmon^ 
disease, such as emphysema, especially during 
respiratory infections. Every attempt was made to 
make the only variable in the study the atmosphere 
which the subject breathed. The room temperature 
ranged from 20 to 28 C, and in a similar degree for 
the three groups studied (table 1). 

Air was classified as smoggy when there was a 
definite odor of ozone, reduced visibility', oye^' 
tation, and the prediction of smog by tire LA-AFhUi 
inclu^g reports of tire pollutants from the moni¬ 
toring stations. The general procedure was o 
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obtain subjcct.s for study after they had been 
exposed to smoggy periods of at least three to four 
days’ duration and to obtain the initial lung vol- 
unie measureinenls. Tlie subjects studied and the 
data reported for clear air in Los Angeles represent 
a period of more than three days of no smog fore¬ 
cast by the LA-APCD, no odor of ozone, no evi¬ 
dence of eye irritation, and good visibility. 

The maximum concentration of the various air 
pollutants reported as being present between 9 
a. m. and 2 p. m. by the LA-APCD downtown 
station during the days of the studies is given be¬ 
low. Concentrations of total o.vidants ranged from 
0.2 to 0.7 ppm, with ozone from 0.20 to 0.53 ppm, 
oxide of nitrogen from 0.2 to 0.6 ppm, sulfur di¬ 
oxide from 0.05 to 0.25 ppm, and carbon monoxide 
from 5 to 27 ppm. The absence of the eye-irritating 
properh’ of smog and of the odor of ozone has 
been consistently noted by subjects while breathing 
filtered air, even for a few minutes. The odor of 
ozone was often quite apparent when one left the 
filtered-air room, even on some days when the 
LA-APCD reported no significant smog and per¬ 
mitted incinerator burning, before the latter prac¬ 
tice was banned in this cit)'. These studies have not 
been correlated wntb concentrations of individual 
constituents of air pollution but rather with the 
presence or absence of smog. 

Three major time intervals in the filtered-air 
room were used: (1) a short duration of 2 to 4 
hours, (2) a moderate duration of IS to 20 hours, 
and (3) a prolonged duration with a minimum time 
of 40 hours and a maximum of 90 hours (average, 
55 hours). The short runs of txvo to four hours were 
compared on the same day, with the subject first 
breathing tlie smoggy air and then filtered air, or 
breathing clear Los Angeles air then filtered air. All 
of the other subjects, who were kept in the filtered 
air for moderate or prolonged periods, were ad¬ 
mitted to the hospital and after die initial study 
were kept continuously in the room with the 
activated carbon filter. 

Material for Study 

All of the subjects studied were volunteers, and 
tliey were willing to reside in the filtered-air room 
for varying lengths of time, including the time 
necessary for repeat measurements of lung volume. 
The subjects included 16 women and 50 men (ages 
19 to 71 years), and 46 of the 66 had pulmonary 
emphysema (table 1). Subjects with severe em¬ 
physema were sought because of their diminished 
breathing reserve and a greater likelihood that 
changes induced by breathing the smog air would 
be detectable. Most of the subjects did not desire 
or would not volunteer to have a repeat arterial 
puncture within one to two days after having an 
initial puncture and did not want to swallow the 
esophageal balloon for the compliance measure¬ 
ments. 


lAiliguc was one of the clifRcuIlies complained of 
on the short run of two to four hours’ duration, 
especially in the patients with severe emphysema, 
since all of the tests were performed on the same 
day. Close checks were required for the residual 
air measurements, and .several measurements were 
frequently necessary to obtain the accuracy de¬ 
sired. Satisfactory measurements were obtained in 
all subjects at both study periods, and, so far as is 
known, the air breathed was the only variable. 

Measurements 

iMeasurements were obtained of total vital ca- 
pacit)', timed vital capacity for three seconds, and 
maximal breathing capacity on the 13'A-liter Collins 
respirometer.” The spirogram tracing was recorded 
with the fast speed so that the shape of the ex¬ 
halation curve, the exhalation time, and evidence of 
air trapping, when present, could be noted. Bron- 
chospasm was evaluated by measuring changes in 
the maximal breathing capacity after the admin¬ 
istration of a bronchodilator treatment with either 
isoproterenol (Isuprel) or racemic epinephrine 
(Vaponefrin). 

Tlie amount of residual air was measured by 
both the oxygen open-circuit and the improved 
helium closed-circuit methods and was checked 
routinely by repeat measurements for values not to 
e.\ceed 100 ml., or, in tlie subjects xvith severe 
emphysema, the residual percentage of total lung 
capacity not to exceed 2%. Measurement of expira¬ 
tory reserve was obtained at the time of each 
residual air measurement, as this permitted deter¬ 
mination of the precise level of the diaphragm at 
the time and improved the accuracy of the residual 
air measurement.*" The volume of the residual air 
as observed in chronic lung disease varies widelv 
from less than 40% of the normal predicted in 
pulmonary fibrosis to over 400% in pulmonaiy' 
emphysema. 

The ventilation factor *' was used to evaluate the 
ability to use the chest and lungs as a bellows. This 
value was obtained from the average of the timed 
vital capacity for tliree seconds, the maximal breath¬ 
ing capacity, and the residual percentage of total 
lung capacity, all expressed on a basis of 1007c of 
the normal predicted. All of the lung volume 
measurements were expressed at body temperatme 
and at ambient and saturated barometric pressure. 
All of the residual air measurements were obtained 
xvith the patient in the fasting state and lying 
supine. 

Air distribution in the lungs was studied by 
means of the nitrogen meter, witli continuous re¬ 
cordings of each breath during oxygen breathing. 
The o.vygen breathing was continued until an end 
tidal nitrogen concentration of 1% was reached 
unless more than 15 minutes was required. Exten¬ 
sive studies have been performed to evaluate the 
nitrogen washout test with tlie nitrogen meter.*“ 
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Tlie nitrogen washout curve is quite reproducible 
and provides significant information for evaluating 
f)ulmonar)' function impairment. However, the 
method of using a single deep breath of o.\ygen 
with the nitrogen meter was found unsatisfactory' 
for quantitative comparisons in this study. The 
single-breath nih'ogen curve was not consistently 
reproducible in the same subject, and other studies 
indicated that this test reflected primarily the better 
ventilated alveoli.'’’ The alveolar nitrogen content 


hours. In seven subjects the comparison was made 
between breatliing of Los Angeles clear air (non- 
smoggy period) and breathing of filtered air for 
two to four hours. There was no significant differ¬ 
ence between the results from smoggy' and non- 
smoggy periods (fig. lA). The average percentage 
of residual ah- for the 14 subjects during the smoggy 
period was 220.4% as compared to 239.8% after two 
to four hours in the filtered-air room (table 2). In 
the seven subjects studied during the nonsmoggy 


1 filtered air ■ 


2-4 HOURS 

/' 


/ 

• 

• i 

0 

• T* 

0 

0 0 

0 
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0,^ 

LOS ANGELES 

o 

SMOG AIR-# 


CLEAR AIR-'O 


. 



after seven minutes of oxygen breathing also pro¬ 
vided additional information on the uniformity' of 
air distribution in the lung. 

Results 

The absolute volume of the residual air as a per¬ 
centage of the normal predicted was determined 
in 14 subjects while they were breatliing Los An¬ 
geles smoggy' air and compared to tlie measurements 
after they had breathed filtered air for Uvo to four 


period of breathing Los Angeles an, the average 
was 122.1% as compared to 152.6% after breathing 
of the filtered air. The volume of residual air as a 
percentage of total lung capacity increased after 
breathing of filtered air for tsvo to four hours- 
52.5% as compared to 48.2% for smogg)' 
(fig. IB). The seven subjects studied during non 
smoggy' periods also showed a similar change in 
average percentage of total lung capacity-35n 
filtered air and 29.4% for smoggy air. 
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The total vital capacity, timed vital capacity for 
three seconds, maximal breathing capacity, and 
ventilation factor measurements revealed, on an 
average, decreases after two to four hours’ e.x- 
posure to the filtered air (table 2). The alveolar 
nitrogen concentration .showed no significant change 
after subjects had breathed oxygen for seven min¬ 
utes. The results of the .short exposure reveal no" 
significant difference between smoggy and non- 
smoggs' periods, and the lung volume measure¬ 
ments, on the whole, showed definitely more im¬ 
pairment after subjects breathed the filtered air. 
Spirograms were obtained on 10 normal subjects 
(aged 22 to 34 years), employees of tlie laboratory' 
or tile hospital, during smoggy' and nonsmoggy 
periods. Spirograms were again made after the 
subjects breathed filtered air for two to four hours, 
and no significant changes were noted. These data 
were not included in table 2, since the volume of 
residual air was not measured. 


subjects for the nonsmoggy period was 224.8% as 
compared to 227.67<> after lircathing of the filtered 
air for 18 to 20 hours. The average residual percent¬ 
age of total lung capacity after breathing of the 
clear air was 57.4% and after breathing of filtered 
air for 18 to 20 hours 58.4%, or no significant change 
(fig. ID). 

The measurements of total vital capacity', the 
timed vital capacity for three seconds, the maximal 
breathing capacity, the alveolar nitrogen concen¬ 
tration after seven minutes of breathing o.xy'gen, 
and the ventilation factor showed no significant 
average change during either smoggy or non¬ 
smoggy' periods after subjects had been e.vposed to 
the filtered air for 18 to 20 hours (table 2). Tlie 
decrease noted in the volume of residual air, al¬ 
though of small magnitude after 18 to 20 liours of 
e.xposure to filtered air during smoggy periods, was 
significantly different from tire results obtained 
after short e.\posure (two to four hours) to filtered 


Table 2—Effect of Type of Air Breathed on Lung Volume Measurements in Six Exposure Groups" 


A n 0 D E !• 

— . -x/- .. . -- ■■■ "— -A.-- / . .A.,, . .. . .. 




FilterctiJ 

V- 

Filtered 


Flltcreil 


Filtered 





Dctcnnlnatlons 

Vital capacity (supine) 

Sniogt 

(2*4 Hr,) 

Clears 

(24 Hr.) 

Smog 

1 

K 

Clear 

(16-20 Hr.) 

Smog 

(40-B0 Hr.) 

Clear 

(40-05 Hr.) 

Obserced, ml. 

3.32S 

8.W4 

3.039 

3.50S 

2,537 

2^584 

2,532 

2,460 

3,143 

3,318 

3,699 


7c ol predicted. 

Timed vital capacity (3 see.) 

5.3.0 

70.5 

53.2 

50.4 

CS.C 

69.0 

71.4 

C9.3 

79.9 

».3 

90.0 

W.O 

Observed, ml. 

2.191 

1,003 

3,493 

3,192 

1,925 

1.021 

1.494 

1,39.5 

2,171 

2,360 

2,376 

2,4rci 

60.3 

7o ot predicted. 

Maximal brenthlac; caoncity 

57,2 

51.2 

73.0 

67.3 

52.8 

52.7 

43.7 

40.8 

55.6 

60.3 

^.3 

Obsen'ed, Uters/rnlo. ... 

4S,fi 

45.3 

105.6 

101.0 

47.0 

47.0 

30.8 

29.4 

55.6 

60.0 

r/iJi 


7c ot predicted. 

Alveolar nltroBcn value alter 7 min. 

43.3 

40.4 

70,C 

68.2 

44.7 

44.7 

32.1 

30.0 

47.9 

61.7 

52.3 

49.0 

of breathine oxygen, % . 

Residual air 

G.83 

6..50 

2.20 

2.68 

6,01 

6.30 

6.56 

0.95 

3.29 

2.50 

2,29 

1.16 

Observed, ml. 

3,007 

3,809 

I,G41 

2.051 

2,671 

2,31S 

3,412 

3,455 

2.D70 

2340 

273.9 


2,694 

7o ol predicted. 

220.4 

239.5 

122.1 

152.6 

155.2 

167.0 

224.8 

2’27.6 

203.4 

184.7 

As Co ot total lung capacity. 

45.2 

62.5 

29.4 

35.0 

60.3 

47.3 

57.4 

,'>8.4 

48.0 

54.1 

43.4 

41.7 

43.2 

57.0 

tentilatlon factor, . 

G0.4 

4G.5 

75.4 

67.4 

52.4 

53.5 

43.9 

43.0 

59.C 

57.8 


•Group A: 14 subjects (2 women), uv. oge 59 yr.. uv. catculnted body surface area 1.75 sq. m.; group D: 7, 30 yr., 1.50 sq. m • croun C* i*? (a 
women), 5S yr., 1.72 sq. ni.; group X>: 7 (2 women), w yr., 1,71 sq. m,; group E: 22 (5 women), W yr., 1.75 sq. ra.; group F: 3 (i woman) 13 vr 
1.5fi sq. m. 

ISmog: breathing Xos Angeles air during smoggy periods. 

JFiltered: breathing nir filtered over activated ctirhon to remove smog. 

IClear: breathing Los Angeles air during nonsmoggy periods. 


The volume of residual air as percentage of the 
normal predicted was compared in 13 subjects 
breathing the Los Angeles smoggy air (185.2%) and 
after breathing of filtered air for 18 to 20 hours 
(167.0%). In seven cases tlie comparison was made 
after breathing of Los Angeles clear air (224.8%) 
and after breathing of filtered air for 18 to 20 hours 
(227.6%). During Ae smoggy period the figure for 
residual air was slightly lower in eight cases, there 
was no significant change in three, and there was 
a slight increase in two cases (fig. 1C; table 2). In 
10 of tlie subjects tliere was a slight decrease in the 
residual percentage of total lung capacity and in 3 
a slight increase on breathing of filtered air (fig. 
ID). The average percentage of total lung capacity 
after breathing of the smoggy air was 50.3% and 
after breathing of filtered air for 18 to 20 hours 
47.3%. The measurements obtained during the clear 
air period revealed no significant change, e.xcept 
for one case in which tliere was an increase. The 
average percentage of residual air for the seven 


air. There was no significant change in the lung 
volume measurements in the group of subjects 
studied during nonsmoggy periods after they liad 
breathed filtered air for 18 to 20 hours. 

In 22 subjects the percentage of residual air was 
compared during smoggy periods and after breath¬ 
ing of filtered air for 40 to 90 hours, with an average 
time of 55 hours (fig. 2A). The absolute volume of 
the residual air was decreased in all 22 after pro¬ 
longed breathing of filtered air (173.9%) as com¬ 
pared to breathing of Los Angeles smoggy-air 
(203.4%) (table 2; fig. 2A). Volume of residual air 
as a percentage of total lung capacity was de¬ 
creased in 21 subjects, witli no change in one 
when breathing filtered air for 40 to 90 hours 
(43.4% for filtered as compared to 48.6% for smoggy 
air [fig. 2B]). The average percentage of residual 
air in three subjects breathing clear Los Angeles 
air was 184.7%, and it was 188.3% after breatliing 
of filtered air for 40 to 66 hours. The residual per¬ 
centage of total lung capacity was 41.7% for the 
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nonsmoggy period as compared to 43.2% after 
breathing of the filtered air, or no significant 
change (table 2), 

In 14 subjects there was a slight increase in the 
maximal breathing capacity after breathing of 
filtered air for 40 to 90 hours, in 7 no significant 
change, and in one a slight decrease (fig. 2C). The 
average of the maximal breathing eapacity as a 
percentage of normal predicted for the 22 cases 
after breathing the smoggy air was 47.9, as com¬ 
pared to 51.7% after breathing of filtered air. 


J.A.M.A., Nov. It, 

cant change. The average of the timed vital capac¬ 
ity for three seconds while subjects breathed the 
Los Angeles smoggy air was 55.5%, as compared to 
60.3% after breathing of the filtered air. The venti¬ 
lation factor was increased from 54.17o on breath¬ 
ing of smoggy air to 59.6% with filtered air. There 
was no significant change in the timed vital ca¬ 
pacity for three seconds, the maximal breathing j 
capacity, or the ventilation factor in the three sub- < 
jects studied during nonsmoggy periods and after 
breathing of filtered air (table 2). , 



Bronchospasm was present in all cases. The maxi¬ 
mal breatliing capacity as a percentage of normal 
predicted was increased by one bronchodilator 
treatment from 1 to 30.0% (average 9.8% before 
and 7.8% after breathing of the filtered air). 

In 13 subjects there was a slight increase in tlie 
timed vital capacity for tliree seconds after breath¬ 
ing of the filtered air, and in 9 there was no signifi- 


The nitrogen washout time was studied with 
nitrogen meter in 14 subjects breathing smoggy 
and after breathing of filtered air for 40 htyrs 
more (fig. 3). In group A (average of five ^ 
the end tidal nitrogen concentration was 1'^ ® 

six minutes of breathing oxygen, an «sentia ) 
normal nitrogen washout time and indication o 
uniform air distribution in the lung. There was no 
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improvcinont in the nitrogen washout in group A 
after irrcatlring of filtered air (average washout 
time, 49 hours). In group B the nitrogen washout 
was moderately prolonged, and an impror’cnicnl 
was noted in four subjects after breathing of filtered 
ait (average, .“ad hours). In group C (average of five 
subjects) tiic nitrogen washout was markedly pro¬ 
longed, indicating extensive disturbance in the 
uniformity of air distiibution in the lung. The 
nitrogen washout was significantly improved after 
breathing of filtered air. (average, 53 hours), indicat¬ 
ing improvement in the uniformity of air distribu- 


tained on pulmonary compliance in a few cases 
with a method previously described,' ' but more 
data arc needed for evaluation. 

Measurements of the carbon monoxide-diffusing 
capacity of the lung, by means of the steady state 
method of Filley and co-workers,' ' were obtained 
on five subjects before and after their residence in 
the filtcred-air room for 44 to 64 hours (average, 
48 hours). Although the number of studies per¬ 
formed was too small to allow e\'aluation, no sig¬ 
nificant difference was observed in carbon mono.x- 
ide-diffusing capacity after breathing of filtered 



tion in Ore lung (fig. 3). Tire alveolar nitrogen con¬ 
centration was slightly lower with breathing of 
filtered air as compared to smoggy air (table 2). 

Comment 

In these studies, during smoggy periods in the 
Los Angeles area a significant improvement in lung 
volume could be measured quantitatively in sub¬ 
jects with emphysema after breatliing of filtered 
air for 40 hours or longer. No significant changes 
were observed in volunteers without significant 
emphysema studied in a similar manner. An ade¬ 
quate number of studies-has not been obtained to 
permit a comparison of blood-gas exchange meas¬ 
urements during smoggy periods, but preliminary' 
data indicate that such changes are not as marked 
as those in lung volume. Studies have been ob- 


air, whereas there was a significant decrease in tlie 
residual air measurement. Carey’® has reported 
impairment of diflFusion capacity' as a result of air 
pollution in Cincinnati. 

The most significant improvement in lim« vol¬ 
ume measurements witli breathing of filtered air 
was the decrease in the volume of residual air in 
the subjects with emphysema. The residual air 
measurement in persons widr chronic pulmonary' 
disease has a very' wide spread wth respect to tlie 
normal predicted value, one greater than that of 
any of the other tests of lung function used. In 
patients with emphysema the volume of residual 
air may be increased by bronchospasm, which fr^ 
quently occurs during episodes of infection with 
retained secretions. Edema of the bronchial wall 
produces narrowing of the lumen, similar to 
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bronchoconstriction, also impairing the uniformity 
of air distribution in the lungs. Breathing of Los 
Angeles polluted air appears to induce similar 
changes in patients witli severe chronic pulmonary' 
disease. E.vxjosure lasting Lvo or more days is prob¬ 
ably required to attain tlie maximal effect. A similar 
delayed effeet before tlie pre^'ious condition was 
restored was noted after the smog was removed. 
The data in this study indicate tliat when the sub¬ 
jects breatlied filtered air for less tlian 40 hours, 
such as 18 to 20 hours, the improvement was ver)' 
much less, with only shght decreases in the volume 
of residual air and no significant change in die 
timed vital capacity for three seconds or the maxi¬ 
mal breatliing capacity. 

No improvement was noted after breathing of 
filtered air for two to four hours, and the average 
measurements in these studies showed even poorer 
results. The increased impairment of lung volume 
after the breatliing of filtered air for tivo to four 
hours probably represents the effect of fatigue on 
tlie subjects, since all of tlie measurements were 
performed on the same day. The numerous meas¬ 
urements required to complete the study, with the 
close check of the volume of residual air, were 
verj' fatiguing for many of tlie subjects, especially 
those with severe emphysema. This factor was re¬ 
moved during the medium-to-long-exposure tests 
in the filtered-air room. The studies were done on 
separate days and every attempt was made to mini¬ 
mize the effects of fatigue. This meant the elimina¬ 
tion of some tests that would have been desirable 
for tliis study but were objectionable to some sub¬ 
jects (such as arterial puncture) and use of the tests 
preiiously discussed which could be performed on 
all tlie volunteers with minimal discomfort and 
which appeared to be most apt to detect slight 
changes. 

The moderate duration (18 to 20 hours) in the 
filtered-air room produced a slight improvement in 
the subjects with emphysema but no significant 
change in the group without this condition. The 
decrease noted in the volume of residual air after 
breathing of filtered air for 18 to 20 hours during 
smogg>' periods, although of small magnitude, was 
different from tlie result obtained after the short 
exposure (2 to 4 hours) to filtered air. Tlie subjects 
studied during nonsmogg)^ periods had no signifi¬ 
cant change in lung volume measurements after 
breatliing of filtered air for IS to 20 hours. 

The data on die 22 subjects studied during 
smogg)' periods before and after breadiing of fil¬ 
tered air for 40 hours or more are impressive be¬ 
cause of the reduction noted in the volume of 
residual air in all cases and of the significance of 
diis reduction in terms of physiological changes in 
the lungs. There was also a;significant improvement 
in the timed wtal capacity for three seconds and 
the maximal breathing capacih', although the mag¬ 
nitude of diese changes was not as great nor as 
consistent as was that in the residual air measure¬ 


ment. In diree subjects studied initially during non- 
smoggy periods and then placed in the filtered-air 
room for 40 hours or more there u'ere no significant 
changes in the measurements obtained. 

Improvement in the uniformity of air distribution j 
in the lung on breathing of filtered air (as demon- ! 
strated by the nitrogen washout curve) was most i 
marked in tlie patients with severe emphysema, i 
less marked in those with a moderate degree of ; 
emphysema, and lacking in the absence of signifi¬ 
cant emphysema (fig. 3). Bronchospasm, edema of 
the bronchial wall, and retention of mucus and 
secretions, occurring in the presence of infection 
superimposed on emphysema, increases the non¬ 
uniformity of air distribution in the lung. 

It would appear most likely that the improve¬ 
ment noted on breathing of filtered air results from 
tile removal of substances in smog which irritate 
the bronchial mucosa. A long period of time was 
required to obtain the maximal reversal of the 
changes resulting from prolonged breathing of 
smoggy air (40 hours or more). It does not appear 
that the longer periods of filtered-air breathing 
(up to 90 hours) were significantly more effective 
than 40 to 50 hours, but tlie 40-hour intenml was 
significantly better tlian the 18-to-20-hour interval. 
Kotin and Falk ® have demonstrated that smog 
affects the ciliary movement of the bronchial mu¬ 
cosa, and this could be a factor favoring the reten¬ 
tion of secretions during smoggy periods. After 
staying in the filtered-air room for two to tliree 
days, some of the subjects with severe emphysema 
had a marked increase in the amount of secretions 
raised. Removal of the irritating effects of smog, 
witli an improvement in tlie ciliary action of the 
bronchial mucosa, could represent a significant 
factor in promoting the bronchial drainage noted 
clinically. 

These studies indicate that tlie impairment pro¬ 
duced by breathing smog aggravates the pulmonarj 
insuflBciency already present in chronic pulmonaq 
disease. This response may be reversed by remov; 
ing tlie smog from the air breathed, but there is a 
delay in the disappearance of such adverse effects. 
These data also indicate a lag in the onset or th® 
maximal effect from breathing of smoggy air, so 
that a delay of two days or more could be expecte 
before the maximal adverse effects were produce 
by the concentrations of the pollutants that now 
exist in the Los Angeles basin. Delayed response 
has been observed clinically during acute episo es 
of air pollution such as occurred in die Meuse 
Valley in Belgium, in Donora, Pa., and in London. 

The healtli aspects of air pollution 
garded of sufiBcient importance in 1955 by the 84 ' 
Congress to merit scientific study and passage e 
Public Law 159, which established the air pollution 
medical program of the division of special hea j 
servrices. Department of Health, Education, no 
Welfare. This agency was instructed to deteirnjne 
whether or not and in what ways air pollution 


Vo!, 171, No. 11 


LUNG \'OLUME MEASUREMENTS-MOTLEY EX AL. 


149/1477 


modified licalth among human populations.''' That 
smog constitutes an important hcaltlr problem in 
Los Angeles was indicated by the resolution pro¬ 
posed by the smog committee and adopted on 
Dee. 8, 1958, by the council of the Los Angeles 
Counh' Medical Association, as follows: “The Smog 
Committee of Los Angeles County Medical Asso¬ 
ciation reiterates that air pollution represents a 
present deleterious influence on the public health, 
as well as an imminent danger of catastrophic pro¬ 
portions. There arc many different air pollutants 
which are injurious to health. E\’ery opporfunit)’ 
should be taken to diminish them. Sulfur dio.xide is 
one of the harmful components of air pollution 
which must be controlled." 

The reaction of the air pollutants with other 
substances may increase their toxicity as combined 
smog and fog. Amdur has .shown that an aerosol 
of sodium chloride markedly increases the acute 
effects of low concentrations of sulfur dioxide on 
airway resistance in the guinea pig. Sulfur dioxide 
concentrations in Los Angeles air are highest at 
night and at a time when fog is more prevalent. 

Activated carbon filters have been recommended 
for use both at home and in the office by patients 
with severe emphysema residing in smoggy areas. 
Some new buildings erected in Los Angeles ha\'e 
air conditioning combined with air filtration over 
activated carbon to remove smog. Portable acti¬ 
vated carbon filters are being used at the Hospital 
of the Good Samaritan during periods of severe 
smog as a part of tlie treatment regimen for some 
patients with advanced pulmonary emphysema. 
Tlie use of the carbon filter has been observed 
clinically to be of significant value in treating the 
patient with severe emphysema who suffers super¬ 
imposed infection and bronchial obstruction in the 
presence of smog. The adverse effect of smog as 
demonstrated in this study provides a rational basis 
for the use of carbon filters and justifies their 
expense. 

Conclusions 

Significant objective quantitative improvement 
in the ventilatory characteristics of persons with 
severe pulmonarj' emphysema occun'ed after fil¬ 
tered air was supplied to replace the smoggy air of 
Los Angeles. The severity of the emphysema was 
aggravated by smog, but tliis effect could be re¬ 
versed by breathing of filtered air for 40 hours or 
more, which demonsti'ated a delay in the disappear¬ 
ance of the effect. Measurement of residual air was 
the most sensitive test used in this study, and an 
increase in this measurement represents an early 
effect of smog. No significant changes in lung vol¬ 
ume measurements were demonstrated from the 
breathing of filtered air as compared to smoggy air 
by the essentially normal person. 

The use of activated carbon filters both at home 
and in tlie office has been recommended for pa¬ 
tients with severe emphysema residing in smoggy 


areas. These studies suggest that the Los Angeles 
smog could present a serious problem for the per¬ 
son with chronic respiratory disease during pro¬ 
longed periods of adverse iveather conditions with 
high concentrations of air pollutants. 
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This invesfig.ition was supported in part by a research 
grant from the National Institutes of Health, U. S, Public 
Hc.alth Sen'icc, .mcl in part for one year by n research grant 
from the state of California, Department of Public Health, 

lleferenecs 


1. Firkct, J.: Sur Ics causes ties accidents .surwmis dans la 
vallec do la Meuse, lors des brouillards dc dicembre 1930: 
Resnltats do rc.vpcrtisc judiciarc faitc par MM. Dehalu, 
Sehoofs, Mage, Batla, Bosy ct Firket, Bull. Acad. roy. de 
med. dc Belgique 11 ;683-741,1931. 

2. Schrenk, H. H., and others: Air Pollution in Donora, 
Pa.: Epidemiology of Unusual Smog Episode of October 
1949, Bulletin 306, Department of Health, Education, and 
Welfare, U. S. Public Health Sen’icc, 1949. 

3. Logan, W. P. D.: Mortality from Fog in London, Jan- 
luary 1956, Brit. M. J. 1:722-725 (March 31) 1956. 

4. Chambers, L. A,; Air Pollution: Where Does It Come 
From? Proceedings of National Conference on Air Pollution, 
Public Health Service Publication 654, 1959, pp. 34-38. 

5. Haagen-Smit, A. J.; Chemistry and Physiology of Los 
Angeles Smog, Ind. Eng. Chem. ■l■^;1342-1346 (June) 
1952. 

6. Kotin, P., and Falk, H. L.: Local and Systemic Re¬ 
sponses to Expcrimcnlal Exposure to Atmospheric Pollutants, 
in Proceedings of Third Nation,a] Air Pollution Symposium, 
Pasadena, Calif., April, 1955, pp. 141-149. 

7. Griswold, S. S.; Chambers, L. A.; and Motley, H. L.: 
Report of Case of E.vposure to High Ozone Concentration 
for Two Hours, A. M. A. Arch. Indust. Health 15:108-110 
(Feb.) 1957, 

8. Haagen-Smit, A. J., and others; Investigation on Injury 
to Plants from Air Pollution in Los Angeles Area, Plant 
Physiology 27:18-34, 1952. 

9. Motley, H. L.: Clinical Pulmonary Physiology: 2. De¬ 
tection of Early Lung Function Changes in Industrial 
Exposure, Indust. Med. 22:262-267 (June) 1953. 

10. Motley, H. L.; Comparison of Simple Helium Closed 
with Oxygen Open-circuit Method for Measuring Residual 
Air, .Am. Rev. Tuberc. 70:601-615 (Oct.) 1957. 

11. Motley, H. L.: Use of Pulmonary Function Tests in 
Disability Appraisal: Including Evaluation Standards in 
Chronic Pulmonary Disease, Dis. Chest. 24:378-389 fOrt 1 


12. Motley, H. L.: Studies on Clinical Ex’aluation of 
Nitrogen Washout with Nitrogen Meter, to be published 

13. Motley, H. L., and Kuzman, W. J.: Cig.arette Smoke- 

Its Effect on Pulmonary Function Measurements Califom,-.! 
Med. nn:211-220 (March) 1958. ’ 


14. Filley, G. F.; Macintosh, D. J.; and Wright, G. W ■ 

Carbon Monoxide Uptake and Pulmonary Diffusing Capacity 
in Normal Subjects at Rest and During E.xercise T ri: ^ 
Invest 33:530-539 (April) 1954. ’ ' 

15. Carey, G. C. R.: Lung Function Changes in Patients 

with Cardiorespiratory Disease Exposed to Naturaib’-Oocu 
ring Air Pollutants, in Proceedings of Second Air Poll/" 
tion Re.search Planning Seminar, Cincinnati, Feb. 3-7 joco' 
Department of Health, Education, and Welfare U 9 ’p vi- 
Health Service, 1958, pp. 74-83. . ’ ' -^“bhe 

16. Heimann, H.; Emik, L. O.; Prindle, R. a,. j p.., 

W. M.: Progress in Medical Research on Air Poll*,,tin n 
Health Rep. 73:1055-1069 (Dec.) 1958. ^ “L 

17. Amdur, M. O.; Influence of Aerosols uponRps • 

Response of Guinea Pigs to Sulfur Dioxide Am 
Hyg. A. Quart. 10:149-155 (June) 1957. ’ ■ 



150/1478 


J.A.M.A., Nov. 14, 1939 


PROBLEMS ASSOCIATED WITH ASPIRATION 
OF GRASS HEADS (INFLORESCENCES) 

Anthony P. Clery, M.B., B.Ch., F. Henry Ellis Jr., M.D. 

and 

Herbert W. Schmidt, M.D., Rochester, Minn. 


Aspiration of a foreign body is not uncommon 
and management of the resulting s\mdrome is 
standardized. However, it is less well known that 
the inflorescence, or flower-bearing part, of a grass 
may be inhaled and may cause characteristic pul¬ 
monary disease. The purpose of this paper is to 
bring this little-knoum clinical syndrome to the 
attention of physicians and to emphasize certain 
points in its diagnosis and management. 

The first reported case was diat of a young 
French nobleman, Armand de Bautree, who, it was 
reported in 1662, had carelessly put an ear of barley 
in his mouth. It adhered to his palate and he was 
unable to e.xtract it. The ear was aspirated. He 
endured “a \nolent fever accompanied by a great 
difBculb,' in breathing, a dry cough, aftenvard 
spitting of blood, sleeplessness, and a great pain 
in his right side. A tumor at length appeared on 
that side and a surgeon extracted from it an ear of 
barley. . . .” ' 

' - Jacksons "paper of 1952 dealing-wdth 35 cases of 
grass-head aspiration, including 7 from his personal 
files, is a classic in this field; in it is to be found 
.die bulk of the basic knowledge on this subject. In 
our review of the literature we have found 16 more 
• cases® and a search of the Mayo Clinic files re¬ 
vealed another 14. Information on these 65 patients 
forms the basis of this paper. 

Botanical Considerations 

The plant family Gramineae (grasses) is charac¬ 
terized by a topical head, or inflorescence, the unit 
.of w’hich is tire spikelet (fig. 1). These are arranged 
in rows and project upward at an angle from the 
rachis, or central axis, of the inflorescence. A spike- 
let is a group of one to five sessile flowers borne on 
a short axis or rachilla. At the base of the spikelet, 
enclosing the flower or flowers, are two bracts, 
called glumes. These are the lower glumes. Two 
otlier bracts, the flowering glume and the palea, are 
immediately adjacent to each flower. The glumes 
can be of various shapes, for example blunt, sharp, 
or boat-shaped. Some have a needle-like projection, 
or avvTi, which may be attached to its tip (terminal 
awm) or to its back (dorsal avm). The spikelets of die 
inflorescence may be eidier loosely arranged, as in 
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Gross heads, such as the inflorescences of 
timothy and barley, have on occasion been 
aspirated into the lungs, especially by chil¬ 
dren. Fourteen new cases are here added to 
51 described by previous authors. The 
foreign body usually descends info the right 
bronchus rather than the left. The inflores¬ 
cence of timothy is classed as nonextrusive; 
it generally remains in the bronchus until 
removed by bronchoscopy or pulmonary 
resection. Inflorescences like those of barley 
are classed as extrusive because they are so 
barbed that respiratory movements may carry 
them through lung tissue and pleura until 
they finally reach the outside through a sinus. 
Early symptoms after the aspiration are 
severe and alarming; pneumonitis invariably 
appears, often within 24 hours. On the basis 
'-obtheir.rown experience ~tbe authors recom¬ 
mend immediate bronchoscopy. If it foils 
they advise performing early thoracotomy 
rather than waiting for spontaneous ex¬ 
trusion. 


the genus Avena (oat), or tightly packed, as in 
Phleum pratense (timothy). The inflorescences of 
many grasses are often referred to as spikes. 

Among the 65 cases accurate classification of tlie 
grass head or inflorescence was a rarity. In 13 in¬ 
stances such nonspecific terms as grass spike, cereal 
spike, head of grain, head of grass, and ear of grain 
were used to describe the particle.® Most frequentiy 
only' a common name was used, such as barley, wild 
barley, oat, wild oat, wild wheat, 'rye, millet, rice, 
foxtail, and cattail. 

However, in some cases the inhaled inflorescence 
was accurately classified (table 1).® In 17 instances 
timothy grass inflorescences were apparently in* 
haled. The timodiy grass, Phleum pratense, is 
widely cultivated in the pastures of the well- 
watered northeastern sector and northwestern 
coastal areas of tire United States ’ as well as m 
Europe and the temperate parts of Asia and of the 
Southern Hemisphere (fig. 2).'* It is interesting that 
its aspiration has been reported only from North 
America. Jackson ° identified Phleum pratense m 
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sewn cases. W'oollcy published reiKa-ts of two 
instances of the aspiration of jui innoreseence of the 
“common timothy grass. ’ Tiic intloreseencc in eight 
of our patients was recorded as a timothy head and 
this probably was indeed Phlemn pialensc (cases 
1 to 8). In two cases in which the specimen was 
available we identified it as such (e.isiss 5 and 7). 

Many instances of aspiration of an inflorescence 
of the barley grasses (Hordemn) ha\e l)een re¬ 
ported. This genus is indigenous to the temperate 
zones of both hemispheres, and in the I’nitcf! States 
flourislies in the dryer grasslands of tire sonthwesl."* 
One variety, Ilorcleum niiirininn, wall barle>’, is 
well known to cattlemen (fig. 2). Its inflorescence 
can penetrate crevices in the mouths of animals 
and has killed horses and cattle b\' perforating 
their intestines." It was resironsible for the illness 
of one of Godfrey’s "" patients. M'indsor reported 



Fig. 1.—Diagrammatic representation of parts of inflores¬ 
cence or grass head. Inflorescence contains many spikelets 
which project at angle from rachis or central axis. Lower 
glumes, flowering glume, and palea all form chaff. Awn is 
whisker-like projection from dorsum or apex ( inset) of glume. 

a case in which a spike of Hordeum leporinum was 
inhaled, and in one of our patients the spike was 
that of Hordeum, probably murinum (case 14). In¬ 
cluding these three instances, and also one of our 
cases (case 12) in which tire barley was not clas¬ 
sified, aspiration of a barley spike has been re¬ 
corded 14 times.® We believe this number would be 
greater if accurate classification of the inflorescence 
were available in more of the 65 cases. 

Tile ne.xt most frequently inhaled grass heads 
belong to the genus Avena or Trisetum, the oats, 
and their aspiration has been reported in five cases. 
Accurate classification was available in two; these 
were Avena fatua and Trisetum flavescens.’® Be¬ 
cause of the loose nature of the infloresceiice it is 
likely that merely a spikelet was inhaled in most 
of these. In one of the reported instances the for¬ 
eign body was called “an oat,” “ while in a case of 
ours it was described, by the person who per- 


fonned bronchoscopy, as a “hull of oat with four 
spicules attached” (case 13). This genus has fairb^ 
typical inflorescences, and it seems reasonable to 
assume that these five cases are probably accu¬ 
rately classified. 


Table I.- 

-Typos of Grass Heads (Inflorescences) 
Accidentally Aspirated 

Oojjimoa Name Classifleation 

Him If V . 


IUp. 


l-'ttxtuil .. 


. 

hroKK* ........... 



The inflorescences of the rye and the foxtail 
genera, Secale and Alopeciirus, have also been 
aspirated a number of times.” It would seem to us 
that they could easily be mistaken, by the ine.xpert, 
with each other and with those of Hordeum, Tri- 
tieum, and Bromus (barley, wheat, and brome 
grasses). Borrie’s patient aspirated an inflorescence 
of the brome grass, Bromus catbarticus, and died. 
Two of our patients inhaled inflorescences that in 
the operative note were called sandburs. Since these 
are so typical in appearance we feel that, indeed, 
thev probably belong to the genus Cenebrus (cases 
9 and 10). 



Fig. 2.—Inflorescences of timothy (Phleura prafense) and 
wall barley (Hordeum murinum). Insets represent their 
respective spikelets (enlarged). Glumes and awns projecting 
at angle from inflorescence prevent its expectoration, and, 
those of barley being stiller and more resilient, may allow 
it to be driven through lung and chest wall. 

Pathology 

When an inflorescence is aspirated it always 
enters the respiratory passages with the stump of 
the rachis (or rachilla in the case of a spikelet) lead¬ 
ing and with die glumes and the awns, if present, 
trailing. Tliis has bearing on its subsequent be¬ 
havior. 
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Clinically there are two types of inflorescence: 
One remains in a bronchus unless removed at en¬ 
doscopy, while tlie other is forced, by respiratory 
movements, toward the periphery of the lung and 
sometimes even through the chest walld* We refer 
to the first tj^Je as nonextrusive and to the second 
type as extrusive. The inflorescences of different 
genera of grasses have varying characteristics and 
these, to a large extent, determine the type. 

The spikelets of the genus Phleum, to which 
timothy grass (Phleum pratense) belongs, lie flat 
against the rachis and are small and crowded, form¬ 
ing a cylindrical inflorescence. The glumes of timo¬ 
thy, about 2 mm. in length, are tliin and mem¬ 
branous, lack an a%vn, and become soft when 
moistened on inhalation (fig. 2). There is some 
tendency for an inflorescence of this species to 
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the nonextrusive type and postulate that the short 
stiff spines projecting in all directions from these 
small, roughly spherical inflorescences prevented 
their being forced deeply into the lung. 

Incidence 

As is usual with aspirated foreign bodies, the 
majority of patients are young children, although ] 
adults and adolescents are not immune. In only 14 * 

of 55 cases in which the age was recorded was the 
patient more than 10 years old. The sex was re¬ 
corded in 50 patients—31 males and 19 females. 
Since grasses flower in the warmer montlis, it is 
obvious that most patients become afflicted in either 
summer or autumn. The month of aspiration, re¬ 
corded in 13 of our cases, fell between the first of 
May and the end of October in every instance. 


Table 2.—Data on Fourteen Mayo Clinic Patients Who Aspirated Grass Heads 


Case 

Sex 

Age First 
Seen, Tr. 

Month Inhaled 

Inflorescence 

site* 

Length ot 
Lodgment 

Treatment 

Results 

1 

ii 

lS/12 

June 

Timothy, 1.0 x 0.4 cm. 

L.M.B. & L.B.B. 

3 day (?) 

Bronchoscopy 

Recovery; accidental 
death 14 yr. later 

o 

it 

s 

June 

Timothy 

R.L.L. 

2C mo. 

Bronchoscopy 

Residual bronchiecta* 
sis, lobectomy 10 yr. 
later, eventual re* 









covery 

3 

M 

20 

June 

Timothy, 5.6 x 0.5 cm. 

R.L.)C,. 

7 day 

Bronchoscopy 

Recovery 

1 

M 

12/12 

August 

Timothy 

R.M.B. 

1 day 

Bronchoscopy 

Recovery 

6 

M 

5 0/12 

October 

Timothy, 2.5 x 0,5 cm. 

R.L.I,. 

9 mo. 

Seementectomy 

Recovery 

6 

M 

2 9/12 

.Tuly 

Timothy, 1 In. lone 

R.L.L. 

20 hr. 

Bronchoscopy 

Recovery 

7 

M 

3 8/12 

June 

'timothy, 4x1 cm. 

R.L.L. 

34 mo. 

Lobectomy 

Recovery 

S 

M 

13/12 

June 

Timothy 

L.M.B. 

10 hr. 

Bronchoscopy 

Recovery 

9 

F 

2 0/12 

May 

Sandbur 

R.L.L. 

22 mo. 

Bronchoscopy 

Recovery 

10 

F 

13/12 

.Vuguat 

Sandbur 

R.M.B. 

5 mo. 

Bronchoscopy 

Recovery 

11 

M 

18 

October 

Cattail (?) 

R.L.L. 

Syr. 

Lobectomy 

Recovery 

12 

M 

5 

September 

Barley (?) 

L.L.L. 

14 mo. 

Bronchoscopy 

Recovery 

IS 

F 

8/12 

July 

Oat (splkelet?) 

R.M.B. 

1 day 

Bronchoscopy 

Recovery 

14 

F 

11 8/12 

Unknown 

Hordoum (murlnum ?) 
Oiarley) 

R.li.L. 

9 yr. 

Lobectomy 

Recovery 


•L.M.B. = left mnin bronchus; LX.L. = lcft lovrer lobe: R.LX.= right lower lobe; R.M.B. = right main bronchus. 


migrate dowm the bronchus, but this tendency is 
not great enough to drive it through the lung. 
Timothy is of the nonextrusive type.” 

The spikelets of barley grass, on tire other hand, 
are set at an acute angle to the central rachis of the 
inflorescence, their glumes and axvns are stiff and 
resilient, especially in autumn, and they are not 
affected by' moisture. Therefore, they act like the 
barbs of a fishhook and prevent extraction of the 
grass head (fig. 2). Inflammation and liquefaction 
in front of die spike often allow its progression 
tlirough the Ivmg and chest wall, and it reaches the 
outside through a sinus.® Woolley' has noted that 
if it is aspirated during early summer, while soft 
and immature, the spike does not perforate the 
chest wall. 

The inflorescences of most of the other grass 
genera behave like barley and are grouped into the 
e.xtrusive ty’pe. Hoxvever, in the hvo cases in which 
a sandbur was inhaled tlie bronchoscopist was able 
to extract it. In both it had lodged in a large bron¬ 
chus, namely, the right lower-lobe bronchus and 
the right main bronchus respectively (cases 9 and 
10). We have classified sandburs as belonging to 


Symptomatology 

In many of tire reports detailed clinical data are 
lacking, and we have found that anything ap* 
proaching a full statistical analy'sis is impossible. 
The following discussion of symptomatology, 
fore, will be conducted in a general manner (table 
2 ). _ 

Diligent questioning frequently elicited a history 
of the accident. The child may' have been seen 
playing with or "smoking” a grass head. Sometime 
it is thought to have been inhaled or swallowed. 
Six of our patients (cases 1, 3, 4, 6, 8, and 13) came 
to the clinic within a week of their accident. Five 
gave a history of aspirating a grass particle and one 
was sent by a physician who suspected a forei^ 
body. Our remaining eight patients had retaine 
their inflorescences for periods ranging from nre 
months to nine years; five of these (cases 2,5,10,1 > 
and 12) gave a history of inhaling or “swallowing 3 
foreign body which, in three, was knou'n o 
have been a grass head. One patient (case 9) n^ 
a sudden onset of respiratory symptoms, but aspira¬ 
tion of a foreign body does not seem to have been 
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' temsiderccl. In tlic othor two patioiUs (cases 7 and 
-M4) there was neither a history of aspirating a for- 
■ reign hod\' nor a liistory of the onset {)f aiaile s\’nip- 
•' toms. All these eight patients had been under a 
physician’s care many times and had been hospital¬ 
ized once or more during their illness. Hronchos- 
:;copy had been performed on si.s of thc'si' patients 
'•chefore they came to us, but the diagnosis of an 
^aspirated foreign body had not been madi‘. Two 
L:of the eight patients had been treated for pnimo- 
p.mar}’ tuberculosis, and one had spent 14 months in 
y-a sanatorium; tuberele bacilli were identified m 
“neither case. 

The initial symptoms, while common to inhala- 
-tion of all foreign bodies, arc frightening to the lay 
:.;observer. There is sudden choking, coughing, and 
-cyanosis, and gagging, retching, and s’omiting are 
common. Jackson " lias pointed out that an asthma- 
loicl wheeze, although uncommonly noted b\- the 
lay observer, is an almost invariable initial symp- 
- tom. This was a presenting symptom in three of 


apparent: The temperature is elevated, there are 
drowning sweats and chills, the child becomes 
w'i/.encd and fails to gain, and thoracic osteo¬ 
arthropathy ma\' be noticed. 

Hemoptysis is common. It is usually recurrent 
and may even occur daily. Massive hemorrhage 
may occur,'"' but small amounts of blood are tlie 
rule. Eight of our patients reached tlie chronic 
stage; hemoptysis w'as recorded in five. Before 
coming to the clinic one (case 12) had coughed up 
blood so many times that he needed several blood 
transfusions. Another patient (case 14) had a severe 
hemoptysis, amounting on one occasion to a pint. 
One of the ph)'sicians w'ho saw’ this patient before 
she came to us suspected a vascular tumor. Anemia 
would be expected, but in our eight patients w'ho 
reached this chronic stage the concentration of 
hemoglobin w’as not significantly depressed. 

Although pain has not been frequently men¬ 
tioned, either in our cases or in the previously 
published cases, it must be a feature in many. It 



^ Fig. 3.—Roentgenograms from patient in case 8, showing obstructive emphysema of left lung. Timothy grass inflorescence 
that lodged in left main bronchus was removed 10 hours after its aspiration. Roentgenograms were taken during (left) in- 
^Piration and (right) expiration. 


our 14 patients (cases 4, 7, and 9); two of these, in 
( "'oom the grass bead bad been present for many 
oiontlis, bad continuous w’beezing. After tire star¬ 
tling initial stage a symptomless interval ensues. 
During it there may be an occasional couglr or 
wheeze and the child may be apprehensive and 
sleepless (case 6). 

Invariably pneumonitis develops quickly, often 
within 24 hours, and with it rapid pulse, fever, and 
labored respiration. It is usually thought to be sim¬ 
ple pneumonia. Paroxysms of coughing may con¬ 
tinue, with attacks of choking and cyanosis. In time 
the cough becomes productive and the sputum 
purulent and often blood-streaked. Later there is 
frankly foul expectoration and the breath is fetid. 
All tile stigmata of chronic pulmonary disease are 


can be due to pleurisy over the inflammatory proc¬ 
ess in the underlying lung and it must be excruciat¬ 
ing when a grass bead burrow’s through the chest 
w'all.' A foreign body in the right low’er lobe can 
cause right-sided abdominal pain and even muscle 
rigidity. This bad led to appendectomy in four 
patients; all the appendixes w'ere normal and their 
removal gave no relief.’" Spontaneous expectoration 
of a timothy bead has not been reported, but in 
three cases an extrusive inflorescence has been 
coughed up." In all, massiv'e bemorrliage was a 
feature. One patient needed emergency lobectomy 
under heroic conditions for its arrest.'"’ Verrotti 
made the interesting observation that the grass 
head, in liis case, w’as e.xpectorated in the center of 
a large clot. 
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Physical Signs.—The physical signs are usually lying tendency to emphysema or atelectasis. In 

found over the base of the right lung. The right case 1 a roentgenogram taken about tlirec davs 

bronchus is more vertical tlian the left and is there- after the aspiration of a timothy head showed 

fore the usual lodging site of a foreign body. The consolidation of the left upper lobe superimposed on 

side in which the inflorescence had lodged is re- lobar collapse (fig. 4). The grass inflorescence was 

corded in 42 of the 65 cases; it was the right in 38. found lying in the left main bronchus and ohstniei- i 

Referring to grass heads, Woolleyhas pointed ing the branch to the upper lobe. Mflien chronic I 

out that “. . . lack of densiU' [of an inflorescence] disease of the lung has developed, the x-ray find- | 

precludes either complete or ball-valve bronchial ings are somewhat nonspecific. There is tipically -j 

obstruction and development of massive atelectasis an area of persistent pneumonitis in the afieclek s 

or emphysema.” However, as Jackson ' mentions, base, usually the right (fig. 5a). Bronchiectasis often | 

these processes do occur, although perhaps to a seems the likely diagnosis. Bronchoscopy should be (( 

lesser degree than with some other foreign bodies. undertaken; if no foreign body is found, broncho- t 

There is decreased expiratory' excursion on the grams should be made and these will usually con- f 

affected side. Resonance is diminished or increased, firm this impression. 1 



Fig. 4.— Left, posteroanterior and right, left lateral roenlgenograpliic views from patient in case I, demonstrating acute 
pneumonitis superimposed on collapse of left upper lobe. Inflorescence of timothy grass was removed from left main broa- 
chus after stay of about three days. It had obstructed orifice to left upper-lobe bronchus. 


depending on whether there is collapse or obstrue- 
tive empby'sema. Breath sounds are diminished or 
absent. 

The pneumonitis caused by an inflorescence is 
characterized by' a large amount of inflammatory' 
e.xudate which fills up the adjacent bronchioles and 
bronehi. Then breath sounds cannot be transmitted, 
so they' are decreased or absent. In true pneumonia, 
tubular breatliing would be heard." In chronic 
cases there are signs of retained bronchial secre¬ 
tions and persistent pneumonitis in the base of the 
affected lung. 

X-ray and Bronchoscopic Findings.—In the early 
stage thoracic roentgenograms show localized em¬ 
physema or collapse. In case 8 a roentgenogram 
taken 10 hours after the accident showed obstruc¬ 
tive emphysema on die left (fig. 3). A head of 
timothy grass was removed from the left main 
bronchus. When pneumonitis ensues, the picture 
of consolidation will be superimposed on die under- 


Treatment 

When possible, endoscopic removal is performed. 
In the total of 19 cases of nonextrusive inflorescence 
there were 17 timothy heads and 2 sandburs (cas^ 
9 and 10), and bronchoscopic removal was possib e 
in 16. In three of the timothy-grass cases in " ^ , 
thoracotomy was necessary the grass head ha 
been in the bronchus for 9, 10, and 18 montnSi 
respectively, while of the 14 patients who ha 
aspirated timothy heads and on whom endoscopy 
was successful all but 2 retained the foreign ho ) 
for shorter periods, namely, 9 months in one an 
26 months in the other (case 2) (fig. 5). The patien 
in case 2, it is interesdng to observe, had a Innen 
tomy done elsewhere 10 y'ears later for 
bronchiectasis. It would seem that when a ' 
inflorescence is present for more than nine mon > 
resection is usually necessary. There were no dea 
in patients who aspirated a nonextrusive ti'pe 
inflorescence. 
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Of the 63 pationt.s -16 prolial)])’ iiilialKi .ui r\(ni- 
•e grass lieail Of thc.so, actual cxlnision 
jck'sl wall or llic loin took place in 31 ,mil s[ii>m 
icons c.vpcdoration in 3 ." In onh il/n< m.,- 
mclioscopy successful. Resection w.is 
scvt'ii (fig. 6 ). Of these 40 jratients 2 liu-.j 
Mhw-tip Obsrmilions.—The results nl l. 11, 
examination were availahic on all t>m p.ihni 
the time of preparing this report. Isucpi I'.i .u. 
;icnt who died accidentally, all ua-if \\> !l , , 

1 C had any respiratory .symptoms, lin . u 
ic roentgenograms were available' from ■ 
patients, two of whom (ca.ses .3 and Hr I..., 
lirated an inflore.scencc which was rcm.r,..' 
inchoscopically and two of whom (c as('s 7 .til'! 
had originally required lobectomy. Xoiic dom 
trated any disease of the lungs. 

I! the literature the information eoncerniue l.iti 
alts is rarely detailed. Most patients base ajip.u- 
ly recovered fully; however, bronchiectasis doi-s 
m to be a rare sequela. Reference has been ina.Je 
me such case, and ^\^oollcy recorded f\\ .j more 
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X 3.— a, roentgenogram of patient in ease 2, slioning 
Inonitis in base of right lung. Similar findings were 
Alt in many eases, b, timothy grass head, aspirated *.6 
eiis previously, was removed at bronchoscopy from nglil 
sr-lobe bronchus of patient in case 2. 


fevhich minimal bronchiectasis, largely asympto- 
Itic, was found four and six years, respectively, 
ter bronchoscopic removal of the grass hea s. 


I'M I patients died as a diiect result of inhaling 
.1 m.iss head, an e.vtrusive h'pe in each instance. A 
12-\imi .lid hoy, reported on by Herbert Mayo in 
I's'ki leipjicncd to have an ear of rj'e in In's moutli 



Fig. C.— Top, roentgenogram of patient in case 7, show¬ 
ing pneumonitis in right lower lobe. It is similar to that in 
figure 5. Bollom, resected segment from right lower lobe. 
When it w'as sectioned, timothy head, surprisingly well 
preserved after having been inlialed 34 months previously, 
was found in bronchiectatic cavity. 


while riding in a carriage. The carriage gave a jolt 
and the ear of rye disappeared. Later the patient 
died. Autopsy disclosed an abscess involving the 
liver and lungs. “On inspection, the ear of rye was 
found sticking, part in the liver, prart in the lungs.”"* 
Borrie ■” reported on a female infant, one year of 
age, who was admitted to the hospital in extremis. 
She appeared to have bronchopneumonia and was 
placed in an oxygen tent. Unfortunatelj^ she died 
within two hours. At postmortem examination ab¬ 
scess of the lung, empyema, widespread collapse. 
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and bronchopneumonia were found. A head of 
brome grass (Bromus catharticus) measuring 6 by 
0.75 cm. was found in the pleural cawty.” 

Comment 

Despite the fact that many cases must ha\’e gone 
unreported, the aspiration of a grass inflorescence 
is obviously a rarity. However, it may lead to 
serious intrathoracic problems and we believe this 
diagnosis should be considered wlieii a child is 
suspected, of having inhaled a foreign body while 
out of doors during summer or autumn. 

Prevention, as in most diseases, is tlie most effec¬ 
tive means of combating tire problem, and aspira¬ 
tion of any foreign body is frequently due to care¬ 
lessness. As has often been pointed out,'the mouth 
should not be used for holding inedible objects. 
\Vlren infants are put on the grass they should be. 
placed on a large sheet or blanket, and children 
should not be allowed to play games in which grass 
heads are put in tire mouth or “smoked.” 

Report of an early diagnosis has not been en¬ 
countered in the literature. In reviewing tire his¬ 
tories of our cases and those of others it is obvious, 
as Mahoney^" has pointed out, that frequently, 
even tliough a history of aspirating the foreign body 
is available, it is forgotten or ignored by parents 
and physicians alike. Minor respiratory ailments 
are usually diagnosed at the early stage. Otlrer 
misdiagnoses include whooping cough, broncho¬ 
pneumonia, asthma, diphtheria, pulmonary tuber¬ 
culosis, chronic bronchitis, bronclriectasis, tubercu¬ 
lar rib, vascular tumor, and acute appendicitis. It is 
obvious, on reviewing our cases and those in tlie 
literature, that the majority of these patients have 
been ill for many montlis and years because the 
true nature of tlieir disease was never suspected. 

Immediate bronchoscopy is clearly indicated in 
all cases, since when a nonextrusive inflorescence 
has been inhaled it can usually be removed. How¬ 
ever, only one instance of endoscopic removal of 
an extrusive type of inflorescence has been reported 
previouslyand we are reporting bvo herein (cases 
12 and 13). Jackson" has concluded that open inter¬ 
vention is probably not indicated when an extrusive 
tjqie of inflorescence is inhaled, because spontane¬ 
ous extrusion tlirough the chest wall should be 
anticipated within six weeks. However, we believe 
that, after bronchoscopy has been unsuccessful, 
early tlioracotomy ought to be undertaken. If not, 
serious disease or even death can result, and witli 
the safety of modem chest surgery tliere is little 
e.xcuse for awaiting spontaneous e.xtrusion of the 
inflorescence. 

Summary 

Grass heads (inflorescences) have occasionally 
been aspirated. They can cause serious pulmonary 
disease. We have added 14 cases to those already 
reported, bringing the total to 65. 
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Most patients are children, and the base oi the 
right lung is usually affected. The inflorescences d 
the various grasses compose two clinical q-pes. The 
nonextrusive type, such as a timothy spilce, lodces 
in a bronchus and can usually be removed by the 
endoscopist. The extrasive type, such as a baik 
head, is rapidly driven, by respiratoq’ movements, 
toward the periphery^ of the lung and can raith' 
be found by the bronchoscopist. Early thoracotomv 
and resection of the affected portion of the k; 
are recommended. If neglected, an extrusive in¬ 
florescence sometimes appears through a sinus in 
the chest wall. Residual bronchiectasis has been an 
occasional sequel, and on two occasions an estru- 
sive grass head has caused death. 

Help in preparing the section on “Botanical Consifei- 
tions” was given by G. M. Tyce, Ph.D. Permission to puKi 
the case report under “Follow-up Observations” was gtaiieJ 
by Mr. John Borrie, M.B.E., Cb.M., F.K.C.S., F.R.A.C.S, 
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THE MEDICARE PROGRAM-PROBLEMS IN PERSPECTWE 

Biir. Con. Floyd L. WeiKeland (MC), U, S. Army 


On Dec. 1, 1958, I talked to tlic ('Iniical Session 
of the American Medical Association at Minneapo¬ 
lis. In the six months between tli.it d.itc and toda)', 
we have tabulated a tremendous .imoimt of data 
on the Medicare program. Stiidx' ol this material 
tlirows new light on the whole prom am .aid places 
our administrative problems in a new perspeetir e. I 
will limit this presentation to one m two of the 
major points. 

Service hospitals have, for a long time, pimidi'd 
care for dependents of men in uniform. iIowe\ei, 
they could not provide for all dependents. Some 
dependents, e.spccially those separated Iroin their 
sponsors, lived too far away to ha\e access to a 
senice hospital, or the hospital was not m a posi¬ 
tion to provide the care needed at the time 

By 1956, service liospitals were handling about 
415,000 dependent admissions a year. Manv of them 
were overcrowded; yet, despite the best efforts of 
the hospitals, many dependents were p.rsing for 
their own care. After a study by the Moulton Com¬ 
mission in 1953 and subsequentK' by the armed 
services and congressional committees, the Medi¬ 
care act (public law 569, 84th Congress! was 
passed. It became effective Dec. 7, 1956 

Major Provisions of Medicare Act 

The act pros'ided that dependent spouses and 
children of members of the uniformed services on 
active duh'' were henceforth to receise certain 
specified medical care as a legal right. Congress 
began by providing that service hospitals were to 
continue gimng the care they were gir ing to all 
tj’pes of dependents. With this as part of an incom- 
pleted program of medical care for all dependents 
Congress completed the program by providing that 
Chilian physicians and hospitals w'crc to be used to 
supplement service hospitals in proriding certain 
specified care for eligible dependents of active duty 
personnel who required hospitalization. Hence¬ 
forth, sendee hospitals and civilian hospitals and 
civilian and militar}' physicians w'cre to be team- 
rvorkers in a common enterprise. 

Tire act provided that the spouses and children of 
uniformed personnel on active duty w'ere to have 
tlie privilege of choosing freely between service 
hospitals and civilian physicians and hospitals. It 
further specified (sec. 201 C, public law 569, S4th 
Congress) that llie right to such free election for 
dependents living with sponsors could be limited 
under regulations to be prescribed by the Secretar>' 
of Defense, after consultation widi the Secretary of 

Read before the Section on MUit-ars' Medicine at the msth Annual 
Meeting of the American Medical Association, Atlantic Citj-, June S, 
1939. 


The Medicare act, which became effective 
Dec. 7, 1956, provided that dependent 
spouses and children of members of the uni¬ 
formed services on active duty were hence¬ 
forth to receive certain specified medical 
care as a legal right. Beneficiaries were to 
choose freely between service hospitals and 
civilian physicians and hospitals. The result 
was to increase the 415,000 dependents who 
received in-hospital care in service hospitals 
in 1956 to a total of nearly 700,000 who 
received care in service hospitals and 
civilian hospitals combined in 1957 and 
1958. This over-all increase was accompa¬ 
nied by a decrease of service hospital ad¬ 
missions to a point below their optimum 
operating level. The program was restricted, 
effective Oct. 1, 1958, to stay within budget 
limits and comply with the desire of Congress 
that service hospitals be used at optimum 
capacity. The restrictions have operated so 
as to achieve optimum levels in service hos¬ 
pitals, but there has also resulted a sub¬ 
stantial decrease in the over-all number of 
dependents receiving care. The goal of the 
program is to have the total amount of care 
returned to a proper level. 


Health, Education, and M'elfare, when adequate 
medical facilities for care w'ere available in service 
hospitals. 

There w'as no w'ay of know’ing how' many admis¬ 
sions w'ould be handled by ciinlian physicians and 
hospitals under the expanded program. Early 
estimates w'ere that about 40% of all dependents 
needed this supplemental care in chalian hospitals. 
Experience has showm that this w'as a good estimate. 

Growth and Reduction of the Program 

The program grew' w'ith great speed; 90 days 
after it began, the total number of dependents of 
active duty personnel cared for increased to an 
annual rate of about 70% more than in the pren'ous 
year, when care was available only in service bos- 
jiitals. The total rate, for admissions in sendee 
hosiiitals and in ciHlian hospitals taken together, 
has increased verx' little since tlien. At the peak 
period, in the third quarter of the calendar year, 
1958, the total program w'as only 7% larger tlian 
during the first quarter of its e.xistence—an increase 
that hardly kept pace with the increase in the num- 
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and brondiopneuinonia were found. A 
brome grass (Bromus catharticus) measurmg 
0.75 cm. was found in the pleural cavity. 

Comment 

Despite the fact that many cases must have 
unreported, the aspiration of a grass inflorescen 
is obviously a rarit>'. However, it 
serious intrathoracic problems and we be leve 
diagnosis should be considered when a cu 
suspected, of having inhaled a foreign bo y w n 
out of doors during summer or autumn. 

Prei'endon, as in most diseases, is the most e ec 
tive means of combating the Janphlem, an aspira 
tion of any foreign body is frequehuV due to care¬ 
lessness. As has often been pointed out,‘>«j^J^°^“^ 
should not be used for holding inedible 
When infants are put on the grass they should 
placed on a large sheet or blanket, and cluldren 
should not be allowed to pla)' games in which grass 
heads are put in tlie mouth or “smoked.” 

Report of an early diagnosis has not been en¬ 
countered in the hterature. In reviewing tlie his¬ 
tories of our cases and those of others it is obvious, 
as Mahoney^" has pointed out, that frequently, 
even tliough a historj' of aspirating die foreign body 
is available, it is forgotten or ignored by parents 
and physicians alike. Minor respirator}' ailments 
are usually diagnosed at the early stage. Other 

isdiagnoses include whooping cough, broncho- 
i eumonia, asdima, diphtheria, pulmonary tuber- 
ulosis, chronic bronchitis, broncliiectasis, tubercu¬ 
lar rib, vascular tumor, and acute appendicitis. It is 
obvdous, on reviewing our cases and those in the 
literature, that the majority of these patients have 
been ill for many montlis and years because the 
true nature of their disease was never suspected. 

Immediate bronchoscopy is clearly indicated in 
all cases, since when a none.vtrusive inflorescence 
has been inhaled it can usually be removed. How¬ 
ever, only one instance of endoscopic removal of 
an e.vtrusive type of inflorescence has been reported 
pre\aous]y,“‘' and we are reporting bvo herein (cases 
12 and 13). Jackson ' has concluded that open inter- 
v'ention is probably not indicated when an e.xtrusive 
b'pe of inflorescence is inhaled, because spontane¬ 
ous e.vtrusion tluough the chest wall should be 
anticipated within si.x weeks. However, we believe 
that, after bronchoscopy has been unsuccessful, 
early thoracotomy ought to be undertaken. If not, 
serious disease or even death can result, and u-itli 
the safet}' of modem chest surgeiy' tliere is little 
e.xcuse for awaiting spontaneous extrusion of the 
inflorescence. 

Summary 

Grass heads (inflorescences) have occasionally 
been aspirated. They can cause serious pulmonaiy 
disease. IVe have added 14 cases to those already 
reported, bringing the total to 65. 


Most patients are children, and the base ol tlie 
right lung is usually affected. The inflorescences oS 
the various grasses compose two clinical types. Tie 
nonextrusive type, such as a tiinotliy spike, lodges 
in a bronchus and can usually be removed by fc 
endoscopist. The extmsive type, such as a barlev 
bead, is rapidly driven, by respiratory movements 
toward the periphery of the lung and can rmel; 
be found by the bronchoscopist. Early thoracotom 
and resection of the affected portion of tlielun 
are recommended. If neglected an extrusive n 
florescence sometimes appears through a smus i 
the chest wall. Residual bronchiectasis has been: 
occasional sequel, and on bvo occasions an extr 
sive grass head has caused death. 

Help in preparing tlie section on “Botanical Conside 
neip pi „ P -Tvee Pli.D. Permission to pubi 
tions was gnre “Follow-up Observations” was gran 

to riZ totllXchll, F.R.C.S., 
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THE MEDICARE rROGRAM-PROBLEMS IN PERSPECTIVE 

Brig. Gen. Floytl L. Wcrgclancl (MC), U. S. Army 


On Dee. 1, 195S, I talked to tlic Clinical Session 
of the American Medical Association at Minneapo- 
lis. In the six months between that date and today, 
we have tabulated a tremendous amount of data 
on the Medicare program. Study of this material 
throws new light on the whole program and places 
our administrative problems in a new perspective. I 
will limit this presentation to one or two of the 
major points. 

Service hospitals have, for a long time, pro\’idcd 
care for dependents of men in uniform. However, 
they could not provide for all dependents. Some 
dependents, especially those separated from their 
sponsors, lived too far away to bax'e access to a 
seiaice hospital, or the hospital was not in a posi¬ 
tion to provide the care needed at the time. 

By 1956, service hospitals were handling about 
415,000 dependent admissions a year. Many of them 
were overcrowded; yet, despite the host eflForts of 
the hospitals, many dependents w-erc paying for 
tlieir own care. After a study by the Moulton Com¬ 
mission in 1953 and subsequently by the armed 
services and congressional committees, the Medi¬ 
care act (public law 569, S4th Congress) was 
passed. It became effective Dec. 7, 1956. 

Major Provisions of Medicare Act 

The act provided that dependent spouses and 
children of members of the uniformed services on 
active duty were henceforth to recei\'e certain 
specified medical care as a legal right. Congress 
began by providing that service hospitals were to 
continue giving the care they were giving to all 
types of dependents. With this as part of an incom- 
pleted program of medical care for all dependents 
Congress completed the program by providing that 
civilian physicians and hospitals were to be used to 
supplement service hospitals in providing certain 
specified care for eligible dependents of active duty 
personnel who required hospitalization. Hence¬ 
forth, serx'ice hospitals and civilian hospitals and 
ciwlian and militarj' physicians were to be team- 
workers in a common enterprise. 

Tlie act provided that the spouses and children of 
uniformed personnel on active duty were to have 
the privilege of choosing freely between service 
hospitals and civilian physicians and hospitals. It 
further specified (sec. 201 C, public law 569, 84th 
Congress) that the right to such free election for 
dependents living with sponsors could be limited 
under regulations to be prescribed by the Secretary 
of Defense, after consultation with the Secretary of 

Read before the Section on Military Medicine at the 108th Annual 
Meeting of the American Medical Association, Atlantic City, Tune 9, 
1959. 


The Medicare act, which became effective 
Dec. 7, J 956, provided that dependent 
spouses and children of members of the uni¬ 
formed services on active duty were hence¬ 
forth to receive certain specified medical 
care as a legal right. Beneficiaries were to 
choose freely between service hospitals and 
civilian physicians and hospitals. The result 
was to increase the 415,000 dependents who 
received in-hospital care in service hospitals 
in 1956 to a total of nearly 700,000 who 
received care in service hospitals and 
civilian hospitals combined in 1957 and 
1958. This over-all increase was accompa¬ 
nied by a decrease of service hospital ad¬ 
missions to a point below their optimum 
operating level. The program was restricted, 
effective Oct. 1, 1958, to stay within budget 
limits and comply with the desire of Congress 
that service hospitals be used at optimum 
capacity. The restrictions have operated so 
as to achieve optimum levels in service hos¬ 
pitals, but there has also resulted a sub¬ 
stantial decrease in the over-all number of 
dependents receiving care. The goal of the 
program is to have the total amount of care 
returned to a proper level. 


Health, Education, and M^elfare, when adequate 
medical facilities for care were available in service 
hospitals. 

There was no way of knowing how many admis¬ 
sions would be handled by civilian physicians and 
hospitals under the expanded program. Early 
estimates were that about 40% of all dependents 
needed this supi^lemental care in civilian hospitals. 
E.xperience has shown that this was a good estimate. 

Gro^vth and Reduction of the Program 

The program grew with great speed; 90 days 
after it began, tlie total number of dependents of 
active duty personnel cared for increased to an 
annual rate of about 70% more than in the previous 
year, when care was available only in service hos¬ 
pitals. The total rate, for admissions in service 
hospitals and in civilian hospitals taken together, 
has increased very little since then. At tlie peak, 
period, in the third quarter of the calendar year, 
1958, the total program was only; 7% larger tlian 
during the first quarter of its existynce—an increase 
that hardly kept pace with the increase in the hum- 
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ber of dependents. In summary, the e.xpanded pro¬ 
gram came into being, found a need, filled it almost 
immediately, and leveled off. 

The expanded program, utilizing both ser\'ice 
and civilian hospitals on a free-choice basis, filled 
an existing need by providing care for dependents 
who previously had to pay for care themselves. 
However, it also caused a shifting of a fairly sub¬ 
stantial number of dependents who would nor¬ 
mally have received care in service hospitals to 
cmlian sources of care. 

Part of this was desired because many service 
hospitals were overcrowded. But it went too far, 
and, in the spring of 1958 during the hearings on 
the appropriation for fiscal year 1959, the Congress 
recommended that the exception to the “free 
ehoice” principle embodied in the original Medicare 
act be enforced. Thus, service hospitals would be 
utilized to the optimum extent before dependents 
liwng with their sponsors u^ere allowed to use 
Chilian physicians and hospitals at government 
e.xpense. 

Since our service hospital systems must, to a con¬ 
siderable e.xtent, be maintained on a ready-available 
basis in the event of hostilities, it is obviously a wise 
economic policy by Congress to see that such cur¬ 
rently available facilities are used to provide care 
for dependents, up to the level of optimum operat¬ 
ing efficiency. To achieve this goal is not an easy 
matter. 

The over-all objective is in essence to preserve the 
identity and independence of service and civilian 
medical facilities but at the same time to coordinate 
tliem into a unified system which will provide 
effective, economical, uniform care to the spouses 
and children of men in the services, without ad¬ 
versely affecting either the military or the civilian 
practice of medicine. 

Eligible Dependents 

The statistical universe of dependents to be served 
by the Medicare program consisted of all dependent 
wives and children of aetive duty personnel. How¬ 
ever, though tile act was effective throughout the 
world, in practical terms it was largely limited in 
its civilian application to dependents living in the 
continental United States, Alaska, Hawaii, and 
Puerto Rico. 

Our recently completed statistical studies showed 
that the 3 million dependents produce annually 
about 700,000 hospital cases. If permitted to exer¬ 
cise free choice, about 325,000 hospitalized de¬ 
pendents (about 45%) would use service hospitals 
and about 375,000 (about 55%) would use civilian 
facilities. Unfortunately, the distribution of cases 
sho\TO here between service and cmlian hospitals 
represents an underusage of facilities which must 
be maintained by sendee hospitals. Therefore, it was 
necessarj' to reyerse these percentages, plus a little 
more which cannot. be exactly determined in 
advance. 


Developing procedures to reverse these per¬ 
centages would have been difficult in itself. Un¬ 
fortunately, as Rabelais’ Gargantua puts it, we were 
at the same time “subject to a disease which at that 
time they called lack of money.” Available funds 
simply would not cover the cost of our unrestricted 
free-choice program. This combination of problems 
created more than a routine predicament—it was a 
crisis. 

Meeting the Money Crisis 

The first step, and the one we were least willing 
to take, was to make certain that program costs for 
care in civilian facilities were reduced to a level 
that available funds permitted. This restriction 
applied to all dependents, whether living with or 
separated from their sponsors. The projected sav¬ 
ings were, of course, a variable figure, dependent 
in part on another variable—the extent to which 
patients could be shunted to and cared for by 
service hospitals. This enigmatic lurldng-in-the- 
background problem of service hospital capacity 
proved to be an insoluble one. Close study revealed 
that “optimum capacity” was a highly variable 
thing. As strength (and needs) of the armed forces 
change, as the intake of various types of cases 
fluctuates, as medical staffing changes, as seasonal 
fluctuations have their effect, as communicable 
diseases come and go, there will be corresponding 
changes in the significance of the term. 

It was evident that the only general principle 
that could be applied on a priority basis was this: 
Dependents living with a sponsor and needing care 
would have to be required-to seek it from service 
hospitals and could be allowed to use civilian fa¬ 
cilities at government-expense only if service hos¬ 
pitals were unable to provide the needed care. 
Dependents residing apart from sponsors, or on 
trips, would continue to have advantage of the free- 
choice principle for authorized care, merely by 
presentation of their identification card (DD form 
H73) or other proper identification. 

Decentralized Control of Permit System 

Implicit in this principle was the fact that the 
onty people who could determine the meaning and 
measurement of reasonable hospital capacity were 
the men on the spot who knew the hour-to-hour 
changing balance between needs and available 
facilities. Accordingly, that was the way tlie permit 
system was set up. The basic requirement and pro¬ 
cedure is simple: “Living-witb-sponsor” dependents 
are required to apply for needed care to a service 
hospital; if care cannot be provided, a permit will 
be issued which allows a dependent to receive care 
from civilian sources at government expense, if the 
needed care is authorized. This last phrase needs 
to be emphasized. 

Since permits must often be issued by clerical 
personnel or by nonmedical officers commanding 
detached units without ready access to a senoce 



MliOlCAUE-M'KUCELAND 


159/1487 


Vol. 171, No. U 

liospilal, a permit is not a blanket authorization for 
Girc at govcniment expense; it is a cloeument which 
allow.s a dependent to seek civilian care, but only 
that care wliich is authorized may bo billed under 
Medicare. The civilian physician consulted is the 
one who determines if the care required is author¬ 
ized under existing regvilations. In effect, this pro¬ 
cedure is a device that comes as close as possible 
to guaranteeing optimum utilization of service 
hospitals. Basically, the permit sj'stcm for those 
dependents who arc lis’ing with a sponsor assigns 
priraar)’ responsibility for care to service hospitals, 
with civilian facilities handling the overflow. 

Shifting Patterns of Care 

The rastrictions on type.s of cai'c for which pay¬ 
ment may be made, and the permit system, were 
adopted to reduce costs and to further insure 
optimum use of sers'ice hospitals. The universe of 
dependents, the o\'er 3 million rvomcn and children 
to whom these regulations primarily apply, is not a 
static universe. Both “sepnrated-from-sponsor” and 
“living-with-sponsor” groups have a constantly 
changing membership. For many reasons families do 
not remain either together or apart for predictable 
periods of time. For example, a man is transferred 
and his wife remains behind to hold a job, to have 
a baby, to see the children through school, or to 
take care of sick parents. Perhaps there is no hous¬ 
ing at the new post, and then housing becomes 
available; or perhaps the husband is on sea duty 
or temporary duty. Then conditions change and 
family groups re-form or temporarily break up, and 
“separated-from-sponsor” dependents become “liv¬ 
ing-with-sponsor” dependents. 

^^^len we consider everytliing together—the 
changing universe of dependents with their chang¬ 
ing locations and eligibility, the need to keep our 
costs down, and the need to keep service hospitals 


operating at optimum capacity—the complexities of 
the program begin to become apparent. It is in this 
kaleidoscopic conte.xt that we do our job. 

May I call attention to the changes which present 
an almost insuperable obstacle to oirerating the 
Medicare program on conventional health insurance 
lines? From the vantage point of hindsight, we are 
now able to see that these facts fall into a pattern. 
.-Vt the time, the program appeared to be an rmpat- 
temed, or unpredictably patterned, process. Now, 
we arc able to see the process for what it 
was—primarily a redistribution of maternity cases 
from service to civilian hospitals and their partial 
replacement in service hospitals by an influ.x of 
medical and surgical, mostly pediatric, cases. The 
most important reason for not seeing the over-all 
pattern earVtec was the problem of the lag in bill' 
ings. It is in this conte.xt of change that the program 
operates. 

As to the future, we know that the restrictions on 
the program have reduced the total volume of care. 
What we do not yet know is tlie e.xtent to which the 
service hospitals will be able to take over and do 
the job. We are watching the restrictions closely; 
as dependents, physicians, and hospitals learn to 
adapt to these changed conditions it may well be 
that we will eventually be able to restore some, 
perhaps all, of the care we have had to cut out of 
the program. Om' goal is to give tire ma.ximum care 
that the law and our funds allow. It is our hope 
that events will work out so that the total amount 
of care given returns to a proper level. If we all 
xvork together, I think we can at least come close 
to reaching that goal. Eventually, we hope to 
stabilize the program by return of certain tjqpes of 
care previously authorized so that it will become a 
permanent feature of serx'ice life. If we do that, 
Medicare should prove to be one of the major 
foundation stones of that high morale which is the 
indispensable condition of freedom. 


I NTESTINAL MOTILITY AND THE FORMATION OF ADHESIONS.-With 
the use of a method of producing measured, similar trauma to the peritoneal 
surface of tire small intestine in dogs, adhesions were formed after 14 days in 7 
of 10 so treated. Filmy to medium strength adhesions involving one-third to two- 
thirds of the segment prevailed in the control group. When, in addition, intestinal 
contraction was stimulated by tlie administration of prostigmin, adhesions were ob¬ 
served in only 3 of the 11 so treated. Only one of these had adhesions of medium 
density and the segment in these 3 dogs was from one-third to hvo-thirds involved. 
When, however, atropine was administered in addition to the measured trauma, 
adhesions were observed in all 10 animals so treated. All but one of these dogs had 
adhesions of at least medium density and 7 of them had involvement of more than 
two-thirds of the segment. By inference, then, the use of drugs which inhibit peri¬ 
staltic activity is undesirable following laparotomy, and paralytic ileus due to any 
cause may be presumed to enhance the persistence of intraperitoneal adhesions.— 
D. F. Cone, The Effect of Intestinal Motility on the Formation of Adhesions, 
Bulleting of the Johns Hopkins Hospital, July, 1959. 
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RADIOISOTOPIC STUDY OF EFFECTS OF IRRIGATING 
FLUID IN TRANSURETHRAL PROSTATECTOMY 

Eldon M. Fillman, M.D., Otto L, Hanson, M.D. 

. and 

Lael O. Gilbert, M.S., Topeka, Kan. 


Transurethral prostatectomy requires the use of 
an irrigating fluid to distend the prostatic urethra 
and to wash blood and dissected tissue away from 
the operative site. If bleeding is allowed to become 
active and profuse, a high head of pressure will be 
required to enable the operator to have adequate 
vision. Opened venous sinuses provide a channel 
for irrigating fluid to escape into the vascular sys¬ 
tem. For the most part the volume of fluid absorbed 
will depend on the hydrostatic pressure, the num¬ 
ber and size of the venous sinuses opened, and tlie 
time of exposure. 

It is recognized that the entrance of irrigating 
fluid into the vascular system has, in the main, two 
adverse reactions. If sterile water is used as the 
irrigant, hemolysis will result.' If a large volume of 
irrigating fluid enters the vascular compartment, 
cardiac decompensation may occur. 

Hemolysis can be avoided by the addition of a 
substance such as glycine to water to render it 
iso-osmotic and nonhemolytic. The role of hemolysis 
in the pathological physiology' of acute tubular 
necrosis is unknown. Creevy" feels that hemoglo- 
binemia of high concentration bears a direct re¬ 
lationship to the development of acute tubular 
necrosis. It is recognized that other important fac¬ 
tors are shock, hy'potension, hemorrhage, bacter¬ 
emia, pree.xisting kidney damage, extravasation, 
and e.xcessive fulguration." Cree\'yreports that the 
use of an iso-osmotic irrigating solution has reduced 
the mortality of transurethral resection from 1.29 
to 0.6%. 

The danger of overhydration has been recognized 
in recent years.' Many patients with prostatism have 
serious ai'teriosclerotic heart disease and cannot 
tolerate rapid changes in vascular volume. The con¬ 
dition of tliese patients presents a major problem of 
management. The question arose as to how much 
irrigating fluid is absorbed into the vascular system 
during a carefully performed transurethral resec¬ 
tion, vath use of a low hydrostatic fluid pressure 
and dissection only to the superficial fibers of the 
surgical capsule. Previous studies with use of radio¬ 
isotopes indicated that as much as 3.5 to 4 liters of 
irrigating fluid may be absorbed in some cases.® 
The absorption of a volume of fluid of this magni¬ 
tude would appear to be hazardous in many cases. 

Radioisotopes afford a means of labeling botli 
irrigating fluid and red blood cells for determina¬ 
tion of fluid absorption and hemolysis respectively. 
Griffin,®’ using radioisotopes as a labeling agent in 
the irrigating fluid, reported as much as 4 liters of 

From the Santa Fe Hospital, 


The amount of wafer that enters the blood 
stream as a result of irrigating the bladder 
during transurethral prostatectomy was de¬ 
termined in ] 1 patients. The extent of hemol¬ 
ysis was measured in nine and the volume of 
blood lost was measured in six patients. The 
determinations were made possible by meas¬ 
urements of radioactivity with Cr“' and 
used as tracers. The average blood loss in 
two patients with cancer and four with 
benign hypertrophy was less than 280 cc. 
The water absorbed into the blood stream 
in 10 cases of benign hypertrophy averaged 
237 cc.; in an 11th case the operation was 
unusually prolonged and the volume ab¬ 
sorbed was 1,780 cc. The amount of hemoly¬ 
sis was equivalent to from 0 to 44 cc. of 
blood in eight cases in which distilled wafer 
was used as the irrigant; there was no 
hemolysis in the one case in which the irri¬ 
gant was a solution isotonic with blood. Dis¬ 
tilled water therefore appeared satisfactory 
as an irrigant under these conditions when 
the operation was not prolonged and the 
hydrostatic pressure was kept minimal. 


absorption. Taylor and associates, using a vari¬ 
ation of tins method, estimated that as much as 
3,400 ml. of fluid may be absorbed into the vasculw 
system during resection. One of their patients died 
from pulmonary' edema after absorption of 2,900 ml. 

Thus, while quantitative determination of hemo- 
globinemia has previously been made during trans¬ 
urethral resections with use of sterile water as the 
irrigant,'' hemolysis has not been measured before 
by means of radioisotopes. One of us (L. O. G.) has 
now devised a technique of measuring hemolysis 
quantitatively with use of radioisotopes. 

Purpose of Study 

The purpose of this investigation was to measure 
fluid absorption, hemoly'sis, and blood loss in the 
ordinary transurethral prostatectomy in which a 
low irrigating pressure is used and the dissection is 
limited to tire superficial fibers of the surgical cap¬ 
sule. In most cases die larger venous sinuses are not 
encountered, as they lie deeper, near the tme 
capsule. The primary' object was to determinfi 
whedier irrigating fluid would be absorbed m 
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aniounls sufRcioiil lo ho c.vpoctcd to Ciuise cardiac- 
strain. Secondary ohjoctis-cs wore to determine Iiow 
much hcnioI\’.sis occurs ^\’itll the use of sterile dis¬ 
tilled water as the irrigaiit, and to measure hlood 
loss during the operation. 

Subjects and Procedures 

The subjects of our study were piitients with 
prostatism selected as candidates for transurethral 
prostatcctoni}' at tlie Santa Fe Hospital, Topeka, 
Kan. Fluid absorption was measured in 11 patients, 
hemolysis determined in 9 patients, and loss of 
blood measured in 6 patients. 

The operating procedure was identical in all 
cases. General anesthesia was used, consisting pri¬ 
marily of thiopental (Pcntothal) sodium and sue- 
cinylcholine chloride. The irrigating fluid was meas¬ 
ured into an 8,000-ml. percolator. The hydrostatic 
pressure ranged from 40 to 75 cm. above the pubis. 
The bladder was emptied frequently to avoid over¬ 
distention. The number of liters of water used 
ranged from 7.5 to IS liters, with an ar'erage of 
approximately 11 liters. In the 11 cases in which 
fluid absoqjtion was measured, a solution of a con¬ 
centrated, nonhemolytic iirologic irrigating fluid, 
Cytal solution, was added to create a nonhemolyz- 
ing solution. (Each 100 cc. of Cytal, when diluted 
with 9 parts distilled water, contains sorbitol, 2.70 
Gnr.j mannitol, 0.54 Gm.; methyl parahydro.xyben- 
zoate, 0.5 mg.; propyl parahydro.xybenzoate, 0.1 
mg.; and butjd parahydroxybenzoate, 0.1 mg.) 
Sterile distilled w'ater w-as used when hemolysis 
was measured, with the e.xception of one test case 
in which a nonhemolyzing solution was used as the 
irrigant. 

Fulguration was employed minimally. The dis¬ 
section of the adenoma w'as stopped at the fibers of 
the surgical capsule. The venous sinuses lying 
deeper in the capsule were rarely encountered. 
Operating time measured generally 60 minutes or 
less, with few e.xceptions. A 24 French Foley- 
Alcock catheter was used for continuous postoper¬ 
ative drainage. The bladder was not irrigated post- 
operatively. No complications developed in this 
series of patients. 

Materials and Methods 

The materials used in this study were radio- 
iodinated (F'") serum albumin (human) (Risa) and 
sodium radio-chromate (Cr’') (Rachromate). Ab¬ 
sorption of irrigation fluid was determined by mix¬ 
ing the radioactive material with the irrigant and 
comparing the total radioactivity' in the circulating 
blood at the end of the operation with the radio¬ 
activity' in a given volume of the irrigant. Radio- 
iodinated (!'“') serum albumin (human) was used in 
6, and sodium radio-chromate (Cr°*) in 5 of the 11 
cases. 

Hemolysis was measured by tagging the red 
blood cells with sodium radio-chromate (Cr°') and 
comparing the total gain in radioactivity in the cir¬ 
culating plasma during the operation with the 


radioactivity in a given volume of packed red blood 
cells. The blood volume and hematocrit of each 
patient was measured. 

Method for Determination of Fluid Absorption.— 
From 25 to 40 pc of radio-iodinated human serum 
albumin was added to about 16 liters of Cytal solu¬ 
tion. The activity in the irrigant was determined by 
counting 4-ml. specimens in duplicate. Some diffi¬ 
culty was encountered because the pH of the dis¬ 
tilled w'ater used approached tlie isoelectric point 
of serum albumin, resulting in an uneven distri¬ 
bution of the raclio-iodinated serum albumin in the 
irrigant. At about 20-minute intervals during the 
operation, 4-ml. blood specimens were drawm and 
the radioactivity determined. The blood volume 
was measured after surgery, also with use of radio- 
iodinated serum albumin. The volume of irrigation 
solution absorbed, in milliliters, was computed by' 
dividing the total radioactivity' absorbed in the 
blood by radioactivity per milliliter of irrigant. 

Method for Determination of Hemolysis.—Ap¬ 
proximately 40 ml. of blood was withdrawn from 
the patient and injected into a sterile, silicone- 
treated bottle containing 10 ml. of special formula 
A. C. D. solution. From 50 to 200 pc of sodium 
radio-chromate (Cr^') was added. Ascorbic acid, 
50 to 100 mg. was added to stop the tagging of the 
red blood cells and to tag the plasma for blood 
volume determination. In order to obtain reasonable 
tagging of the plasma, it was necessary to add the 
vitamin in less than one minute. All but 12 to 15 ml. 
was rvithdrau’n into a sterile syringe, weighed, and 
injected into an antecubital vein. The remaining 
blood was used to determine the hematocrit of the 
injected blood and to prepare a whole blood and 
a plasma standard. The red blood cell volume and 
plasma x'olume were calculated from the hemato¬ 
crit and from the radioactivities in 15-minute 
specimens of whole blood and plasma and in the 
standards. 

The operation was performed six or seven day's 
later, when plasma activity' was nearly negligible. 
Pure distilled water was used as tlie irrigant. Blood 
specimens were taken at about 20-minute intervals 
during the operation and immediately thereafter. 

Measurement of hemolysis requires that the 
activity xier unit volume of packed red blood cells 
be determined. This activity' compared with the 
total increase in activity' in the plasma gives a 
measurement of cells hemoly'zed. 

Determination of the radioactivity' per unit vol¬ 
ume of packed red blood cells cannot be done 
directly', because the volume of red blood cells 
counted cannot be accurately' measured. Red blood 
cells cannot be entirely freed from plasma and they' 
stick to the surface of volumetric glassware. 

With Kaplan’s indirect method “ the activity' per 
unit volume of packed red blood cells can be simply 
and accurately determined by use of the micro¬ 
hematocrit of the whole blood specimen, 4 ml. of 
hemolyzed whole blood, and 4 ml. of clear plasma. 
The whole blood is thoroughly' mixed, and 4 ml. is 
measured into a plastic counting test tube with u 



162/1490 


TRANSURETHRAL PROSTATECTOMY-FULLMAN ET AL. 


J.A.M.A., Nov. 14, 1959 


volumetric pipet and hemolyzed by setting tlie 
test tube in water at about 70 C for two or tlnee 
minutes. Thorough mixing of the whole blood is 
essential for accurate measurement of the micro¬ 
hematocrit. Two capillary tubes are used and the 
results averaged. After centrifuging tlie remaining 
blood, a 4-ml. aliquot of clear plasma is measured 
with a volumetric pipet, as before. 

That part of the net counts per minute in the 
whole blood due to plasma in the specimen is 
equal to the net counts per minute in the 4-ml. 
specimen of clear plasma times the difference be¬ 
tween one and the microhematocrit, called the 
plasmacrit. The volume of red blood cells in the 
4-ml. specimen of whole blood is equal to the micro¬ 
hematocrit times 4 ml. The net counts per minute 
in this volume of red blood cells are equal to the 
net counts per minute of die whole blood specimen, 
less tlie net counts per minute due to the plasma in 
the specimen. Dividing by tlie volume of red blood 
cells gives the activity per milliliter of packed red 
blood cells. The equation for the above is as follows: 

n R.--Rr(l-Hc) 

' ~ 4 X He 

where Rc = net counting rate per milliliter of packed red 
blood cells 

Rw = net counting rate of a 4-mI. sample of whole 
blood 

Rp = net counting rate of a 4-ml. sample of clear 
plasma 

He = microheraatocrit 

The determination of total hemolysis caused by 
sterile distilled water during the operation depends 
on the determination of plasma volume and the 
tagging of red blood cells with a radioisotope. 
Sodium radio-clnomate (Cr’‘) was used to simul¬ 
taneously tag the red blood cells and measure the 
plasma volume, either directly by tagging the 
plasma or indirectly by using the venous hemato¬ 
crit, witli either the whole blood volume or the 
red blood cell volume. Tagging tlie plasma yields 
accurate results, but several days must elapse be¬ 
tween the plasma volume determination and the 
operation, in order that tlie plasma activity may be 
eliminated. Thus, change in plasma volume may 
occur before the time of surgery. 

Determination of Blood Loss.—A logical method 
for simultaneous determination of absorption and 
blood loss was tried. The irrigant is either absorbed 
or e.xcreted. The total fluid excreted is composed of 
blood lost, a verj' small amount of urine, and the 
excreted irrigant. The ratio of the radioactivity per 
unit volume of the fluid e.xcreted to that of tlie irri¬ 
gant, times the total volume excreted, gives the 
volume of irrigant in tlie excreted fluid. Subtraction 
of this volume from the volume of irrigant gives the 
absorption, and from the total fluid excreted gives 
the volume of blood and urine e.xcreted. 

Collection of all of the excreted fluid was a 
problem. A rubber sheet was used to funnel the fluid 
into tlie collecting tray, from which the fluid flowed 
into a carboy. Estimates of loss of this fluid, such as 


on tlie surgeon’s gown, ranged from 30 to 200 nJ. 
The average blood loss by six patients (table 2) 
was less than 280 ml. as determined by a direct 
isotopic dilution technique. Because the error in 
determining tlie excreted volume was approximately 
of the same order as die blood loss and irrigant 
absorption, the simultaneous volume technique was 
abandoned. 

Blood loss during the operation was determined 
in six out of nine cases by collecting the excreted 
fluid of patients whose red blood cells had been 
tagged with sodium radio-chromate (Cr’‘) several 
days before the operation, determining the total 
radioactivity of the fluid, diriding by the activity 
per milliliter of red blood cells, and dividing the 
result by die hematocrit of the patient during the 
operation (table 2). In this method, enors in 
measuring die volume of the excreted fluid are 
relatively unimportant. They are proportional to the 
ratio of the volume error to the total volume of fluid 
excreted. 

Of considerable importance is the error in the 
hematocrit. Venous hematocrits were determined. 
IVliole body hematocrits are known to average about 
91 or 92% of die venous hematocrit® and may 
range from about 80 to 100%. It seems probable, 
therefore, diat the blood losses reported in table 2 
are at least 10% too low. However, the volume of 
packed red blood cells lost can be quite accurately 
determined. 

A possible source of error is the comparatively 
rapid elimination of sodium radio-chromate (Cr“) 
from the plasma. This may be important in two 
ways. First, we did not take multiple blood speci¬ 
mens and extrapolate back to determine die plasma 
activity at zero time, as recommended by Kaplan. 
This would tend to make our plasma volume de¬ 
terminations too high. Second, a significant part of 
the activity released into the plasma by hemolysis 
may have been removed from the circulation by the 
liver and kidneys before the operation was com¬ 
pleted. This would tend to make our plasma activity 
measurement too low. Fortunately, these effects tend 
to balance each other in the hemolysis determina¬ 
tion. 

Radio-iodinated serum albumin appears to be re¬ 
molded from the circulating plasma, but at a lower 
rate. In a supplementary investigation, diree pa¬ 
tients in whom a loss of about 10% of the circulating 
radio-iodinated serum albumin occurred were ob¬ 
served for two hours. This would tend to make 
our absorption measurements too low. 

Data 

Fluid Absorption.—In 7 of the 11 cases investi¬ 
gated, intravascular fluid absorption measured less 
than 110 ml. (table 1). Significant fluid absorption 
occurred in one case. In case 5, in which the oper¬ 
ating time was extended to 90 minutes, 1,780 ml- was 
absorbed. In tliis case, venous sinuses were opened. 
Discounting this case, the over-all average absorp¬ 
tion per case measured 237 ml. 
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Hcmohjsis.-Vmc. distilled water was used as the 
irrigation solution in ciglit eases (table 2). In the 
ninth case a Cytal solution was used. Hemolysis 
was measured as milliliters of packed red blood 


T.wle l.-Raclioisoloplc DetermimtUm of Irrtt’atiiif; Fluid 
Ahsorplion in Transurethral Prostatcctomij" 
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cells hemolyzed. This was also e.vpressed as tire 
percentage of tire total red blood cell volume liemo- 
lyzed. The average volume of packed red blood cells 
hemolyzed measured 11 ml., witli a range from 
0 to 44 ml. Hemolysis did not occur in one case in 
which sterile water was used as the irrigating solu- 


absorption include the use of a low hydrostatic fluid 
pressure, frequent emptying of the bladder, restric¬ 
tion of operating time to appro.ximately 60 minutes, 
and limiting dissection to the superficial fibers of the 
surgical capsule of the prostate. 

The primary objective of the study was to de¬ 
termine whether sufficient fluid is absorbed under 
these conditions to strain a weakened myocardium. 
Secondary objectives of this investigation were the 
quantitative determination of hemolysis resulting 
from the use of sterile distilled water as the irri- 
gant, and measurement of blood loss. 

Only one patient showed what would appear to 
be excessive absorption. In this case, 1,780 ml. of 
fluid was absorbed. It should be noted that in this 
case the operating time was prolonged to 90 min¬ 
utes, and the operator felt that venous sinuses had 
been opened. The patient e.xhibited no untoward 
reaction, such as elevated blood pressure, or other 
effect. In general, fluid absorption was considerably 
less tlian one liter, an amount which would appear 
to be without clinical significance. 

Hemolysis was measured by tagging red blood 
cells with sodium radio-chromate (Cr'’) and 
measuring the total increase in radioactivity of the 
plasma during surgery. Hemolysis was measured as 
milliliters of packed red blood cells hemolyzed, and 
e.xpressed as the percentage of the total red blood 
cell volume hemolyzed. The largest volume of red 
blood cells hemolyzed measured 44 ml., in a patient 
who e.xhibited no ill-effects. In the other cases the 


Table Z.-Radioisolopio Determination of Hemolysis and Blood Loss During Transurethral Prostatectomy 


Case 

No. Pathology 

12 Benign prostatIc hypertrophy 

13 Cancer . 

14 Benign prostatIc hypertrophy 

15 Benign prostatIc hypertrophy 
10 Benign prostatIc hypertrophy 

17 Cancer ... 

18 Benign prostatIc hypertrophy 

19 Benign prostatIc hypertrophy 
201 Benign prostatIc hypertrophy 


Ct 51 to 
Tag Cells, 
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50 

50 
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Resected, 
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33 

15 

9 
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29 
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Min. 
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ML 
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ML 
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don. This was a 7-Gm. resection for 
the test case (case 20) in which a non 
irrigating solution was used, hemo ys 
be detected, although 40 Gm. oi been 

resected and the operation required 70 mm . 

Comment 

Radioisotopes were used as a 9^ caLs to 
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measure hemolysis, and mo nrostate. 

mg during urethral resecU^^^^^^^ 
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transurethral P™®j‘7n“thS^procedure to limit fluid 
measures employed m tins p 


volume of redblood cells hemolyzed measured less 
than 16 ml. Hemoglobinemia secondary to the 
hemolysis of this small volume of red blood cells 
would appear to be of no clinical significance. 

Bleeding was measured in six cases by determin¬ 
ing tile total radioactivity in tlie excreted fluid of 
patients whose red blood cells had been tagged 
with sodium radio-chromate (Gr”), and dividing 
by the product of tlie hematocrit and the activity 
per milliliter of red blood cells. Blood losses ranged 
from 55 to 521 ml. and averaged less tha ' 

This study suggests that fluid ab„- 
excessive during transurethral ‘ ^ 
tate if a low hydrostatic flqi- 
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volumetric pipet and hemolyzed by setting die 
test tube in water at about 70 C for two or tiiree 
minutes. Thorough mixing of the whole blood is 
essential for acciurate measurement of the micro¬ 
hematocrit. Two capillar}^ tubes are used and die 
results averaged. After centrifuging the remaining 
blood, a 4-ml. aliquot of clear plasma is measured 
widi a volumetric pipet, as before. 

Tliat part of the net counts per minute in the 
whole blood due to plasma in the specimen is 
equal to the net counts per minute in the 4-ml. 
specimen of clear plasma times the difference be¬ 
tween one and the microhematocrit, called die 
plasmacrit. The volume of red blood cells in the 
4-ml. specimen of whole blood is equal to the micro- 
hematocrit times 4 ml. The net counts per minute 
in this volume of red blood cells are equal to the 
net counts per minute of die whole blood specimen, 
less die net counts per minute due to the plasma in 
die specimen. Dmding by the volume of red blood 
cells gives the activity per milliliter of packed red 
blood cells. The equation for die above is as follows: 


R. = 


- Rp(l - He) 
4 X H, 


where Rc = net counting rate per milliliter of packed red 
blood cells 

R,r = net counting rate of a 4-ml. sample of whole 
blood 

Rp = net counting rate of a 4-ml. sample of clear 
plasma 

He = microheinatocrit 


The determination of total hemolysis caused by 
sterile distilled water during die operation depends 
on the determination of plasma volume and the 
tagging of red blood cells with a radioisotope. 
Sodium radio-chromate (Cr’‘) was used to simul¬ 
taneously tag the red blood cells and measure the 
plasma volume, either directly by tagging the 
plasma or indirectly by using the venous hemato¬ 
crit, widi eidier the whole blood volume or die 
red blood cell volume. Tagging the plasma yields 
accurate results, but several days must elapse be¬ 
tween the plasma volume determination and the 
operation, in order that the plasma activity may be 
eliminated. Thus, change in plasma volume may 
occiu: before the time of surgery. 

Determination of Blood Loss.—A logical mediod 
for simultaneous determination of absorption and 
blood loss was tried. The irrigant is either absorbed 
or excreted. The total fluid excreted is composed of 
blood lost, a ver^' small amount of urine, and the 
excreted irrigant. The ratio of die radioactirity per 
unit volume of the fluid excreted to that of the irri¬ 
gant, times the total volume excreted, gives die 
volume of irrigant in the e.xcreted fluid. Subtraction 
of diis volume from the volume of irrigant gives the 
absorption, and from the total fluid excreted gives 
the volume of blood and mine excreted. 

Collection of all of the excreted fluid was a 
problem. A rubber sheet was used to funnel the fluid 
into the collecting tray, from wliich the fluid flowed 
into a carboy. Estimates of loss of tiiis fluid, such as 


on die surgeon s gown, ranged from 30 to 200 ml 
The average blood loss by six patients (table 2) 
was less than 280 ml. as determined by a direct 
isotopic dilution technique. Because the error in 
determining the excreted volume was approximately 
of the same order as the blood loss and irrigant 
absorption, the simultaneous volume technique was 
abandoned. 

Blood loss during die operation was determined 
in six out of nine cases by collecting the excreted 
fluid of patients whose red blood cells had been 
tagged widi sodium radio-chromate (Cr’‘) several 
days before the operation, determining the total 
radioactivity of the fluid, dividing by the actirity 
per milliliter of red blood cells, and dividing the 
result by the hematocrit of the patient during the 
operation (table 2). In this method, errors in 
measming the volume of the excreted fluid are 
relatively unimportant. They are proportional to the 
ratio of the volume error to the total volume of fluid 
excreted. 

Of considerable importance is the error in the 
hematocrit. Venous hematocrits were determined. 
Whole body hematocrits are known to average about 
91 or 92% of the venous hematocrit” and may 
range from about 80 to 100%. It seems probable, 
therefore, that the blood losses reported in table 2 
are at least 10% too low. However, the volume of 
packed red blood cells lost can be quite accurately 
determined. 

A possible source of error is tire comparatively 
rapid elimination of sodium radio-cliromate (Cr") 
from the plasma. This may be important in hvo 
ways. First, we did not take multiple blood speci¬ 
mens and extrapolate back to determine the plasma 
activity at zero time, as recommended by Kaplan. 
This would tend to make our plasma volume de¬ 
terminations too high. Second, a significant part of 
the activity released into the plasma by hemolysis 
may have been removed from the circulation by the 
liver and kidneys before the operation was com¬ 
pleted. Tliis would tend to make our plasma activity 
measurement too low. Fortunately, these effects tend 
to balance each other in the hemolysis determina¬ 
tion. 

Radio-iodinated serum albumin appears to be re¬ 
moved from the circulating plasma, but at a lower 
rate. In a supplementary investigation, three pa¬ 
tients in whom a loss of about 10% of the circulating 
radio-iodinated serum albumin occurred were ob¬ 
served for two hours. This would tend to make 
oiu: absorption measurements too low. 

Data 

Fluid Absorption.—In 7 of tire 11 cases investi¬ 
gated, intravascular fluid absorption measured less 
tlran 110 ml. (table 1). Significant fluid absorption 
occurred in one case. In case 5, in which the oper¬ 
ating time was extended to 90 minutes, 1,780 ml. was 
absorbed. In tlris case, venous sinuses were opened. 
Discounting this case, the over-all average absorp¬ 
tion per case measured 237 ml. 
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Hcmohjsis.—Pure distilled water wa.s used as the 
iiTigation solution in eight cases (table 2). In the 
ninth ease a Cytal solution u’as used. Hemolysis 
was measured as milliliters of packed red blood 

Table L'-RmUoisotopia Dctcrmwothii of Irrigating Fluid 
Absorption in Transurethral Vrostatcctomy*^ 


CaseKo. 
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sodium rndlo-chromatc (Cr®^). In nil enfos the jmtholoplcal condition 
was bcnlim prostntlc hypertrophy, 
t Maximum nclivlty oecurrcrl before end of surpery. 

cells hemolyzed. This was also e-xT^ressed as the 
percentage of the total red blood cell volume hemo¬ 
lyzed. The average volume of packed red blood cells 
hemolyzed measured 11 ml., with a range from 
0 to 44 ml. Hemolysis did not occur in one case in 
which sterile water was used as the irrigating solu- 
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absorption include the use of a low hydrostatic fluid 
pressure, frequent emptying of the bladder, restric¬ 
tion of operating time to approximately 60 minutes, 
and limiting dissection to the superficial fibers of the 
surgical capsule of the prostate. 

The primary objective of the study was to de¬ 
termine whether sufficient fluid is absorbed under 
these conditions to strain a weakened myocardium. 
Secondary objectives of this investigation were the 
quantitative determination of hemolysis resulting 
from the use of sterile distilled water as the irri- 
gant, and measurement of blood loss. 

Only one patient showed what would apirear to 
be excessive absorption. In this case, 1,780 ml. of 
fluid was absorbed. It should be noted that in this 
case the operating time was prolonged to 90 min¬ 
utes, and the operator felt that venous sinuses had 
been opened. The patient e.xhibited no untoward 
reaction, such as elevated blood pressure, or other 
effect. In general, fluid absorption was considerably 
less than one liter, an amount which would appear 
to be uathout clinical significance. 

Hemolysis was measured by tagging red blood 
cells with sodium radio-chromate (Cr’') and 
measuring the total increase in radioactivity of the 
plasma during surgery. Hemolysis was measured as 
mflliliters of packed red blood cells hemolyzed, and 
e.xpressed as tlie percentage of the total red blood 
cell volume hemolyzed. The largest volume of red 
blood cells hemolyzed measured 44 ml., in a patient 
who e.\hibited no ill-effects. In the other cases the 


Table Z.-Radhlsotopic Determination of Hemolysis and Blood Loss During Transurethral Prostatectomy 



Cr®' to 

AVcielit 

Time of 

RBC 

Plasma 

Gain In 
Plasma 
Radio- 
activity, 

Av. RBC 
Radio* 
activity. 

Packed 

RBO’s 

Total 

RBO 

Volume, 

Blood 

Case 



Resection, 

Volume, 

Volume, 

Counts/ 

Counts/ 

Hemolyzed, 

Hemolyzed, 

Loss, 

Pathology 

Vc 

Gm. 

Min, 

MI. 

m. 

Mln./Ml. 

Jlin./MI. 

Ml. 

% 

Ml. 

12 Benign prostatlc hypertrophy . 

200 

33 

4.5 

1,950 

2,090 

29.0 

7,238 

10.8 

0.55 

345 

33 Cancer . 

100 

IS 

45 

3,500 

2,130 

7.75 

4,802 

3.4 

0.22 

202 

14 Benign prostatic hypertrophy . 

200 

9 

.55 

I.7C5* 

2,015» 

3.83 

7,902 

0.9S* 

0.055* 

SO 

15 Benign prostatlc hypertrophy . 

100 

29 

00 

2,195 

2,855 

4.25 

3,797 

3.2 

0.15 

390 

16 Benign prostatlc hypertrophy . 

100 

25 

50 

2,2901 

2,930t 

13.0 

3,&40t 

9.9t 

0.43t 

521 

37 Cancer. 

100 

7 

00 

2,100 

2,670 

0.0 

1,787 

0.0 

0.0 

63 

38 Benign prostatlc hypertrophy . 

50 

9 

25 

2,415 

2.8S0 

3.4 

629 

15.C 

0.65 

...5 

19 Benign prostatlc hypertrophy . 

50 

29 

.55 

2,2951 

2,8751 

0.0 

3391 

441 

1.93} 


202 Benign prostntlc hypertrophy . 

50 

40 

TO 

...§ 

...§ 

919 

0.0 

0.0 

- ...§ 


1 o%^Koo?™fum”detcrmiimtion Inarcuratc. Theoretical Wood volume used. ■ Th f i 11 i i 

t Hematocrit 44.0%. Doubtlul that all of togged cells were icinjectcd into lumen of untecubltal vein. Theoretical blood volume used, 
f Not detennlncd. 

fi Cytal, nonhemolytic irritant. Pure distilled water used for other cases. 


flon. This was a 7-Gm. resection for carcinoma. In 
the test case (case 20) in which a nonhemolyzing 
inigating solution was used, hemolysis could not 
he detected, altliough 40 Gm. of tissue had been 
resected and the operation required 70 minutes. 

Comment 

Radioisotopes were used as a labeling agent in 11 
cases to measure fluid absorption, in 9 cases to 
nieasure hemolysis, and in 6 cases to measure bleed- 
hig during transurethral resection of the prostate. 
The standard recommended operative teclmique for 
flansurethral prostatectomy was followed. The 
nieasures employed in this procedure to limit fluid 


volume of redblood cells hemolyzed measured less 
than 16 ml. Hemoglobinemia secondary to the 
hemolysis of tliis small volume of red blood cells 
would appear to be of no clinical significance. 

Bleeding was measured in six cases by determin¬ 
ing the total radioactirity in the excreted fluid of 
patients whose red blood cells had been tagged 
with sodium radio-chromate (Cr”), and diriding 
by the product of the hematocrit and die activity 
per milliliter of red blood cells. Blood losses ranged 
from 55 to 521 ml. and averaged less than 280 ml. 

This study suggests that fluid absorption is n. ■ 
e.xcessive during transurediral resection of the 
tate if a low hydrostatic fluid pressure is < 
















164/1492 


TREATMENT OF ALCOHOLISM-MILLER 


J.A.M.A., Nov. 14, 1959 


throughout and the dissection is not carried into die 
venous sinuses lying deep in the surgical capsule. 

The study of hemolysis would indicate that sterile 
distilled water is a safe irrigating medium if used 
properly. One of us (E. M. F.) does not feel that 
an iso-osmotic solution adds to the difficulty of re¬ 
section. It has a great added advantage in reducing 
to.xicit)' in the event of perforation of the surgical 
capsule. 

109 W. Ninth St. (Dr. Fillmanl. 

The A. C. D. solution used in this study was a special for¬ 
mula supplied by Abbott Laboratories, North Chicago, III. 
The radio-iodinated (!*“') senun albumin (human) and the 
sodium radio-chromate (Cr“*) were supplied as Risa and 
Rachromate, respectively, by Abbott Laboratories. 
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TREATMENT OF CHRONIC ALCOHOLISM BY HYPNOTIC AVERSION 

Michael M. Miller, M.D., Washington, D. C 


For some time I have been e.xperimenting with 
various methods in an attempt to create a lasting 
aversion to alcoholic spirits by means of hypnosis. 
Since the smell and taste of whiskey, beer, and wine 
are generally pleasurable to the alcoholic, J felt that 
it was necessar)^ to attempt to create an aversion 
to the taste, smell, and thought of alcoholic bever¬ 
ages and, furthermore, that if the generally pleasant 
anticipatory' reaction of the alcoholic to alcoholic 
beverages could be altered to one of disgust and 
displeasure, it would discourage any primar})' desire 
for drink. Jn my initial attempts, I found that the 
aversion reactions could be intensified by having 
patients relive the unpleasant ‘ffiang-over” effects 
of alcohol in tire hypnotic trance. 

The basic rationale was that of Freud’s pleasure 
principle and the efforts of the unconscious mind 
to evade or avoid reliving a painful, disgusting, 
or disagreeable experience. Pavlov' had demon¬ 
strated how conditioned reflexes could be estab¬ 
lished and how reactivity' could be so intensified 
that a light stimulus would produce a marked re- 

From Howard Univuriity Medical School. 


Hypnosis has been used in 24 patients 
with chronic alcoholism to create an aversion 
to alcoholic drinks. The duration of the 
alcoholism ranged from 3 to 34 years, and 
the patients were made to relive the un¬ 
pleasant hang-over effects of alcohol in the 
hypnotic trance. During the follow-up period, 
which averaged nine months, four patients 
relapsed, one of whom has so far responded 
well to additional treatment. Three case his¬ 
tories illustrate the favorable results obtained 
in two men aged 45 and 53 and a womon 
aged 56. 


sponse. It was kmou'n that the phenomenon of 
hj'pnosis resembles a conditioned response in tliat 
the subject becomes increasingly susceptible to 
hj'pnotic induction (phenomenon of “dressage )- 
Thus, it appeared similarly possible to “sensitize 
and accelerate reflex response by means of hj'pnosis. 
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Even a slight wliifT or taste of alcoholic beverages 
might be sulRcicnt to o\’oke a conditioned aversion 
reaction. 

Attempts along this line on the conscious level 
have been made by other investigators in the so- 
called conditioned rcfle.v aversion treatment of alco¬ 
holics, by \^ocgtlin ° and LeAfere and co-v'orkers.' 
In these instances the subjects were given alcoholic 
spirits after a nauseant and an emetic drug, gen- 
enally emetine hydrochloride, had been adminis¬ 
tered. The result was that the patient would be¬ 
come nauseated and vomit the ingested alcohol. 
The purpose was to create an a\'ersion, based on 
taste and smell, to alcoholic beverages. This was 
repeated for a number of treatments until the 
therapist was satisfied that the patient had an 
aversion to alcohol. I should like to comment 
briefly on this mode of treatment. Dcrcum ^ dep¬ 
recated the use of such depressant and nauseant 
dnigs as emetine and apomorphine in the treatment 
of alcoholism, considering the treatment as possibly 
harmful and of little lasting benefit. Certainly the 
treatment is not without its dangers and is, because 
of its duration, a painful e.vperience for the patient. 
No doubt there has been some success witli this 
metliod, although longer follow'-up data on results 
obtained have been difficult to secure. The one im¬ 
portant drawback in the treatment is tliat the pa¬ 
tient is usually aware that he is being given an 
injection of a nauseant drug when the spirits are 
administered. If we are to assume that the patient 
associates the vomiting with taking the whiskey, 
why could it not just as readily be assumed that 
he is as likely, if not more likel)', to associate the 
vomiting with the injection? Illustrative of this 
t>’pe of reaction was a 32-year-old alcoholic woman 
whom I encountered some years ago at the Cleve¬ 
land House of Correction. She had just completed 
a "wonder cure” at tire Greenhill Institute there. It 
appeared that her husband had mortgaged tlie 
family car so that she could have the treatment. 
Wien I asked her why she bad begun to drink 
again, after her husband had made such a sacrifice 
to have her treated, she remarked, “But, doctor, 
after they made me puke for three days and three 
nights, I just had to have some whiskey to settle my 
stomach.” 

With reference to the use of disulfiram (Anta¬ 
buse)' one must also be aware of certain problems. 
There are persons who may present a toxic sensi¬ 
tivity to the drug. Undesirable side-effects such as 
drowsiness, mild grand mal convulsions, gastro¬ 
intestinal complaints, fatigue, headache, dizziness, 
and diminished sexual potency have been reported.® 
Tile treatment is generally contraindicated in the 
presence of diabetes, renal disorders, liver diseases, 
and epilepsy. It is particularly hazardous to cardiac 
and hypotensive patients who drink while taking 
disulfiram. There have been instances when com¬ 
pulsive, self-destructive, suicidal drinkers have con¬ 
sumed alcoholic spirits while under the influence of 


disulfiram and suffered severe reactions, as would 
be anticipated. In some instances such reactions 
could be fatal. 

Many alcoholics will take disulfiram for a brief 
period and discontinue its use whenever tliey feel a 
desire to go on another drinking spree. The princi¬ 
pal deterrent to the use of disulfiram is the fear that 
it engenders in the patient. Frequently, patients 
taking disulfiram may demonstrate a prevailing 
Icnsion or manifest anxiety concerning the possible 
consequences, should they peld to the desire to 
drink. 

My decision to e.xperiment with hj'pnosis in at¬ 
tempting to create an aversion was based on a 
number of considerations. First and foremost, I felt 
that one of the greatest weaknesses of the afore¬ 
mentioned treatment was that it was on a con¬ 
scious level. It appeared likely that the aversion and 
disgust reaction could be prolonged and intensified 
if a conditioned-reflex reaction could be established 
in the unconscious mind of tlie patient and, further¬ 
more, that in order for this aversion to persist it had 
to be established beyond the reach of conscious 
resistances and ego defenses. In addition, it was 
desirable to avoid the use of possibly dangerous 
nauseant and depressant drugs. The acivisabilit)’ of 
submitting patients who are often seriously nutri¬ 
tionally depleted to daily emesis for 7 to 10 days 
can frankly be questioned. It was also apparent that, 
if successful, the hypnotically induced reflex aver¬ 
sion could be established much more rapidly and 
effectively, without causing the patient as much 
discomfort and dread of the treatment. 

It was felt that the aversion reaction could be 
made more intense and lasting to the patient be¬ 
cause of the greatly increased state of affectivitj' 
under hypnosis. It appears preferable for all con¬ 
cerned to be able to create a disgust aversion reflex 
reaction in a painless manner, so that the patient 
experiences a lack of appetite and desire for alco¬ 
holic beverages. Obviously, such a patient will not 
consume alcoholic beverages if he derives no 
pleasure from them and actually finds that the 
smell, taste, and sight of alcohol upset him physical¬ 
ly and emotionally. Finally, such a treatment could 
be easily given on an outpatient basis and rvould 
not require the hospitalization of the person and 
the loss of time and expense involved. 

Evaluation of Results 

This is merely a preliminary report and covers a 
relatively small group of patients. Most of these pa¬ 
tients were seen at the Howard University neuro¬ 
psychiatric clinic, the remainder at my oflBce. Of 
the 24 patients treated thus far, 5 were women. The 
duration of their alcoholism ranged from 3 to 34 
years. The average time of follow-up has been nine 
months. Eighteen of these patients are continuing 
psychotherapy. The average number of treatments 
received was two, but in some instances a third or 
fourth treatment was given if indicated. Eight 
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attend Alcoholics Anonymous meetings. Of the 
total, three patients have relapsed drus far. The 
criterion employed was that of continued abstinence 
from alcoholic beverages. About half of the patients 
made attempts to test themselves with alcohol, and 
all of these developed prompt aversion reactions and 
discontinued further such attempts. One of the 
patients attempted to drink beer after an aversion 
to whiskey only had been initiated. One first 
switched to barbiturates and tlren became intoxi¬ 
cated after the ingestion of larger doses of bar¬ 
biturates. The third patient was disturbed, widi a 
marked tendency toward depression. 

No claims are being made for this treatment as a 
cure-all for alcoholism. It represents only a pro¬ 
cedure for attempting to control drinking so that 
constructive psychotherapeutic, social, and eco¬ 
nomic rehabilitative steps can be taken. Alcoholism 
is symptomatic of deeper underlying disturbances 
of the personaliU', and there are probably as many 
diverse causes for alcoholism as exist for human 
unhappiness. 

Procedure 

In most instances I have found it sufficient to 
follow the initial treatment witli a second aversion 
treatment a week later. Further treatment is usually 
unnecessary' unless indicated by a tendency on the 
part of the patient to relapse. After the initial treat¬ 
ment patients may often test themselves with alco¬ 
holic beverages. If properly conditioned under 
hypnosis, tliey will promptly become nauseated and 
frequently vomit any ingested spirits. If the patient 
is in a poor nutritional state or in need of medical 
care or hospitalization, posthypnotic suggestion can 
be used to advantage to facilitate his cooperation in 
remedial measures. It is advisable to use posthyp¬ 
notic suggestion further and influence the patient 
against tire use of sedative drugs and tranquilizers 
as a substitute for the alcohol. The dangers of this 
practice should be strongly stressed. Alcoholics are 
particularly apt to develop dependency on habit¬ 
forming sedative drugs, since they are general^ . 
suffering from marked iimer anxieties and guilt. As 
aforementioned, psychotherapeutic measures should 
be strongly encouraged at this point and post¬ 
hypnotic suggestion utilized toward attaining this 
goal, since the underlying personality' and character 
problems have not been resolved. 

The hy'pnoreflex aversion treatment presents cer¬ 
tain other advantages. It is completely harmless in 
the hands of a properly trained psychotherapist. 
Furthermore, since it is administered under hypno¬ 
sis, it is possible to keep the patient consciously' 
relatively' imaware of any painful or disagreeable 
nauseating or vomiting e.xperiences. Tliis treatment 
can easily be administered to ambulant patients 
and does not require hospitalization. Since the 
aversion is created at an unconscious level, it is 
more intense and lasting. In addition, it provides 
the opportunity', while tlie patient is in the hypnotic 
trance, to explore some of the principal problems 


and conflicts which may underly his alcoholism and 
to permit him to abreact his emotional tensions, ll 
also affords the opportunity' to influence the patient 
to pursue a consti-uctive medical, social, and psy'cho- 
therapeutic regimen ’ by the skillful employment 
of posthypnotic suggestion. It is often possible to 
better evaluate the patient’s problems with regard 
to whether he should undergo individual or group 
psychotherapy. Also, under hy'pnosis, die patient 
can relive his most disagreeable “hang-over” ex¬ 
periences intrapsychicaUy, without having to ingest 
alcohol or nauseant drugs. 

As aforementioned, tire hypnotic reflex aversion 
treatment is far more effective because tlie aversion 
is created while the subject is unconscious and 
cannot employ his ego defenses or resistances. 
There is a stronger affective component in the latter 
instance, because affectivity' is markedly increased 
while intellectualization is markedly diminished 
under hypnosis. The discussed aversion reaction is 
therefore felt by the patient with greater intensity. 
Furthermore, because of hypnotic amnesia, he is 
unable to link or correlate tlie aversion reaction \titli 
any administration of a medicament to induce it. In 
most instances, I simply intensify the disgust, aver¬ 
sion, and displeasure of the hang-over state by hav¬ 
ing the subject actually relive one of his worst 
hang-overs. 

It is important, as indicated earlier, to create, if 
possible, an aversion reaction to all ty'pes of spirits, 
including beer and ii'ine, since I have seen instances 
in which a patient was given an aversion treatment 
to whiskey only and then attempted to switch to 
beer or wine in order to satisfy his craving. During 
the trance, it is also advisable to stress the dangers 
of switching the dependency to sedative drugs, 
such as barb’ ^'•ates and tranquilizers, while on the 
other har ' \g constructive measures. 

It i*" ^^ent that this treatment should 

be ..jy' a psychotherapist who is well 

^..i-nypnosis. Hypnotherapy is a method that 
^^.quifes adequate comprehension of the dy'namics 
of the unconscious mind. Much harm can be done 
by' its misuse, and it must be used only w'itli specific 
medical indication, never indiscriminately. 

Treatment is first explained to the patient as 
harmless, and no attempt is made to force the pa¬ 
tient to undergo it. Cooperation should be on a 
completely' voluntary basis. 

I have found that aversion reactions by' means or 
hy'pnosis can be successfully' induced in the treat¬ 
ment of such conditions as obesity' (aversion to 
specific foods), compulsive cigarette smoking, and 
certain instances of drug addiction. This techniquo 
has been effectix'e in treating obesity' in diabetic 
patients. 

Summary of Cases 

Case 1.—A 45-year-old man became an alcoholic 
at about 20 years of age. He began drinking at the 
age of 16 years. His drinking followed a compulsive 
pattern, and after severe bouts he would become 
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depressed. During .sucli postnlcoliolic depression 
states Ire twice attempted suicide, once by hanging 
himself with a belt. The patient gave a typical pic¬ 
ture of latent repressed honiose.vualily; homose.\-uaI 
men particularly tended to disturb him greatly. He 
suffered from partial impotence and liad strong 
feclin'^s of inferiority, guilt, and self-condemnation, 
particularly manifest during his hang-o\'er.s and 
brief intervals of abstinence. 

He felt that alcohol relieved his tension and made 
him feel more masculine and less awaia- of the 
effeminate component in himself. When drinking, 
he would release his pent-up self-hate on others, 
acting hostile, becoming enraged at the .slightest 
provocation, and being di.s'agreeable and negatir is- 
tic. He described his alcoholism as a “cniteb” on 
which he could always lean when he felt bad; “I 
would fust wipe out reality' for about (wo \veeks.” 

My endogenic method of hypnotic relaxation “ 
was employed, and the patient was in a deep trance 
witliin three minutes. He was then made to relir'c 
his worst hang-over, including the malaise, head¬ 
ache, nausea, and vomiting. He began emesis in 
four minutes after strong suggestions were given, 
while at the same time he was permitted to smell 
and taste whiskey', wine, and beer. 

He was given specific suggestion that, whenever 
he tasted, smelled, or even looked at alcoholic 
beverages, he would begin to recall these horrible 
hang-over sy'mptoms. This patient has been absti¬ 
nent for 12 months at the time of writing. He states 
that he cannot anticipate any pleasure at the taste, 
smell,.sight, or even thought of alcoholic beverages. 
During this period he has been treated by group 
psy'chotherapy' twice weekly, and he is making ex¬ 
cellent progress in resolving his basic difficulties. 

Case 2.—A SG-year-old woman had been a 
chronie alcoholic since her husband’s death eight 
years earlier. Prior to that, she stated, she had 
drunk only socially and had never e.xperiencecl 
alcoholic. into.xication. 

Tire patient stated that she felt a compulsion to 
drink, even though at times she had desired to 
abstain but was unable to do so. She was rela.xed 
by tire endogenic method within four minutes 
and then given aversion conditioning freatments 
similar to those given in the previous case. This 
patient did not have an emesis but felt very 
nauseated.' 

She has been completely abstinent for 11 months 
at the time of writing. She has complete aversion to 
the taste and smell of alcoholic beverages. These 
not only evoke a disagreeable nauseous feeling 
rapidly but also are promptly associated by the 
patient with disagreeable “hang-over feelings. 

Case 3.—A 53-year-old man had been affiliated 
with Alcoholics Anonymous for eight y'ears but was 
unable to curb his drinking. He had been drinking 
e.xcessively for approximately 30 years. Under 
hypnosis he revealed drat he had suffered from 
severe feelings of inadequacy as a man and that 
alcohol made him feel more “manly'.” The patient 


u'vcaled furdier that he was a ministers son and 
had been reared very rigidly. Sexual matters were 
never discussed at home and the patient had alway’s 
been held up as a model boy for the congregation. 
He was constantly plagued by shame and guilt 
h'clings. After puberty he became preoccupied 
with perverse and infantile se.xual impulses and 
fantasies. He always felt guilty about these, and 
later in life he discovered that he could derive con¬ 
siderable relief for his guilt dirough drinking. His 
drinking bouts were followed by strong secondary 
guilt feelings, depression, and phy'sical illness. This 
patient w'as given an aversion treatment under 
hypnosis. Two day's after this, while under consid¬ 
erable mental tension, he went into a bar and 
ordered 2 oz. of vodka mtli orange juice. After 
ingesting this drink he became nauseated and had 
an emesis. He was given a second aversion treat¬ 
ment on the next day, and he has remained com¬ 
pletely abstinent for nine months at the time of 
writing. Intensive psy'chotherapy xvas instituted in 
order to deal with his deep-seated neurotic prob¬ 
lems. His guilt and an.viety feelings have greatly 
diminished, while his insight into his problems is 
greatly improved. He has been able to remain in 
his joh, which is a position of responsibility. He also 
reports that his marital life generally has improved. 

2025 Eye St., N. W. (6). 

Addendum 

Since this paper was submitted one additional 
alcoholic patient who received aversion treatment 
by hypnosis has relapsed. This iratient received 
another aversion treatment after the relapse and 
has been abstinent for one month. 
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EFFECTS OF CHLORPROMAZINE AND ALCOHOL ON 
COORDINATION AND JUDGMENT 

George A. Zirkle, Ph.D., Peter D. King, M.D., Ott B. McAtee, M.D. 

and 

Robert Van Dyke, North Madison, Ind. 


This experimental study resulted from an ob¬ 
servation on the part of certain police officers that 
a combination of tranquilizing dnig and alcohol 
appeared to interfere with safe automobile driving 
more than did alcohol alone. Interrogation of an 
alcoholic disclosed the fact that he noticed a greatly 
increased effect from whiskey after having first 
taken meprobamate. However, Marquis and co¬ 
workers ' found no potentiating effect of meproba¬ 
mate on alcohol. Since less than 1 oz.- of alcohol 
was used in their study, and no effort was made to 
adjust alcohol concentration to body weight, it is 
not surprising that little effect was noted. More¬ 
over, tlie autliors did not state whether the subjects 
took the alcohol on an empty or a full stomach. If 
tire subjects had recently taken food, the rate of 
absorption of the alcohol would have been slowed 
dovm and the alcohol blood volume u'ould have 
been quite low at tlie end of the 30-minute waiting 
period allowed before the start of testing. 

Greenhouse and Pilot ■ reported that alcoholic 
subjects treated with reserpine who continued to 
drink stated they received a more powerful effect 
from the alcohol. On the basis of animal studies 
showing a potentiating effect of chlorpromazine 
(Thorazine) hydrochloride on alcohol, its makers 
warn physicians to take particular care in ad¬ 
ministering it to patients who may have a consider¬ 
able amount of alcohol in their systems. Fazekas 
and co-workers “ questioned that there is a syner¬ 
gistic action behveen chlorpromazine and alcohol. 
A letter from Fazekas indicated, howe^'er, that he 
suspects that tliere is a potentiating effect of chlor¬ 
promazine on alcohol. 

Chlorpromazine is being taken by large numbers 
of discharged mental patients today. Many of these 
patients operate automobiles or other complex 
machinery, and they have access to alcoholic 
beverages. If there is a potentiating effect of chlor¬ 
promazine on alcohol, solid evidence for it should 
be discovered so that effective control measures 
may be instituted. At Madison State Hospital by far 
the most common drug being taken by outpatients 
is chlorpromazine. A study of dosages over a year’s 
time showed the most common one for outpatients 

Consiilting Psychologist, Madison State Hospital, and Chairman of 
Department of Psycholog>’, Hanover College (Dr. Zirkle); Clinical 
Director of Female Service and Director of Clinical Research (Dr. 
King); Superintendent and Chief Medical Director, Madison State 
Hospital (Dr. McAtee); and Sergeant and Director of Charlestown 
Post l-aborator>', Indiana Slate Police (Sgt. Van Dyke). 

Read before the annual meeting of the American Psychiatric Asso¬ 
ciation, Philadelphia, April 27, 1959. 


This study was designed fo test the belief 
that simultaneous use of tranquilizing drugs 
and alcoholic drinks has a particularly bad 
effect on neuromuscular coordination ond 
interferes with safely in automobile driving. 
A battery of tests was applied to 24 volun¬ 
teer subjects under four experimental condi¬ 
tions achieved with combinations of alcohol 
and chlorpromazine, alcohol and placebo 
tablet, placebo drink and chlorpromazine, 
and placebo drink and placebo tablet. The 
effect of alcohol and chlorpromazine taken 
together significantly impaired the perform¬ 
ance of the subjects. The more complex tasks 
were most affected, and the subjects became 
aware of dulness, lethargy, and poor coordi¬ 
nation. Chlorpromazine alone impaired per¬ 
formance, but the impairment caused by 
alcohol with chlorpromazine was significantly 
greater. Patients obliged to take chlorproma¬ 
zine should be warned that the use of alcohol 
greatly increases the dangers of operating 
complex machinery, including automobiles. 


to be 200 mg. per day. It was therefore decided to 
use this drug for the present study in the dosage of 
200 mg. per day. 

Experimental Problem and Procedure 

The e.xperimental problem was defined in terms 
of the null hypotliesis; There is no more effect on 
human coordination and judgment from a com¬ 
bined dosage of alcohol and chlorpromazine than 
from either of these drugs taken singly- 

To answer this problem four experimental condi¬ 
tions were provided. These were (1) placebo con¬ 
dition (“chlorpromazine” placebo plus placebo 
drink), (2) chlorpromazine condition (chlorproma¬ 
zine plus placebo drink), (3) alcohol conditj^oa 
(“chlorpromazine” placebo plus alcohol 
and ’(4) cblorpromazine-alcobol condition 
promazine plus alcohol drink). The four conmtions 
were rotated in four different sequences. Subjec 
were divided into four subgroups of six, with i 
group being assigned a different sequence. Placebos, 
chlorpromazine, and alcohol were administere 
orally, a “blind” procedure being used. 
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To appio.\imiitc llio tliorapciitic situation it was 
dcciclecl to adininistci' clilorproinazinc to subjcct.s 
for a week hofore it.s offccls were tested. Its pres¬ 
ence was s'crified by a urine lest.'" When admin¬ 
istration was stopped, a week was allowed for it to 
be dissipated from the system before testing was 
resumed. Subjects took tablets on arising and re¬ 
tiring for the entire e.xpcrimcntal period. 

Ninety-fi\'e per cent ethyl alcohol was given to 
subjects, on empty stomachs, in combination with 
lemon-limo-fla\’ored carbomited water, sugar, mint 
lea\'es, and ice. A irlacebo drink of the same with¬ 
out the alcohol was given on two of the test days. 
Some subjects knew from its smell, taste, and effects 
when the alcohol was present. Amounts of alcohol 
given were adjusted to body weights in order to 
produce a blood level close to 0.05%. Theoretically, 
30 cc. of ethyl alcohol per 150 lb. (68.2 kg.) of body 
weight v'ill irroduce this level. Individual variables 
affect tlie j)hysiological action so that the tlicoreti- 
cal level can seldom be e.vactly achieved, however. 
An e.xtra 10 cc. of alcohol per 68 kg. (150 lb.) was 
given to compensate for the amount consumed by 
the body during the 45 minutes to an hour which 
elapsed before testing. 

The 0.05% blood alcohol level was chosen be¬ 
cause statutes in many states hold that tin's con¬ 
centration does not impair driving ability. If 
chlorpromazine increased the action of this amount 
of alcohol to the point where the drinker’s co¬ 
ordination and judgment were definitely impaired, 
tlien the supplementing or potentiating effect would 
be clearly demonstrated. 

Subjects were allowed 15 minutes in which to 
drink the test beverage, and 45 minutes more were 
allowed for the desired concentration of alcohol 
to build up. They were then tested for blood alcohol 
volume by means of a Breathalyzer. This instrument 
operates on the principle tliat at body temperature 
die ratio behveen breath alcohol and blood alcohol 
is 2,100 to 1. Breath tests were made regardless of 
whether the subject had taken a drink containing 
alcohol. They were also made at the conclusion of 
the testing period on subjects who had taken 
alcohol. 

Si/h/ects.—Twenty-four subjects were enlisted for 
die experiment. Eighteen were employees at tlie 
hospital and six were patients. There were 18 men 
and 6 women, with ages ranging from 20 to 71 
years. Most were in their 20’s or 30’s. Weights 
ranged from 105 to 210 lb, (48 to 96 kg.). Employ¬ 
ees were informed that the e.vperiment would in¬ 
volve the taking of chlorpromazine and alcohol and 
that it might help in making our highwaj's safer. 
Three employee subjects were later dropped from 
the study, however, because of illness or failure to 
take the drug. 


Because of the pressure of time the six patient 
subjects were chosen primarily because they were 
already taking 200 mg. of chlorpromazine per day 
and because they were relatively cooperative. They 
were given the same information about the experi¬ 
ment as employee subjects, e.vcept that no mention 
was made of chlorpromazine. A rerun of the e.vperi¬ 
ment would dictate a more careful choice of patient 
subjects, as the participation of all was interfered 
with to some extent by their psychoses. 

Tests Employed.—Because other investigators 
have found that routine, habitual, and reflex actions 
are little affected by low concentrations of alcohol, 
it was determined that more sensitive tests would 
need to be employed, tests wliich would call for 
the use of higher intellectual processes of co¬ 
ordination and judgment. It was presumed that 
these higher level processes would be more sensitive 
to the depressing or confusing effects of small 
amounts of alcoliol. 

The test battery selected comprised the following 
tests: (1) a digit-alphabet test requiring tliat letters 
be written below numbers according to a jumbled 
key—time limit 1% minutes; (2) a tweezer de-vterity 
test requiring tliat tweezers be used by the non¬ 
preferred hand to insert 16 steel pins in a square of 
holes—timed; (3) counting backward by 1 from 100 
for 30 seconds; (4) braking reaction time, with 
judgment, on an American Automobile Association 
Reaction Timer—subjects braked when a red light 
flashed but not when a green light flashed; (5) 
crossing out of groups of four dots randomly printed 
in rows with dot groups of otlier denominations— 
time limit 2% minutes; (6) mental addition of 37 
to lists of two-place numbers—time limit 1% min¬ 
utes; (7) differential lever pressing-reaction time to 
visual flashing of odd-odd and even-even digit 
combinations—odd-even combinations were also 
flashed, with the instruction that nothing be done 
when they appeared; and (8) matching the lengths 
of two lines in Mueller-Lyer and in vertical-hori¬ 
zontal illusions. 

Specific tests were assigned to the three e.vperi- 
menters, who continued to administer the same 
tests tliroughout the project. Subjects were not in¬ 
formed of their test scores, although most had a 
fairly good idea of their success on some. Total test¬ 
ing time for the battery was approximately 20 
minutes. 

Results 

Urine tests were positiv'e for chlorpromazine in 
the two conditions involving its use. In the alcohol 
condition blood alcohol levels taken just prior to 
testing averaged 0.048%, with a standard delation 
of 0.015. After testing the average was 0.038%, with 
a standard deviation of 0.010. In the alcohol- 
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chlorpromazine condition blood levels prior to test¬ 
ing averaged 0.042%, with a standard deviation of 
0.013 and after testing, 0.035%, with a standard 
deviation of 0.011. 

Table 1 shows results under the four experimental 
conditions. Since tire concern was for comparative 
results, raw scores in each condition are not shorvn. 
Instead, scores made on a test in all four conditions 
were added together to make a total score. Per¬ 
centages of this total score were then computed for 
each condition. These percentages are given in 
table 1. Score percentages in each of the four con¬ 
ditions were ranked from 1 for best to 4 for worst. 
Tins was done since higher scores are better in 
some tests but worse in others. The t test was applied 
to differences in raw scores between tire placebo 
condition and die otlier tlnee conditions. The t val¬ 
ues are also sho^vn in the table. 

It will be noted that performance was best under 
tire placebo condition, witlr tire highest average 
rank on tire eight tests (1.6). Rank performance 


In order to detennine the effects of the drugs on 
judgment and reasoning tire eight tests were ranked 
by the experimenters on tire basis of the degree to 
which their mastery required higher intellectual 
ability. The resultant rank order in terms of increas¬ 
ing ability required was as follows: tweezer dex¬ 
terity, braking reaction with judgment, dot check¬ 
ing, choice reaction time, illusion line matching, 
counting backward from 100, mental addition of 
two-place numbers, and digit-alphabet matching. 
The rank order of t values for each drag condition 
shoum in table 1 were determined. Ranks in each 
condition were then correlated with the degree of 
judgment rank as noted above, with results shown 
in table 2. 

When alcohol and chloipromazine were taken in 
combination, the correlation noted is just short of 
significance at the 0.01 level. Tliis indicates tliat 
the confusing or inhibiting effects of the combina¬ 
tion increased with increasing need on the tasks 
for higher intellectual ability and judgment. In die 


Table 1.—Comparison of Test Restilts of Twenty-four Subjects Under Four Experimental Conditions 

Condition 

-- -- . . — 

Placebo Alcohol CbJorproranzinc Alcohol-Cblorpromazine 

- - ^ - . - - A- - -- A- _ __ _A_ -- 


Test % Rant % Rank t % Rank t % Rank t 

Digit alphabet. 26.2 1 24.4 3 2.61* 25.3 2 1.13 24.1 4 2.23* 

Illusions . 23.3 2 22." 1 0.11 26.2 3 1.23 27.9 4 ' 2.29* 

Tweezer dexterity . 25.0 2 24.2 I 0.61 25.1 3 1.6S 25.7 4 0.62 

[Counting backward. 24.0 2 25.3 3 1.24 23.8 1 0.25 20.4 4 2.06 

Braking time. 24.9 3 24.8 2 0.31 24.7 1 0.39 25.6 4 0.62 

Mental addition. 27.9 1 24.7 2 2.13* 21.3 3 2.61* 23.1 4 2.60* 

Clioice reaction. 23.1 1 25.8 3 1.60 26.1 4 1.18 25.0 2 1.18 

Dot checking . 20.1 1 24.2 4 1.75 24.0 3 1.41 25.1 2 0.68 

Average . 1.0 2.4 2.5 3.5 


'p <0.05. 


was worst under the alcohol-chlorpromazine condi¬ 
tion (3.5). Ranks on tlie other two conditions were 
nearly tire same. The t test showed a significant 
difference between scores on tlie placebo and 
alcohol-chlorpromazine conditions in the case of 
three tests. On one other test, counting backward, 
tlie t value of 2.06 is just short of significance at the 
0.05 level. In the alcohol condition scores on two 
tests were significantly lower tlian in the placebo 
condition. In the chlorpromazine condition scores 
were significantly below those in the placebo condi¬ 
tion on one test. Scores on die illusions test were 
significandy lower in the alcohol-chlorpromazine 
condition than in the alcohol condition (p<0.05). 
Scores on the counting backxvard test were signifi¬ 
candy poorer in the alcohol-chlorpromazine condi¬ 
tion tlian in die chlorpromazine condition (p<0.05). 

While test results were affected by all three drug 
conditions, the greatest impairment must be attrib¬ 
uted to the combination of alcohol and chlorpro- 
mazine. This is demonstrated in table 2, in which 
score percentages on all eight tests in die placebo 
condition are compared widi like percentages in 
the diree 'drag conditions. 


case of the alcohol condition the correlation is just 
short of significance at the 0.05 level. 

Results confirm the earlier view wliich dictated 
planning for tests to be used in this study; namely, 
that tests requiring higher and more complex- 
mental abilities should be used rather than tests of 
routine or reflex activities. Mental activities of a 
Iiigher intellectual variety are more subject to the 
effects of alcohol. 

Subjective Data.—At die conclusion of each test 
period subjects were asked to register the excellence 
of their over-all performance on a 10-point scale, 
with 10 representing the best performance they 
would be capable of. Patient subjects had great 
difficulty in doing this, so the results from the 15 
normal subjects only will be presented. The average 
ratings under the different conditions are shmvn in 
table 2. The t test was applied to differences be- 
Uveen ratings in the placebo and diree drug con¬ 
ditions. 

These self-ratings closely parallel actual test re¬ 
sults, as shoxvn in table 1, and indicate diat subjects 
reahzed their performance under die alcohol- 
chlorpromazine condition was not up to that under 












Vol, 171, No. 11 


I'FriCCTS OF Cni.OUPROMAZINE-ZinKLE ET AL. 


171/1499 


the other conditions. The difference helwcon ratings 
imclcr tlic placebo and alcoliol-chlorpromazinc con¬ 
ditions is highly significant. 

Immediately after each tc.sl period the 15 em¬ 
ployee subjects were asked to describe bow they 
felt. After the alcohol-cblorpromazine session over 
507*0 reported they were sleepy, and 4077 reported 
feeling intoxicated or “groggy.” These figures arc 
twice as large as similar figures for the other three 
conditions combined. Peculiar to the alcohol- 
cliloqiromazine condition also were such descrip¬ 
tions as “wobbly,” “dizzy,” “dull mentally,” and 
“poorly coordinated”; almost half reiiortcd a 
letliarg)’ described by two subjects as "not giving a 
damn.” Three subjects spontaneously reported they 
got more effect from the alcohol on the day when 
tliey also bad chlorpromazine. At the conclusion of 


Table 2.—Comparison, Correlation, and ratlcnt Evaluation 
of Results of Eight Tests Under Drtig Conditions 
Versus Placebo Conditions 


ConiBorlson ot compo'Itc pcorc Irom nil clKht 
test rejults under placebo condition TPlth to«l 
resnits under given dnig condition 

P . 

Correlation between values ot t and estimated 
oeRree ol Judgment required 
rbo..... 

P... 

Average Pclf*ratlQgs 

BatJflgf ... 

f ... 

P..... 


Drug Conditions 

- ^ 

Alcohol 

Pius 


Alco¬ 

hol 

Chlor- 

proinu- 

7.1nc 

Chlor. 

proinn- 

zinc 

2.0S 

•2M 

3.92 

<0.10 

<0.03 

<0,005 

o.cia 

C.IU 

o.e2r 

<0.10 


<0.05 

OJ 

C,3 

5.5 

1.09 

1.3 

3.7 

0.5 

O.G 

<0.01 


The t test wag applied In each case to the dlftcrcnec hetween per¬ 
formance under placebo conditions and the given drug conditions, 
t Ratings were on an arbitrary 10 -polnt scale, with io representing 
the best i»o.«sJble periormancc. The three figure^ 0.4, 0.3, nn<l 0.5 arc to 
DC compared with the average self-rating ot performance under placebo 
conditions, which was C.o, 


the last experimental session, employee subjects were 
asked the following question: "If you had been driv¬ 
ing an automobile instead of taking tests on the 
four test days, would there have been any one day 
when you would have been most unsafe as a 
driver?” Eighty-seven per cent picked the day on 
which they had both alcohol and chlorpromazine. 
The remainder chose the day when they received 

alcohol only. ... 

^ Comment 

The test results enabled us to reject the null hypo¬ 
thesis. As compared with the placebo condition, 
there was a significantly greater effect on coordina¬ 
tion and judgment from a combined dosage of 
alcohol and chlorpromazine than from either of 
these drugs taken singly. In all eight tests employed, 
scores were worse in tire alcohol-chlorpromazine 
condition than in the placebo condition. In the case 
of three tests, and almost so in the case of one other. 


the difference was significant at the 0.05 level 
of probabilit)'. When performance on all eight tests 
is compared, the difference is highly significant 
(p<0.005). Although performance was impaired in 
the alcohol condition, the degree of impairment 
was not nearly so great. This was true despite the 
fact that the average blood alcohol level in the 
alcohol condition (0.0487o) was .slightly higher than 
in the alcohol-chlorpromazine condition (0.042%). 
Although performance on the eight tests was im¬ 
paired in the chlorpromazine condition (p<0.05), 
this impairment was less significant than in the 
alcohol-chlorpromazine condition (p<0.005). 

A second interesting finding was the differential 
effect of tlie drugs on tasks requiring varying 
amounts of judgment and ability. Performance on 
higher level tasks was reduced in significantly 
greater degree than performance on lower level 
ones. 

Greater impairment from the combination of 
drugs than from cither one taken singly was recog¬ 
nized by the normal subjects, as indicated by their 
subjective ratings. Descriptions of their feelings 
while in the three drug states also revealed tlie 
greatest interference from the combination dosage. 

Conclusions 

Objective test data from all subjects and sub¬ 
jective evaluations from the normal subjects agi'ee in 
pointing to a supplementary and possibly poten¬ 
tiating effect of chlorpromazine on alcohol in fliis 
e.xperiment. In combination wth chlorpromazine 
small amounts of alcohol were shown to significantly 
impair coordination and judgment, such as are 
needed for safe operation of automobiles and other 
complex machiner)’. It is therefore recommended 
tliat physicians who prescribe chloipromazine 
should warn their patients of the possible dangers 
of the use of alcohol. 

The placebos used in this study were supplied by Smith 
Kline & French Laboratories, Philadelpbia. 
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CLINICAL NOTES 


EFFECT OF CIGARETTE SMOKING ON SERUiM CHOLESTEROL 
AND LIPOPROTEIN CONCENTRATIONS 


Irvine H. Page, M.D., Lena A. Lewis, Ph.D. 

and 

Mohammed Moinuddin, Ph.D., Cleveland 


It has been suggested tliat cigarette smoking is 
in some way causally related to myocardial in¬ 
farction and to coronary atherosclerosis. This is 
difficult to prove. Many investigators believe that 
the evidence is good for the association of hyper¬ 
cholesteremia and accelerated atherogenesis. If it 
could be shown that cigarette smoking is followed 
by a rise in serum cholesterol level, this could be 
interpreted as evidence in favor of a relationship of 
smoking and atherogenesis. 

Methods of Study 

Tlie subjects of the present study were la.^ora¬ 
tory personnel. Fifteen were regular smokers; five- 
were nonsmokers. A low-fat breakfast was eaten 


10 minutes, and 30 minutes after the smoking u’as 
finished blood was collected. To determine the re¬ 
producibility of the procedure, three subjects (2, 
11, and 1'2) were vised on two occasions. 

Two nonsmokers had blood drawn at intervals 
similar to those of the smokers. They breathed 
more deeply than usual for 10 minutes. The pro¬ 
cedure was repeated when they smoked two cig¬ 
arettes. 

The serum cholesterol level was detennined by 
the method of Abell and associates.' Serum lipo¬ 
protein levels were estimated on some samples 
ultracentrifugally at a density of 1.063 by the meth¬ 
od of Gofman and associates “ or at a density' of 
1.21 by the method of Lewis and associates." 


Table 1.—Serum Cholesterol Concentration Before and After Smoking 




Cholesterol Level. Mg./lOO Ml. 


Subject 

' 

End of 

10 Min. After 

30 Min, After 


No. 

Presmoke Smoke 

End of Smoke 

End of Smoke Age,' 

1. 

213 

184 

UK» 

227 

31 

2A. 

• 

172 

100 

181 

43 

B. 

172 

107 

105 

102 


3. 

2S7 

29.7 

2S0 

280 

51 

4. 

.32.'. 

320 

319 

32.3 

42 

. 

17S 

ISS 

191 

179 

23 

IL.,. 

17.'i 

1R5 

103 

165 

20 

T_ 

174 

179 

171 

171 

21 

K 

2.'i4 

2.54 

2.‘il 

204 

48 

0. 

192 

191 

lOS 

1S8 

29 

10. 


100 

103 

104 

23 

HA. 

24S 


237 

248 

45 

Bt. 

250 

25S 

25S 

261 


12A. 

2f>2 


2SS 

270 

48 

Bt. 

2Sd 

292 

292 

2a» 


13. 

22S 

224 

227 

231 

34 

14. 

227 

224 

218 

218 

27 

15. 

251 

2.‘il 

241 

248 

2.5 

Id. 

170 

170 



17 

17. 

2(V4 

ISO 

190 

181 

22 

IS. 

273 

27S 

271 

278 

47 

19. 

210 

207 

19? 

211 

28 

20. 

194 

10® 

190 

188 

21 


Sex Sinokin^' History 

M Normally smokes altout 1 pack nonfllter-tlp cljrarettos per duy 

M Normally smokes about 1 pack flUcr-tip cigarettes per duy 

F Normally smokes about 10 to lo cigarettes (nonfiltcr) per day 

M Nonnnlly smokes about 15 to 20 nonfllter-tip cigarettes per day 

F Normally smokes about 1 pack Alter tip, mentholated cigarettes per day 

M Normally smokes about 1 puck filter-tip cigarettes per day 

M Nonnally smokes about 1 puck filter-tip cigarettes per day 

M Normally smokes a!»out 1 pack filter-tip cigarettes per day 

M Normally smokes about 1 pack filter-tip cigarettes per day 

M Normally smokes about 1 pack filter-tip cigarette® per day 

M Nonsmoke control; docs not usually smoke 

F Non.®moke control; tloes notu.«ual]y smoke 

F Does not usually smoke 

M May not smoke cigarettes regularly; shifts to pipe for weeks 
M Smokes about 1 puck flUcr-tip cigarettes per day 

F Smokes at»out 1 pack flUcr-tip cigarettes per day 

F Smokes between and 1 pack filter-tip cigarettes per day 
F Does not usually smoke 

M Doe® not usually smoke 

M Smokes between 5 and 10 cigarette® per day 


* Lost. 

I Smoked. 


at about 7 a.m. The subjects refrained from smok¬ 
ing or taking fluids after 9 a.m. At 11:30 a.m. a 
control blood sample was taken, after which the 
subject smoked two nonfilter-tip cigarettes within a 
10-minute period, inhaling deeply. Immediately, 

From the Research Division of the Cleveland Clinic Foundation 
and the Frank E. Bunts Educational Institute. 


Results 

The serum cholesterol concentration immediate¬ 
ly after and a short time after smoking was essen¬ 
tially unchanged in most subjects (table 1). There 
seemed to be no greater variations in the subjects 
who were habitual smokers than in the nonsmok- 
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?rs. In one ninn, snbjccl 1, there was a decrease, ap- 
nrcntly as a result of smoking. The cause for this 
IS not found. Subject 12, who was studied after 
smoking on the same day as subject 1, showed 
a slight, but not significant, decrease one-lialf liour 
after 10 minutes of dcci> brcalliing. 

There was no significant change after smoking 
in the scrum lipoprotein pattern of the 10 subjects 
for whom the lipoprotein levels were measured, at 
densities 1.063 and 1.21. The lipoprotein results 


short periods. The slight stress of blood drawing 
or smoking was not sufficient to modify them. 

The lack of effect of smoking on the cholesterol 
and lipoprotein levels in the nonsmoking persons 
was striking. They had smoked two cigarettes with 
inhaling, and this could be considered to be a not 
inconsiderable stress. At the end of the smoking 
both subjects felt dizzy and chilly but no change 
was observed. 

We know little of the long-time effect of smok¬ 
ing on the serum cholesterol or lipoprotein levels. 


Taulv; 2,—Senim Lijiojjrofciii Levels Determined at Ttvo Densities Before and After Smoking 




Total Protein 

Cholesterol 



UpoDrotela Level, Mg./lOO Ml. 




Sample 

Level, 
















Sfl2-205 


Subject Xo. 

Xo.' 

Gw./m Ml. 

Mk./IWIMI. 

•STO^OO: 

40-701 

2a-40: 

20-251 

MOl 

Sf20-1005 


A 


2.V* 

90 

71 

m 

14 

212 

.. 



11 

• • • 

•J.V* 

71 

71 

370 

14 

225 

.. 



0 


2.V' 

71 

(JO 

390 

19 

212 




D 



33 

71 

4.'10 

14 

230 


.. 


. A 

7 .So 

22S 

38 


■2G0 

10 

333 




B 

7.60 


33 

r»2 

280 

10 

345 

.. 



G 

7.<V) 

.»•>“ 

28 


28o 

23 

330 

.. 



D 

7.(70 

231 

33 

52 

2D0 

19 

348 

.. 



A 

7.r/> 

227 

fi2 

71 

400 

23 

223 

78 

26 


B 

7.(K) 


47 

71 

400 

23 

243 

87 

22 


G 

7..Vi 

218 

42 

00"* 

400 

33 

207 

70 

30 


D 

7,00 

218 

f.2 

52 

370 

23 

216 

cri 

34 


. A 

7.03 

231 

28 

71 

390 

19 

320 

69 

52 


B 

7.00 

2.71 

33 

06 

37G 

10 

330 

6.5 

47 


0 

(5 7.7 

2tl 

33 

71 

420 

14 

270 

69 

47 


D 

7.00 

218 

10 

00 

400 

10 

20,5 

61 

43 


. A 


17« 

23 

35 

200 

19 

322 


.. 


B 


170 

2C 

30 

200 

1C 

340 


.. 


. A 

o,so 

201 

10 

33 

200 

28 

244 

14 

16 


B 

6.GS 

ISO 

14 

23 

210 

28 

2.75 

14 

11 


c 

CMS 

m 

10 

24 

240 

23 

260 

14 

18 


D 

6.4S 

191 

19 

2S 

2:a) 

2S 

244 

.. 



. A 

G.W 

273 

40 

00 

4.V) 

21 

3S0 

70 

5.3 


B 

7.12 

478 

1 


i 

1 

f 

70 

58 


0 

C.70 

271 

38 

(JO 

400 

24 


60 

72 


D 

fi.7y 

278 

42 

Cl 

420 

21 

345 

65 

53 


. A 

tJ.:*2 

210 

24 

73 

253 

14 

2.vS 

»• 



B 

c.c:. 

207 

35 

77 

203 

14 

2?0 

.. 



c 

fi.OO 

193 

35 

71 

270 

14 

276 




D 

o.c:> 

2U 

42 

7a 

2G0 

14 

299 




. A 

7.o:i 

101 

0 

45 

270 

19 

2.75 




B 

7.10 

109 

0 

3,3 

285 

23 

225 

.. 



C 

7.00 

190 

0 

33 

300 

23 

239 

.. 



V 

v.oo 

18S 

0 

37 

2S0 

19 

243 

.. 


2B. 

. A 


172 

0 

19 

174 

19 

322 

,, 

,, 


B 

• • • 

1G7 

0 

34 

160 

19 

310 




C 


IfJ.'i 

0 

10 

180 

14 

.300 

,, 



D 


1G2 

0 

14 

174 

14 

510 

•• 

- 

* Smtih A = pri6?moWnR "eontto\"* 
1 Lost In preparatton. 

B end o{ sinotlnK; C= 10 n\lnuW« «(t?r »nd of smokinK; und D 

■=rS0 mtnutes utter cmi smoking. 


t Determinefl at rten.'iity 1.21, 

I Det<?nnlnc<l at density 1,0G3. 


(table 2) serve to show the good reproducibility of 
the method; the patterns looked like duplicates of 
the same sample. 

Small variations in the total cholesterol concen¬ 
tration. were accompanied by similar small changes 
in total protein level, suggesting that they were 
probably due to slight fluid shifts. 

Comment 

The results reflect the relatively stable level of 
the serum cholesterol and lipoprotein levels for 


Changes in eating habits resulting from smoking 
could play an important part in varying the choles¬ 
terol concentration. 

In a study of serum lipoprotein and cholesterol 
levels in smokers as compared with nonsmdkers, 
Gofman and associates ‘ observed a significantly 
higher concentration in men aged 20-29 years who 
smoked. The differences were not significant in the 
older age group of either men or women. In our 
studies there was no difference between the results 
on young or older subjects or between the sexes. 
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Summar)' 

The rapid smoking of two nonfilter-tin ^'garettes 
by habitual smokers or nonsmokers was without 
effect in modifying serum cholesterol or lipoprotein 
concentrations during the 30-minute period im¬ 
mediately after smoking. If this fonn of smoking 
is a stress, it is insufficient to change blood choles¬ 
terol or lipoprotein levels during short periods of 
time. Over short periods of time the cholesterol 
and lipoprotein levels are constant. 

2020 E. 93rd St. (6) (Dr. Page). 
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TREATMENT OF POSTALCOHOLIC SYNDROME 
WITH TRIFLUPROMAZINE HYDROCHLORIDE 

Harold I. Goldman, M.D., Denver, Colo. 


The acute alcoholic inmate of a county or city 
prison presents special problems of management. 
The boisterousness, hallucinosis, nausea, tremors, 
and involuntary defecation and urination, which 
characterize the postalcoholic state, are not only 
distressing to the prisoner but also add to the gen¬ 
eral disturbance of the prison population and in¬ 
crease tile burden of custodial care. To alleviate 
these problems, a simple regimen, effective in con¬ 
trolling withdrawal symptoms in the alcoholic 
prisoner, is desirable. 

In recent years, a number of the so-called tran- 
quilizing drugs have been employed in the treat¬ 
ment of the alcoholic patient. Some of the most 
effective of these drugs in treatment of patients 
in the postalcoholic state have been the pheno- 
thiazine derivatives.* Recently a new phenothia- 
zine compound, triflupromazine hydrochloride, has 
been made available for trial in controlling symp¬ 
toms of alcohol withdrawal. 

For about a year, triflupromazine, supplied as 
Vesprin, has been under study at the Denver 
city jail, to evaluate its effectiveness in treating 
alcoholic prisoners. Up to the present time a total 
of 252 prisoners have been treated with triflupro¬ 
mazine hydrochloride. From the results obtained, 
it would appear that this substance is a valuable 
adjunct in tlie treatment of the postalcoholic sjm- 
■^me. Results of this study are briefly reported. 

Dfpartmenl, City and Countj- of Denver. 


Methods and Materials 

Patients.—The series comprised a total of 252 
subjects. Of these, 221 were men, and 31 were wom¬ 
en. All were intoxicated on admission, but none 
had acute delirium. None of the prisoners was 
addicted to narcotics. The symptoms of alcohol 
withdrawal which were observed during this study 
included boisterousness, tremors, hallucinosis, and 
nausea. Police officers were provided with check 
sheets on which to record their observations of tlie 
patients (table 1). Representative blood pressure 
readings were taken at random among the prison¬ 
ers to serve as “spot checks” for any hypotensive 
response to the drug. Instructions were given to 

Table 1.—Check Sheet Used by Police Officers to Record 
Effects of Triflupromazine on Prisoners 

Tlli^ druif is to i»e used in the oit5' jull exiteriincntally and the 
o!»scrved mid reported to Dr. Goldman. The doFUKe is one (1) t»t'*ct 
which may he followed with another eveiy four (4) hours, if neees.««D'* 
It is to 1*0 used for the shakes and other iiostalcohoKc reactions. 

Fill in the 1st and 2ntl Uiics at the time the dniK is given. 

After <»h'.erviiifr the prisoner for one hour or more the report ina> 
he completed and filed in the medicine box. 

!. Prisoner's name. 

i. Date and time given ... 

3. Time of observation. 

L Did the prisoner’s nausea seem to improve? Yc" 

Did the prisoner’s shakes seem to iui])rovev Yes 

0. Was the prisoner able to go to court or be relcu'^ed? Y'es 

7. Did the jirisoner seem to improve? 

8. Officer's name . 

record any other undesirable reactions to the dnig- 

A/cfficnfioii.—Triflupromazine was administered 
orally in doses of 25 mg. every four hours until 
the described symptoms disappeared or became 
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worse (indicating lliat llie drug was ineffective in 
these cases). In cases in wliicli there was no ap¬ 
parent response to the drug, the dosage was in¬ 
creased so dial at least four doses (25 mg. each) 
were given witliin 6 to 12 hours. Total daily doses 
ranged from 150 to 400 mg. 

Results 

In 212 of the 252 patients treated with triflupro- 
mazine, at least two of the obscrv'cd symptoms 
improved (table 2). Sixteen patients required 
treatment for 24 hours or longer before any im- 
pro\’einent w'as apparent. Forty patients showed no 
improvement at any time (or their symptoms be¬ 
came worse) after administration of trifluproma- 
zine. All of those who responded to trifluproma- 
zine markedly improved in their boisterousness 
and hallucinations. The drug failed to control 
nausea in 43 subjects or tremors in 49. Of the 221 
men treated, 182 (82.4%) improved and 39 did not. 

Tahle 2.—Effecticciicss of Trifliiiiroiiiriziiic Ilycirocliloridc 
in Controlling Symptoms in 352 Patients 
During Alcohol Withdrawal 

,- ^ , 

Improved, Unimproved, 


Syiuiitoiji's Kviihintptl 

No. 

No. 

linitroved 

BoNterousnw^ ... 

‘il2 

AO 

81.2 

Tremors . 

.. :Ii« 

40 

80.0 

HaUucinosl« . 

•JVJ 

40 

J4.2 

Xnu«pti . 





Of the 31 women treated, 30 (96.8%) improved 
and only one did not. No significant changes in 
-blood-pressure were- observed in the “spot check” 
■'readings made after administration of trifluproma- 
zine. No other undesirable reactions to the drug 
were recorded. 

Comment 

The results of this study support the observations 
of others" that triflupromazine is useful in con¬ 
trolling symptoms of alcohol withdrawal. The ef¬ 
fectiveness of the drug in controlling the boister¬ 
ousness and hallucinosis in the majority of alcoholic 
prisoners under treatment was a definite contribu¬ 
tion to an increased equanimit)' and easier manage¬ 


ment of the prison population. The period of ther¬ 
apy was too short to permit critical evaluation of 
undesirable side-effects or allergic reactions to the 
drug; but the fact that no significant hypotensive 
or other side-effects were observed indicates that, 
in the doses given, side-effects would present little, 
if any, difficulty. 

The greater effectiveness of triflupromazine in 
women than in men may have clinical significance. 
A better level of improvement in behavior has also 
been reported in female tlian in male schizophrenic 
patients during treatment with triflupromazine.^ 
Further studies to ascertain whether a difference e.\- 
ists in the response of the different sexes to this 
therapy would be of clinical interest. 

Summary 

A total of 252 alcoholic prisoners was treated 
with triflupromazine (Vesprin) hydrochloride to 
control the acute symptoms of alcohol widr- 
drawal. This drug was administered orally in doses 
of 25 mg. every four hours for total doses ranging 
from 150 to 400 mg. dailj'. In 212 of the 252 pa¬ 
tients, or 84.2%, improvement was observed. By 
controlling the boisterousness and hallucinosis in 
these patients, treatment with triflupromazine par¬ 
ticularly helped to facilitate custodial care of these 
prisoners. It u'ould appear that this is a valuable 
adjunct in the treatment of the postalcoholic syn¬ 
drome. 

1245 E. Colfax Avo. (18). 
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T he normal abdomen in young PEOPLE.-To determine which 

abdominal organs are palpable in norma! people, the abdomens of 100 healthy 
male medical students and 100 female student nurses (lS-24 years of age) 
were examined; Tire descending colon and caecum were felt in most subjects. The 
wall of the abdominal aorta svas felt in most f^ales, but in only about half the 
males. The liver was felt in only 11 women add 2 men. The right kidney was felt 
in 11 women but in none of the men; the reason why it is so rarely palpable is the 
thickness and resistance of the soft tissues and not its position. Other abdominal 
organs are not normally palpable.—J. G. Beam, M.B., and T.R.E. Pilkington, M.D., 
Organs Palpable in the Normal Adult Abdomen, Lancet, Aug. 29,1959. 
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COUNCIL ON DRUGS 


NEW AND NONOFFICIAL DRUGS 


The following descriptions of drugs are based on available evidence and do not in any 


case imply endorsement by the Council. 


H. D. Kautz, M.D., Secretary. 


Triclobisonium Chloride (Triburon Chloride).— 
N,N'-Bis[l-methyl-3-(2,2,6-trimethylcyclohe,\y])pro- 
pyl]-N,N'-dimethyl'l,6-hexanediamine bis (metho- 
chloride).—The structural formula of triclobisonium 
chloride may be represented as follows: 


CH 3 CH 3 (CHalj (CHjU CH 3 CH 2 


CHa 


CHa 


CHa 


CHa 




2 Cl 


Actions and f'ses.—Triclobisonium cMoride, a bis- 
quaternar^' ammonium compound, is an antibac¬ 
terial agent; applied topicall)', it is used in the 
management of superficial skin infections and vag¬ 
initis. The organisms most sensitive to its effects, in 
\itro, are strains of Staphj'lococcus pyogenes var. 
aureus, including some tliat are resistant to com¬ 
monly employed antibiotics, Sti'eptococcus pyogenes, 
Diplococcus pneumoniae. Listeria monocytogenes, 
and Salmonella typhi. In higher concentrations, it 
inhibits the grou’th of Pseudomonas aeruginosa, 
some fungi, and Trichomonas vaginalis. Some 
strains of Escherichia coli are moderately sen¬ 
sitive, whereas others are almost completely re¬ 
sistant. 

Despite its antimicrobial activity in vitro, the 
efficac)’ of triclobisonium chloride in the treatment 
of superficial infections caused by the aforemen¬ 
tioned organisms is not clearly established. Early 
trials have been uncontrolled studies in which no 
systematic comparison with other quaternarj' am¬ 
monium compounds or with other local anti-infec- 
ti^'es, including topically applied antibiotics, was 
attempted; no double-blind study has been re¬ 
ported. Nevertheless, early clinical reports, espe¬ 
cially when tire drug was used in the treatment of 
impetigo contagiosa, are favorable; the drug is said 
to accelerate recovery' in acute folliculitis, furuncu¬ 
losis, infectious eczematoid dermatitis, and other 
primary’ pyodermata and secondarily' infected der¬ 
matoses. It is also reported to be helpful in the 
management of Trichomonas vaginalis vaginitis, 
and, to a lesser extent, monilial, and so-caUed non¬ 
specific vaginitis. Fungus infections of tire skin 
respond poorly. Thus, if subsequent properly de¬ 
signed clinical experimentation substantiates these 
preliminary' impressions, triclobisonium chloride 


can be regarded as a useful adjunct in the manage¬ 
ment of superficial infections caused by susceptible 
organisms. 

Topical application of triclobisonium chloride to 
the skin produces some degree of primary irritation 
in about 1% of patients; others exhibit signs of sen¬ 
sitization after repeated application. Although, in 
one study' utilizing the closed patch technique, 
about 2% of noimal human subjects developed al¬ 
lergic responses to triclobisonium chloride, fortu¬ 
nately' the incidence of such reactions in the clinical 
use of the drug has been somewhat lower. Experi¬ 
mental instillation of a 1% solution into the eye 
of the rabbit provoked a slight erythema which sub¬ 
sided within 48 hours and left no residual damage; 
0.1% solutions produced no irritation. Ointments 
and solutions of triclobisonium chloride produced 
no untoward effect when applied to the vagina of 
the rabbit. Local application of tlie drug lias not 
produced toxic effects attributable to systemic ab¬ 
sorption either in man or in e.xperimental animals. 

See also the general statement on cationic agents 
in the section on disinfectants and antiseptics in 
New and Nonofficial Drugs. 

Dosflgc.—Triclobisonium chloride is applied top¬ 
ically or intravaginally'. For the treatment of pyo¬ 
genic diseases of the skin, a cream or ointment con¬ 
taining 0.1% triclobisonium chloride is applied to 
the affected area three or four times daily and is 
rubbed in gently'. If tire drug is applied to extensive 
or acutely inflamed areas, the patient should be 
carefully observed for evidence of sy'Stemic toxic¬ 
ity', even though such effects have not yet been 
reported. Because of the occurrence of primary' irn- 
tation and allergic reactions in some patients, un- 
supers'ised use of the drug is not recommended. 
For the treatment of vaginitis, a single application 
of triclobisonium cream (0.1%) is introduced into 
the vagina each night. 

Preparations.—cream (topical, vaginal) 0.1%;oint¬ 
ment (topical) 0.1%. 

Year of introduction: 1959. 

Hoffmann-LaRoclie, Inc., cooperated by furnisliing scien¬ 
tific data to aid in the evaluation of triclobisonium chloride. 

Additional Uses of Chloroquine (Aralen) Phosphate 

The Council has reviewed the available evidence 
concerning tlie use of chloroquine phosphate in tlie 
treatment of lupus erythematosus and rheumatoid 
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arthritis. The u.sc of the drug in llio trcalincnl of 
malaria and systemic amebiasis is currently de¬ 
scribed in New and Nonofficial Drugs. 

The value of chloroquinc phosphate in,chronic 
discoid lupus cn'thcmalosus is now generally ac¬ 
cepted. It appears to be equally iis efieclivc as quina- 
crine and considerably less lo.vlc. About 60% of 
patients e.vhibit complete remission or marked im- 
pror'cment characterized by regression of .skin 
‘lesions and increased tolcranee to light. Progress is 
most rapid during tlie first month of ti'calmcnt but 
may continue at a more gradual rate for several 
weeks thereafter. About one-third of the patients 
who respond relapse when administration of chlor- 
oquine phosphate is discontinued, but many of 
these will again respond to readministration of the 
drag. 

The status of chloroquinc phosphate in tlie dis¬ 
seminated or systemic form of lupus erythematosus 
is controversial. The drug must not be relied upon 
in the acute form of the disease. In tlie subacute 
and chronic phases, some investigators have re¬ 
ported favorable results, whereas others ha\'e ex¬ 
pressed tlie opinion tliat the drug aggravates the 
simptoms and is contraindicated. Large doses are 
said to be especially likely to cause a flare-up of 
constitutional symptoms. The administration of 
small doses of chloroquinc phosphate to patients 
receiving adrenocorticosteroids has been reported 
to produce favorable results and to make possible 
a reduction in dosage of die steroids. 

Chloroquinc phosphate frequently produces some 
symptomatic relief in rheumatoid artliritis and thus 
may be a useful supplement to the basic therapeutic 
regimen of rest, physiotlierapy, and diet. 

In tliis condition tlie response is typically de¬ 
layed; although subjective relief may be reported 
, uddiin 2 weeks after administration is begun, ob¬ 
jective signs of improvement are ordinarily visible 
only after 6 weeks to 3 montlis, and maximum 
benefit only after 6 to 12 months. Any improvement 
produced is generally maintained witli continued 
treatment, although many patients continue to e.x- 
hibit minor exacerbations and remissions. As might 
be expected, patients with gross joint damage re¬ 
spond poorly; otherwise there is little con-elation 
between the degree of response and the duration 
and stage of the disease or the severity of the in- 
flammatoi-y process. The sedimentation rate, ery- 
tlirocyte count, and other laboratory findings may 
• show a little change, even in die presence of clinical 
improvement. Chloroquine phosirhate may be used 
in conjunction with salicylates, and, when so used, a 
reduction in dosage of the latter drugs is often pos¬ 
sible. Combinations of chloroquine phosphate and 
adrenocorticosteroids, gold salts, and other antirheu- 
matoid drugs have had only limited trial; the value 
and possible dangers of such combinations are un¬ 


known, but it would seem that drugs with similar 
sidc-clTects, such as rashes, .should be avoided. Pa¬ 
tients who have relapsed while on steroid therapy 
rarely rc.spond to administration of chloroquinc 
phosphate. 

The mechanism of action of chloroquinc phos¬ 
phate in lupus erythematosus and rheumatoid arth¬ 
ritis is unknown. It has been suggested, however, 
that these and other collagen diseases represent 
hypersensitivity' reactions and that chloroquine 
phosphate suppresses the formation of the antigens 
responsible for the reactions, whereas adrenocorti¬ 
costeroids interfere with the reaction after it is es¬ 
tablished. 

Although chloroquine phosphate is well tolerated 
as used in the treatment of malaria, side-effects oc¬ 
cur frequently and are often of considerable sever¬ 
ity' when it is employ'cd for the treatment of lupus 
ery'thematosus 'or rheumatoid artliritis. About 10% 
of patients with these diseases are unable to toler¬ 
ate adequate doses. The percentage of patients to 
whom the drug is acceptable can be increased by 
starting with very' small doses and gradually 
increasing this dosage. Among the less serious re¬ 
actions reported are headache, pruritus, visual 
disturbances, gastrointestinal complaints, and ly'm- 
phedema of tlie forearm and hands. Skin reactions 
occur frequently and include drymess, itching, 
urticaria, maculopapular eruption, desquamation, 
exfoliation, increased pigmentation, alopecia, and 
graying or bleaching of the hair; pree.xisting psoria¬ 
sis may become worse. Exposure to the sun or to 
ultraviolet may severely aggravate tlie dermatitis. 
Tlie more sei'ere skin reactions often necessitate 
withdrawal ■ of the drug. Leukopenia, which has 
been reported, also requires that administration of 
the drug be stopped. Temporary blurring of vision 
due to interference with accommodation has been 
observ'ed. Corneal changes, such as edema or 
opacification of corneal epitlielium, wtli or without 
such sy'mptoms as visual halos or blurred vision, 
have been noted on slit-lamp examinations. These 
changes, which may begin several weeks to several 
years after treatment is begun, are thought to be 
reversible. Should such changes occur, however 
the advantages of discontinuing the drug must be' 
weighed, in each case, against the therapeutic bene¬ 
fits that may accrue from continuation of treatment. 
Gastrointestinal intolerance, dizziness, and head¬ 
aches also occur. 

All patients receiving chloroquine phosphate 
should have periodic blood cell counts. 

The dose of chloroquine phosphate in chronic 
discoid lupus ery’thematosus is 250 mg. per day, 
administered orally. Treatment may be continued 
until maximum benefit is obtained. Should relapse 
occur after tlie drug is withdrawn, it may again be 
administered at the same dosage level. 
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If chloroquine phosphate is tried in disseminated 
lupus erythematosus, the initial doses should be 
verr' small: 25 to 50 mg. given on alternate days. 
The dosage ma)' be gradually increased in accord¬ 
ance with the patient s tolerance. The use of larger 
doses initially may precipitate an acute exacerba¬ 
tion of an already critically severe illness. 

In the treatment of rheumatoid artliritis, 250 mg. 
is administered daily as a single oral dose. If no 
beneficial effects are apparent after 6 to 12 weeks 
of treatment, it is unlikely that continued adminis¬ 
tration of the drug will result in improvement, 
tlrough maximum response may be delayed for six 
months or more. 

If troublesome minor side-effects appear during 
the ti'eatment of either rheumatoid artliritts or 
lupus erythematosus, tire drug should be with¬ 
drawn for a few days and treatment reinstituted at 
a reduced dosage level. The dose may then be 
cautiously and gradually increased as the patient s 
tolerance permits. 

Administration of chloroquine phosphate should 
be stopped immediately, and should not be re¬ 
sumed, if marked leukopenia or severe skin reac¬ 
tions appear. 

The Council voted to amend New and Nonofii- 
cial Drugs to describe the use of chloroquine phos¬ 
phate in the treatment of rheumatoid arthritis and 
lupus erythematosus. 

Winthrop Laboratories cooperated by furnishing scientific 
data to aid in the evaluation of these additional uses of 
chloroquine phosphate. 

Methsuximide (Celontin).—N,2-Dimethyl-2-phen- 
ylsuccinimide.—The structural formula of methsu-xi- 
mide may be represented as follows: 

CHj o 
‘ '/ 
c-c 


Actions and Uses.—Methsuximide is an anti¬ 
convulsant agent closely related chemically and 
pharmacologically to phensuximide. The two drugs 
show a similar pattern of activity in suppressing 
e.xperimentall)' induced seizures in animals and 
both are relativel)' more effective against convul¬ 
sions induced by pent>denetetrazole than those pro¬ 
duced by electroshock. 

In the reported clinical trials, methsuximide re¬ 
duced significantly the incidence of seizures in 
about 40% of the patients in u'hom it was used. 
Approximately 45% of the patients with petit mal 
seizures, 40% of those with psychomotor attacks, 
but only 20% of those witir grand mal epilepsy 
responded favorably. It provided complete control 
of seizures in about 15% of cases of petit mal and 
10% of psychomotor attacks. 


Approximately 30% of patients receiving mefli- 
suximide experience undesirable side-effects. In 
descending order of recorded frequency tliese 
include drowsiness, ataxia or dizziness, gastrointes¬ 
tinal disturbances (including anorexia, nausea, vom¬ 
iting, constipation, diarrhea), skin eruptions, inita- 
bility, psychic disturbances (ranging from slight 
alterations of mood or personality to occasional 
acute psychoses), headache, and diplopia or" blur¬ 
ring of vision. Fever, hiccough, and severe diaphb' 
resis have been observed in a few patients. In many 
instances, aside from patients with rash, reduction 
in dosage results in elimination of tire toxic mani¬ 
festations. 

Although it has not been definitely established 
that methsuximide damages either the kidney or the 
liver, several reports are suggestive of such damage; 
therefore, patients receiving the drug should be 
carefull)' observed for erddence of renal or hepatic 
dysfunction. Two patients have developed periorbi¬ 
tal edema, associated in one with albuminuria, dur¬ 
ing methsuximide therapy. Two others have mani¬ 
fested signs suggestive of hepatic dysfunction, 
including positive cephalin flocculation test, icterus, 
tenderness in the region of the liver, and spider 
angiomas. Although examination of the peripheral 
blood has disclosed no evidence of adverse effects 
on the hematopoietic tissues, periodic blood studies 
should be made during tlrerapy. 

In chronic to.xicity studies in animals, metlisuxi- 
mide was well tolerated; in fats, however, very large 
doses produced mild ,td' moderate central lobular 
necrosis and other cytological changes in tlie liver. 

Methsuximide is not the drug of first choice in 
any of the forms of epilepsy. It may be effective, 
however, when other drugs fail. It is most apt to be 
useful in many cases of psychomotor seizures, wliich 
are frequently refractory to other drugs. It may also 
be tried in petit mal seizures when older, conven¬ 
tional drugs are ineffective or are not tolerated by 
tire patient. Methsuximide is of little, if any, value 
for the control of grand mal seizures. Methsu.ximide 
is apparently more effective when used in conjunc¬ 
tion with other drugs; there is no contraindication 
to using it in combination with any of the otlier 
anticonvulsants. The most effective combinations, 
however, remain to be determined. 

Dosage.—Methsuximide is administered orally. 
The optimal dose for controlling seizures must be 
carefully determined for each individual patient. 
However, 300 mg. per day is suggested for initiating 
treatment. Then, if necessary, the dosage may be 
gradually increased over a period of several weeks, 
until a total daily dose up to 1.2 Gm. is reached. 

Preparations.—capsules 300 mg. 

Year of introduction: 1958. 

Parke, Darns & Company cooperated by furnishing scien¬ 
tific data to aid in the evaluation of methsuximide. 
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available through the Association of American Med¬ 
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schools, the Association of American Medical Col¬ 
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Colleges, governmental agencies and other organi¬ 
zations and individuals whose cooperation in 
furnishing information has made the preparation of 
this report possible. 

NEEDS IN MEDICAL PERSONNEL AND 
EDUCATIONAL FACILITIES 

In recent reports,the Council on Medical 
Education and Hospitals has indicated sincere 
concern that there be implemented careful plan¬ 
ning directed toward the expansion of educational 
facilities in medicine. All thoughtful individuals 
and organizations recognize that a rapidly growing 
population which becomes ever more health con¬ 
scious will require a greater number of well quali¬ 
fied physicians as well as other health personnel. 

The provision of educational opportunities for 
the number of medical students adequate to satisfy 
medical service needs as the general population 
grows in size is a huge task. To accomplish this task 
and at the same time maintain high standards of 
medical education represents a challenge at least 
as important as any irroblem facing medicine today. 

QUANTITATD'E CONSIDERATIONS 
Medical Service Requirements 

In general, medical schools have developed to 
the present in response to local, state or institu¬ 
tional needs and desires. Perhaps fortuitously, the 


J.A.M.A., Nov. N, 1959 . 

facilities established in this manner have kept pace ] 
largely with the immediate ser-'-ice demands of tke j 
public and educational desires of young people I 
seeking careers in medicine. \ 

How medical manpower requirements of tk \ 
future can be met must be dependent initiallv on ! 
reaching agreement as' to-the dimensions of tk i 
requirement. '"T—| 

The problems related to the provision of ade- j 
quate medical manpower for the future are'hecom- : 
ing increasingly urgent. It appears that the time is ' 
at hand for accepting available knowledge as the 
basis for the best possible working definition of 
future medical requirements. 

Two years ago, the Council’s Annual Report on 
VIedical Educationexplored some of the com¬ 
plexities of utilizing physician population ratios in 
projecting medical manpower needs. The 5Ith 
Congress on Medical Education and Licensure* 
brought together thoughtful leaders of higher edu¬ 
cation, business and industry, labor, agriculture, 
insurance, sociology, political science as well as 
medical practice and medical education. These 
representatives of large consumer groups and pur¬ 
veyors and producers of medical education consid- j 
ered together the challenges and future needs in, 
medical service and education. Certain of the opin- ■ 
ions generally supported by one of the representa¬ 
tive groups at that Congress were: 

1. The demand for medical service has been 
approximately in equilibrium with the supply. 

2. The physician-population ratio, although not 
ideal, does constitute the best measure for plan¬ 
ning the future medical care u’hich can be brought 
to bear on the problem at the present time. 

3. Since the level of medical care provided by 
the e.xisting ratio is reasonably satisfactory, until 
there is a better measure of future needs, it would 
be 25rudent to pursue that ratio in planning for the 
production of physicians over the next several years. 

4. Under no circumstances should any course of 
action be adopted which would cause a deteriora¬ 
tion in the quality of medical education. 

The physician-piopmlation ratio has remained rel¬ 
atively constant throughout the past fort)' years. 
During this same period, there have occuired 
sweeping changes of social, economic and scien¬ 
tific natures which have exercised important in¬ 
fluences on the quality and quantity of ^rhysicians 
services. Some of these changes have assisted in 
spreading a physician’s services over a wider seg¬ 
ment of the population; others have tended to 
restrict the populace served by the physician. Mor" 
bidity and mortality data for this four deca e 
period support the contention that the spreading 
and restricting factors have balanced one another 
to a reasonable degree. This has, allowed the le'c 
of medical care to advance grossly, though perhaps 
not ideally, with advances in medical science. 
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Thcrofoic, it appears llial llic best ai'aiia])le 
kaowleclgc for projecTing future nietlieal manpower 
needs is" on tlie liasis of tbc existing physician- 
population ratio. In utilizing tin’s base, its defects 
sliould be acknowledged so that projected figures 
are recognized as estimated and not endowed with 
a finiteness which they do not possess. 

There have been several recent studies ’ which 
have projected medical manpower needs on this 
basis. Although the resulting estimates have differed 
in degree, they all indicate clearly that there will be 
required a significant incrca.se in the number of 
physicians graduated to maintain the present ratio. 
The projected increment for 1975 over present 
numbers of medical graduates range from 2,000 to 
3,500. In general, the smaller estimates were made 
earlier when population projections were at a lower 
level. However, the highest estimateincludes 
factors other than the simple linear relationship 
between the antieijrated population grow'th and the 
number of medical school graduates. 

It is e.xpected that in 1960 there will be approxi¬ 
mately 7,000 graduates of U. S. medical schools. In 
new of the estimates referred to above, should the 
goal for 1975 be 9,000 or 10,500 annual graduates? 
Because of the potential for error inherent in esti¬ 
mates of this nature which can be significantly 
altered by many factors—particularly economic 
ones with their inevitable effect on birth rates—it 
would seem reasonable to accept as the present 
goal for 1975, the need for 10,000 graduates from 
our medical schools. 

Educational Facility Requirements 

It is important to recall that the general popula¬ 
tion whose medical service needs must be satisfied 
will not suddenly change between 1974 and 1975. 
Tire population growth will occur on a daily, 
monthly and annual basis gradually and persist¬ 
ently increasing to the projected total of 235 
million by 1975. Similarly, the ex'pansion in educa¬ 
tional facilities in medicine should take place 
gradually and persistently. Tliis will allow for 
periodic adjustment of the goal of 10,000 graduates 
by 1975 in keeping with any gross changes in 
population projections that occur. 

The fundamental issue does not involve dm 
question of which of the various studies have re¬ 
sulted in the most accurate estimate of the need 
for increased numbers of medical school graduates. 
The basic and urgent concern is that all estimates 
indicate a need for expansion of educational facili¬ 
ties in medicine in a brief period which far exceeds 
any expansion of such facilities that has occurred 
in a similar period during modern times. 

There are diree methods which can be used to 
meet the need for expanded educational facilities 
in medicine. They are (1) expanding the capacity 
of existing medical schools, (2) the development of 


new medical schools, and (3) the combined e.xpan- 
sion of existing schools and die creation of new 
ones. 

Increasing the capacity of existing medical 
schools would be least costly in terms of capital 
e.xpendilurcs and operating costs. Medical schools 
now functioning have indicated that if funds were 
available for the necessary construction, it would 
be possible for them to increase their enrollment 
by appro.vimatcly 1,000 students. 

Increasing enrollment tbrougli this method has 
tbc additional advantage of being capable of at¬ 
tainment in a reasonably short period of time. It 
can he hoped that this approach will satisfy largely 
the increased needs of the most immediate future. 
Care must be exercised that medical schools not 
be induced to e.xpand beyond their capacity' to 
maintain the proportionately increased teaching 
staff necessary to preserve high standards of edu¬ 
cation and research. 

Because of a justifiable concern with long range 
financing, several schools were hesitant to indicate 
the possibility of more than a very modest e.vpan- 
sion. 

There is a general agreement that the total 
predicted need for additional graduates cannot be 
met through adjustments in enrollment of present 
schools. New medical schools will have to be de¬ 
veloped even though existing schools expand. It 
appears likely that at least ten new schools with 
an average graduating class of 100 students will be 
required. At the moment it does not appear urgent 
that a firm decision be made as to the total number 
of new institutions that must be established. It is 
clear that planning for the construction of five addi¬ 
tional institutions could be implemented in the verj' 
near future without any concern that this number 
would saturate the need. No parent university will 
undertake the large expense of a medical school 
development unless it is convinced that it is neces¬ 
sary’. Because of the considerable period required 
for the study and planning of a medical school’s 
establishment, there will be ample opportunity to 
re-evaluate future needs so there should be no 
concern that there will be any overdevelopment. 

The present and urgent concern is that tliere is 
little secure evidence that the most conserx’ative 
estimates of medical manpower requirements of 
the immediate future will be met. Tlie University 
of Kentucky Medical Center in Lexington is under 
construction and will admit its first medical school 
class in September, 1960. The state legislature in 
Texas has passed enabling legislation for the 
construction of a third University of Texas Medical 
School in San Antonio. The University Regents are 
in the process of site selection and planning but 
tliere have been no funds appropriated for capital or 
operating expenses. Although other institutions and 
organizations have expressed interest in such a de¬ 
velopment, there are no other firm commitments. 


182/1510 


MEDICAL EDUCATION 


J.A.M.A., Nov. 14, 1959 


The Council on Medical Education and Hospitals 
and die Association of American Medical Colleges 
have published statements encouraging universities 
to consider the establishment of trvo year schools of 
basic medical sciences. Present medical schools have 
indicated that their clinical facilities would enable 
them to accept up to 700 graduates of two year 
schools into the third year class. Schools of basic 
medical sciences now functioning have established 
an effective role for such schools. If others are de¬ 
veloped, it is likely that over a period of time some 
of them would expand to the full four year program. 
In this instance, it is again important to recognize 
the inappropriateness of concern with the numbers 
of basic science schools to be developed until there 
is some evidence that accepted needs are likely to 
be satisfied. 

The combined approach of e.xpansion of existing 
schools and development of new schools should 
prove least costly; it should produce the increasing 
number of physicians in the gradual manner in 
which they will be required and at tlie same time 
make allowance for geographically orienting new 
medical schools to population movement. 

QUALITATWE CONSIDERATIONS 

. The present concern for producing an adequate 
number of medical school graduates in the future 
must not overshadow a persisting and concentrated 
effort to improve the effectiveness of medical edu¬ 
cation, research and service. As planning for ex¬ 
panded educational facilities take place, present 
high standards must be maintained in proportion 
to advances in knowledge. 

Medical Students 

In the production of capable physicians for 
careers in medical practice, teaching and research, 
the single most important element is the quality' of 
the student. A competent and dedicated faculty 
and a fine physical plant can assure that the student 
will perform at the highest level of which he is 
capable. It is very' important that faculty and facili¬ 
ties provide the most productir'e and challenging 
environment for the student’s learning. It is equally 
important to recognize tliat the students inherent 
ability is the ultimate determinant of his perform¬ 
ance. He cannot be raised above himself. 

Tliere exists today a widespread interest in all 
areas of science to attract students of superior 
ability. In an address before the Federation of 
State Medical Boards at die 55th Annual Congress 
on Medical Education and Licensure, Cooper ® 
expressed medicine’s dilemma, “. . . the increasing 
mass of scientific knowledge in medicine, the medi¬ 
cal sciences, and the behavioral sciences and the 
deepening complexity of medical practice call out 
for students with ever greater intellectual capacity 
and dedication than in the past. If students are not 
equal to this heawer burden, there can only be 


compromise with die high level of education neces¬ 
sary to prepare diem for the profession. . .. Medi- 
cine is finding increased competition for the pool 
of top-ranking students because it no longer occu¬ 
pies the unique position as a profession which it 
held in the past and shared largely only with law 
and the ministry. The professions open to the col¬ 
lege graduate are now much broader, and they 
proiude the prestige, intellectual satisfaction, and 
financial rewards comparable to those offered by 
medicine. . . . The vast sums of money available 
for fellowships and research assistantsliips in the 
expanding research budgets almost guarantee tlie 
total e.xpenses of graduate education for all but a 
small fraction of students in the phy'sical, biological, 
and behavioral sciences. Medicine has no equivalent 
source of subsidy for its students.” 

Mdiile there is as yet no certain documentation 
that medicine is not attracting its share of well 
qualified college students, it is evident that the 
exciting career possibilities in otlier sciences have 
captured the imagination of tlie public at large. 
Medicine must make active efforts to inform young 
people of the breadth of interests and challenges 
it offers or surely it will suffer a serious loss of the 
best young talent. Through the joint endeavors of 
the American Medical Association and the Asso¬ 
ciation of American Medical Colleges, informative 
career information has been developed in interest¬ 
ing form for high school students. Medical teachers 
and practitioners should take advantage of every’ 
opportunity to present this information to young 
people. 

The high birth rates of the early years of World 
W^ar II are just now being reflected in college 
enrollments. 'There will be a large potential pool 
from which an adequate number of students well 
qualified for medical careers can be obtained if 
effort is made. This is a challenge to all of medicine. 

Medical School Faculties 

The preservation of high standards w'hile expand¬ 
ing educational opportunities in medicine will re¬ 
quire a proportionate e\q)ansion in teaching per¬ 
sonnel. Elsewhere in this report are presented data 
pertinent to the number of existing faculty vacan¬ 
cies. Wdiile this is a substantial number, it has not 
increased proportionately as much in the past year 
as in previous years. Somewhat conflicting data re¬ 
garding the opportunities, enrollments and gradu¬ 
ates in the graduate degree program of the medical 
sciences are also presented. The e.xpanding graduate 
degree and post doctoral fellowship programs give 
some assurance that there is a sufficient pool or 
potential teachers. However, tliere is a real need 
for an over-all evaluation of the size and character 
of this pool. 

Research training and experience and research 
productivity is now most often the basis for full¬ 
time academic appointment on medical faculties. 
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Under appropriate coiulitioiis this system lias much 
to commeml it. The aclvanccmcnl of knowledge is 
one of the ohligalious of any institution of liigher 
education and the imaginative curiosity that .should 
characterize the investigator is an equally highly 
valued trait for a teacher. However, there may he 
reason to question the e.xlent to which appropriate 
conditions do c.vist today. 

Many individuals have expressed concern that 
the broad impact of the widespread project type 
research grant in the long \’ie\\’ may not he bene¬ 
ficial to rc.scarch it.self or to the individual and 
educational institution ins'olved. This concern is 
reflected in the recommendations of a recent NIII 
staff committee study." 

Commenting on this issue, Dr. Long" stated, 
“. . . there has been brought into science depart¬ 
ments a large numher of indi\’iduals for whom the 
university has no direct responsibility. . . . Since 
research under the terms of tlic grant must com¬ 
mand their first loyalty, how can we expect them to 
participate in other educational activities of the 
department. . . . Two or three years postgraduate 
fellowship e.xperience is essential for development 
of an independent investigator, hut the emergence 
of a group of journeymen scientists docs not seem 
... to be a happy consequence of our present 
system. 

. . the medical schools and all branches of the 
university require not onh' investigators in their 
particular field, but also individuals who are capa¬ 
ble of teaching the next generation. The present 
emphasis on research as the most important cri¬ 
teria for advancement, svith the consequent devel¬ 
opment of a highly competitive character to re¬ 
search, has tended to obscure the importance of 
the teacher in the future of medical science. It 
would be well to remember that research is a com¬ 
ponent of good teaching. . . (emphasis supplied). 

In the development and acquisition of full-time 
facult)' for the e.\panded educational facilities, 
Dr. Long’s comments should be given deliberate 
thought. 

Medical School Curriculum 

Expansion of the physical plant of medical edu¬ 
cation should be preceded by a careful study of 
the kind of an educational program the plant 
should house. Dming the past decade, many medi¬ 
cal schools have reviewed their curricula and sev¬ 
eral institutions have established standing faculty 
committees charged with this as a continuing re¬ 
sponsibility. In schools recently developed as well as 
in others long established, the unit student labora¬ 
tory concept has gained wide acceptance. In at least 
two new schools, there have been included physical 
facilities for patients admitted for diagnostic work¬ 
up or patients in a convalescent stage, who require 
less than the usual full hospital care and more than 
the usual out-patient services. 


These latter facilities .should be conducive to 
approaching medicine as a study of the interaction 
of man and his environment in whicli medicine in¬ 
evitably must draw to a greater extent on the social 
sciences as knowledge in these disciplines bccome.s 
intH-c secure. The social implications of health and 
disease and, to the usual phj'sician teacher or prac¬ 
titioner, the more immediately important implica¬ 
tions of social components as either direct or con¬ 
tributory factors in health and disease are generally 
recognized and accepted. Though medical teaching 
now borrows from the social sciences, there is still 
nnich fumbling. Perhaps the major problem centers 
about the inability to bring social concepts info 
medical education as a viewpoint incorporated as 
a part of the attitude and philosophy of all medical 
teachers. As this evolves, it is likely that there will 
be a greater scientific base to what is now known 
as the art of medicine. 

Medicine becomes more and more trul)^ scientific 
as it relates the advancing kmowledge of the funda¬ 
mental sciences to biology. The rapid develop¬ 
ments, particularly in nuclear physics and atomic 
energy, present impressive challenges to medicine 
and its related sciences. In order for medicine to 
capture all possible benefits from these areas of 
science, there must be available as teachers, re¬ 
searchers and students, individuals with a depth of 
knowledge in modem physics and chemistrx’ and an 
interest and ability in relating new discoveries to 
medical ends. This whole area will surely have an 
increasing importance to and a greater role in 
medical education. 

Many occurrences make it clear that the physi-. 
cian and medical teacher of tomorrow must be in 
his intellectual and clinical activities far more 
kmowledgeable in the basic sciences and intimate 
with the laboratory and sociological areas. The 
background for this closer identification is alreadv 
being acquired by increasingly large numbers of 
medical students who actively participate in re¬ 
search during the summer vacation period or dur¬ 
ing free or elective hours of the regular academic 
year. 

The construction of new facifities should take 
these and other similar matters into account. 

NEW DEVELOPMENTS IN 
MEDICAL SCHOOLS 

Sixh medical schools in the United States and 
eight of the Canadian institutions reported devel¬ 
opments of major interest during the past vear. 
These developments are in such areas as" ad¬ 
ministrative organization, curriculum plannin*^ 
and activation, and augmented financial resourced 
Readjustments in financing covered funds for sal¬ 
ary increases for the faculty, for maintenance and 
operation, new equipment, construction, increased 
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resources for student loans and scholarships, changes 
in methods of selection of students, and additions 
to endowment resources. 

Thirt\'-one schools in the United States and two 
in Canada reported changes of administrative or¬ 
ganization. These var}' from changes of key ad¬ 
ministrative personnel to major readjustments of 
departmental interrelationship. A student sponsor 
program has been initiated at George Washington 
University. Senior members of the faculty assume 
sponsorsliip of four students, one from each class. 
The students call on their advisor for help with 
various problems. The University of Miami has 
established a Medical School Council to develop 
contacts with representatives of the general public 
in a more intimate and active manner tlian is usual 
in a routine public relations program. The Council 
was organized to include 21 business and profes¬ 
sional men of the community. Its organization in¬ 
cludes four committees—public relations, long range 
development, finance, and physicians. 

Vanderbilt University, with a grant from the 
Commonwealth Fund, has embarked on a study to 
evaluate the present status of tlie medical center 
and to formulate its goals for the future. The fac¬ 
ulty has been engrossed in this study throughout 
the year. A pattern of close administrative coor¬ 
dination between the Texas Medical Center and 
Baylor University College of Medicine was accom¬ 
plished during 1958-1959. Under this new arrange¬ 
ment, general policies for the medical school are 
developed by a Joint Administrative Committee, 
composed of tlu'ee representatives from the Board 
of Trustees of the University, three from the Board 
of Directors of the Texas Medical Center, and a 
seventh public member. In effect, this has added 
four prominent citizens to the group which now 
most actively supervises the activities of the Col¬ 
lege of Medicine. Up to the present time, the Com¬ 
mittee has concerned itself largely mth matters 
haxung to do with financial support and establish¬ 
ment of affiliation arrangements. 

A significant move has been the setting up of a 
Medical Center Planning Committee by the Univer¬ 
sity of Saskatchewan. The new committee is made 
up of representatives of the Board of Governors of 
tire University, tire University Hospital Board, and 
the Department of Public Health of the Govern¬ 
ment of Saskatchewan. It has set for itself tire task 
of redefining the goals of the medical center. 

The Yale-New Haven Medical Center has been 
incorporated for the purpose of joint action of the 
Yale School of Medicine and the Grace-New Haven 
Community Hospital in those areas of the actird- 
ties of tire two institutions where there are mutual 
interests, such as public relations, long-term plan¬ 
ning, and fund-raising. The university and the 
hospital will continue to be independent corporate 
entities and tire university vill continue to be re¬ 
sponsible for teaching and research and the hos- 
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pital for service. Funds received by the medical • 
center will be distributed to the two institutions . 
for tire purposes stated and in accordance urtli i 
the interests of the donors. i 

Through the efforts of the medical school ad- i 
ministration, the Rockefeller Foundation allocated 
$50,000 to Boston University to design a curriculum 
suitable for the education of the doctor of to¬ 
morrow. This would include the courses that arc 
now required for premedical as well as medical 
edueation. The so-called Rockefeller Plan has as its 
objective to combine the liberal arts and die 
medical programs of study into a single integrated 
unit extending over a six-year period, the improve¬ 
ment of the scientific background of the student, 
to strengthen the educational background of the 
medical student in the' arts and humanities, the 
development of a scholarly mind, to improve the 
physician’s understanding of the relationship of 
medicine to society and the duties of a doctor as 
a citizen, and to make him desire to assume tlie 
associated obligations and to increase the sense of 
responsibility of the doctor toward his patients, 
other doctors, and the various people svith whom 
he works. 

Fifteen medical schools in the United States 
and one in Canada indicated changes in procedures 
of student selection. The University of Miami, 
which has previously required a seven-year resi¬ 
dence in Florida for admission to its classes, will 
admit students if they have legal residence in the 
state. This period has been set at one year by the 
state legislature. By the terms of the subsidy 
granted to the school by tire state, 90% of the 
student body must be residents of the state. The 
definition of residence has been modified so that 
the medical school admission requirement is now 
the same as for other educational institutions oper¬ 
ated by tire state. 

The faculty at the University of Chicago in the 
spring of 1959 recommended a change in the ad¬ 
missions requirements, as a result of which there 
will be a reduction in both the biology’ and chein- 
istry requirements of applicants for admission m 
1960 and tliereafter. In particular, an applicant 
will not be required to have comparative anatomy, 
embryology, or qualitative chemical analysis to 
qualify for admission to the medical school begin¬ 
ning in 1960. The purpose of these changes in the 
admission requirements is not to reduce the science 
background of the medical applicants but rather 
to make tlie premedical science requirements less 
rigid so that prospective medical students can pur¬ 
sue a broader and more flexible program of studies 
in preparing for admission to medical school. 

At the beginning of the school year, the Srst 
year class of medical students at the University 
of Washington was given tests for vocabulary' and 
reading speed and comprehension. Those students 
scoring lowest in the test were given an opportu- 
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nity to take a remedial course wliich was financed 
by" the School of Medicine and given with the 
cooperation of the College of Education of the 
UniA'ersity of ^^klshington, A faculty committee 
of the University of Wisconsin has Ircen dealing 
with tlie problem of improving methods of select¬ 
ing and recruiting medical students. The committee 
has been active across the state in presenting pro¬ 
grams for prospective students, parents, teachers, 
and advisors. In addition, similar programs have 
been presented in the medical center to acquaint 
these groups with the medical school’s aims, needs 
and procedures. 

There continues to be deep interest in currictiltitn 
modifications in keeping with the changing empha¬ 
ses on various aspects of medical education. The 
following material has been selected from the 
annual reports as illustrative of the dynamic think¬ 
ing and action generally apparent in medical 
schools. 

Diu-ing the past two y'cars, the entire curriculum 
of the medical school of Georgetown University 
has been restudied and replanned. In particular, 
the teaching activities of the first two years have 
been strongly coordinated and the didactic portion 
of the program in the third )’ear no longer has 
departmental identification. The teaching in that 
year is done by means of interdepartmental con¬ 
ferences and panels. New courses have been intro¬ 
duced in growth and development and mechanisms 
of disease. 

With construction of a new basic science build¬ 
ing in Indianapolis, the first-year teaching program 
of Indiana University School of Medicine was 
moved from the main University Campus in Bloom¬ 
ington to Indianapolis. Beginning in September, 
1959, the Indiana University' initiated a new 
program in medical education utilizing the vacated 
facilities on the Bloomington campus as well as 
the teaching facilities of other depjartments of the 
university. This new venture is designed to permit 
carefully selected students to complete the first 
two years of medical study while at the same time 
continuing work in an academic field through the 
baccalaureate and master degree levels. 

■ Since January, 1958, the chairman of the depart¬ 
ment of radiology of the University of Louisville 
has been on leave of absence to devote his full 
time to curriculum planning. Implementation of 
the changes proposed is contemplated in the near 
future. One of the changes proposed is to reduce 
the time allotted to the clinical clerkships in 
the senior year and to substitute for it more work 
of a purely academic nature in the realm of the 
humanities as well as in the more strictly scientific 
areas. 

The Wayne State University College of Medi¬ 
cine, in cooperation with other colleges of the 
University, is embarking on two new programs of 
instruction which will require drastic alteration of 


their admission p)rocedures. Tire first change will 
be necessitated by the adoption of the 2-4-2 plan 
of medical college organization. This plan, be¬ 
ginning with two years of liberal arts education, 
followed by four years of a joint curriculum in¬ 
cluding both liberal arts subjects and the basic 
sciences, and concluding with the two clinical 
years, will likely start next year. The second 
new program will result from the creation of a 
“general college” at the University organized 
around three synthesized areas—the natural sci¬ 
ences, the social sciences, and the humanities. This 
college, known as Monteith College, enrolled its 
first group in 1959, and the College of Medicine 
will tentatively commit 25 places in the first year 
class of 1963 to students at the time of their entry' 
into the general college. These admissions are 
provisional and may be cancelled in the event of 
unsatisfactory collegiate performance. It is the 
medical college’s intention to run these two groups 
of home-bred admissions alongside the usual out- 
of-institution and out-of-state groups routinely' ad¬ 
mitted by' the usual procedures. 

The State University of New York Downstate 
Medical Center has planned certain curriculum 
changes. One-half of a 12-month fourth y'ear will 
be spent in a comprehensive, nondepartmentalized, 
combined inpatient and outpatient clerkship. Most 
of the clerkships in the third y'ear will be given 
in the Kings County Hospital. The remaining 
clerkships in both the third and fourth years will 
be given in the voluntary' affiliated hospitals of 
Brooklyn. 

Study of the curriculum at the University of 
Rochester has resulted in a number of changes 
which will be introduced in 1959-1960. These in¬ 
clude an introduction in the first year to the schol¬ 
arly and social aspects of the physician’s role. At 
the beginning of the third year there will be an 
introductory clerkship, taught interdepartmentally, 
in which emphasis will be placed on medical inter¬ 
viewing and physical examination. Instructors will 
work in pairs with a group of five students. All 
clinical departments will participate. 

MEDICAL SCHOOLS 
APPROVED MEDICAL SCHOOLS 

Table 1 lists by states the approved four-year 
medical schools and schools of basic medical sci¬ 
ences, showing for each school public or private 
ownership, year of organization, tuition charges, 
enrollment by class, and other basic data. Similar 
data are presented in the same table for the newly 
developing schools now provisionally approved on 
the basis of implementation of the first-, two years 
of the program. Table 2 portrays similar data for 
the 12 approved medical schools in Canada. 

In 1958-1959, Albert Einstein College of Medi- ' 
cine graduated its first medical class and became a 
fully approved four-year school. This increases tlie 
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jf approved four-year schools in full op¬ 
to 79. Two newly developing schools, Uni- 
..y of Florida College of Medicine and Seton 
.ll College of Medicine and Dentistry, had third- 
year students for the first time in 1958-1959. Witli 
classes first graduating in 1959-1960, those two 
schools will increase the number of fully opera¬ 
tional approved four-year medical schools to 81. 
There remains four two-year schools of basic medi¬ 
cal sciences. West Virginia University expects to 
enroll its third-year class for tlie first time in the 
1960-1961 academic year. The University of Ken¬ 
tucky medical school expects to enroll first year 
medical students for the first time in 1960. 

The 12 approved Canadian medical schools all 
present a full four-year program. 


Construction Completed.—Major projects com¬ 
pleted during the year by 25 medical schools in 
the United States totaled $70,305,429. Constmction 
included 12 new facilities or expansion and/or 
renovation of old facilities primarily for research, 
9 primarily for teaching, 9 clinical facilities, and 
4 dormitories. New basic science buildings were 
completed by Howard, Michigan, and Southwest¬ 
ern. The University of Florida completed construc¬ 
tion of its teaching hospital in October, 1958, and 
the University Hospital at Seattle, started in 1956, 
was partially completed and occupied in March, 
1959, with total completion scheduled for Oc¬ 
tober, 1959. 

Construction Initiated.—"Twenty-seven medical 
schools initiated major projects estimated at 


Province 
Alta. 1 

B.G. 2 

Man. 3 

K.S. 4 

Ont. o 

ti 

7 

8 

Que. 9 

10 
11 

Sask. 12 


Approved Medical Schools 

University of Alberta Faculty of Medicine, Edmonton. 

University of British Columbia School of Sfedicine, Vancouver, 

University of Manitoba Faculty of Medicine, WiDnipejr. 

Dulbousie University Faculty of Medicine, Halifax.. 

Queen’s University Faculty of Medicine, Kingston. 

University of Western Ontario Faculty of Medicine, London..., 

University of Ottawa Faculty of Medicine, Ottawa. 

University of Toronto Faculty of Medicine, Toronto. 

McGfU University Faculty of Medicine, Montreal... 

University of 3Iontreal Faculty of Medicine, Montreal. 

Laval University Faculty of Medicine, Quebec.. 

University of Saskatchewan College of Medicine, Saskatoon.... 


Totals, 


Table ^.--Appweed 


Year 

Organ- 

i/.ctl 

Tuition 


Pre- 

Resident 

Xon- 'Require- 
resident inent* 

11)13 

f303.2.j (1st yr.) 
j;)n3.25 C2nd yr.) 
l533.2o (3-4-yrs.) 

Some 

3 

1019 

M.l.OO 

Same 

3 

18S3 

.131.00 

Same 

3 

18<>7 

531,00 

731.00 

3 

IS.'il 

(430.00 At 
IMj.OOB 

Same 

y* 

ISSl 

(>25.00 

Same 

5 

mo 

559.00 

S59.D0 

v* 

ms 

f.'iOl.oO (1-2-3 yrs.) 
]C01..‘K) (4th yr.) 

Same 

IJI 

1S2S 

750.00 

Some 

ss 

1843 

.>45.00 

030.00 

Degree 

ms 

520.00 

Same 

Degree 

mii 

(475.00 (Istyr.) 
1525.00 (2-34 yrs.) 

Same 

3 


*2^uinber of premedical years required after Junior inatriculntion in high .school for admission to medical school, 
t A, premedlcine; B, medicine. 

t In the case of Queen’s, Ottawa, and Toronto, where years of prcincdical coHeirc work is under the Faculty of Medicine in addition to the mur 
years of medical school itself, the figure given admits to the first prcincdical college year of the faculty. To enter the four'year medical senoot 
program directly, two years of college are needed in addition to the figure given. 


CONSTRUCTION OF FACILITIES 

Tlie annual reports from the medical schools 
indicate that during 1958-1959, 56 institutions in 
the United States and 5 in Canada initiated, com¬ 
pleted, or have funds committed for construction 
and equipment of new facilities. Table 3 sum¬ 
marizes this information. This stud)' indicates that 
there has been a significant decrease since last 
year® in estimated costs for projects initiated or 
planned, although there u'as a definite increase in 
the e.xpenditures for completed construction. The 
number of institutions in the United States en¬ 
gaged in e.xpansion of tlieir facilities was fewer 
by four as compared with results published last 
year. The number of institutions in Canada re¬ 
mained the same. In the United States, 27 schools 
indicated the initiation of 35 construction projects, 
25 schools completed construction of 39 projects, 
and 31 schools have funds committed for construc¬ 
tion of 40 projects \vitli construction to begin in 
1959-1960. 


approximate!)' 54 million dollars for construction 
and 5 million dollars for equipment. Construction 
initiated includes 20 new facilities or expansion 
and/or renovation of old facilities primarily for 
research, 5 irrimarih' for teaching, 6 clinical facili¬ 
ties, and 2 donuitories. The Uni^'e^sity of California 
at Los Angeles has initiated construction of a 
neurops)'chiatric institute to house the clinical, 
teaching, and research facilities for the Department 
of Psychiatry and the Divisions of Neurology. 
Neurosurgery, and Neuropathology. Teaching and 
research buildings have been initiated by Dart¬ 
mouth, Bowman Gray, North Dakota, University of 
Pennsylvania, Woman s, and Washington University. 

Construction Planned for J9.59-J960.—Major proj¬ 
ects planned for initiation in 1959-1960 with 
funds already committed is estimated at approxi¬ 
mately 49 million dollars for construction and 
5 million dollars for equipment. Such construction 
is being planned by 31 schools and includes - 
new facilities or e.xpansion and/or renovation o 
old facilities primarily for research, 8 primaril) 
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for tcaclniig, -1 clinical facililic.s, and 2 sludcnl 
dormitorie.':. University of California at Los An¬ 
geles will begin conslrnction of a Nuclear Medi¬ 
cine Building to pro\’idc permanent and more 
adequate quarters for the fundamental and applied 
medical research programs. The new building will 
permit programs which have to do with radiation 
effects and atomic medicine to c.vpand their gradu¬ 
ate student complement. Clinical research buildings 
are in the planning stage at the University of 
Chicago, University of Kansas, Louisville, Tulanc, 
North Carolina, Oregon, Tennessee, Vanderbilt, 
and Baylor. A rchahilitation and ambulatory diag¬ 
nostic patient facility will bo constructed by the 
University of Rochester, while Duke is embarking 
on the construction of a center for the study of 


There are other groups and institutions that have 
indicated varying degrees of interest and activity 
directed toward the development of additional 
medical schools. The incidence and timing of ac¬ 
tual future establishment of new schools cannot be 
predicted. 

The Council on Medical Education and Hospitals 
in collaboration with the Association of American 
Medical Colleges makes every effort to be of as 
much assistance as possible to those groups and 
institutions which contemplate development of new 
schools of medicine. Consultative visits to St. Paul, 
Minnesota, and Albuquerque, New Mexico, will be 
made in regard to the possible establishment of 
new educational facilities at those sites. 


Jfcrfical School.'! in Gfliuido 


(SriHluutP'^ 


l«t rre*- 

2rHl Pre* 





Ueunlreil 


:>-i.:»s 



lupilicul 

inodlcal 

1st 

2n<I 

nnl 

ttti 

Intern 


to 



Year 

Year 

Year 

Yoar 

Year 

Year 

Year 

Total 

0-3O-59 





r.t 


,V1 

•M 


217 

50 

Walter t*. MauKenzit*, M.b., Ucun. 




uJ 

40 

00 

17 


213 

41 

.lolin K. McCreary M.D., Dean. 

o 

... 


lil 

50 


.V5 


218 

55 

Lennox 0. Bell, M.D., Doan... 






:.i 

.V’ 

50 

221'i 

:i2 

B. Stewart» M.P., Dean... 


52 

r.i 

ai 

.■i.! 

51 

50 



5<* 

G. II. KttiriKer, M.D., Dean. 




C.0 

CO 

M 

51 


2’28 

51 

.lame? n. Colllp» M.D., Dean... 


18 

R2 

os 

03 

52 

.VI 


2301 

55 

.lean-.Tac*ouc8 I.nsKlc*r, M.D., Dean. 

. 7 

123 

118 

1C3 

1.V2 

130 

117 


noil 

147 

,T. A. MncFnrlnnc, M.D.. Doan. 

. 8 


• « • 

110 

103 

0? 

107 


418 

93 

Lloyl G. Stevenson, M.D., Dean. 

. 0 

•«. 

• •• 

142 

102 

112 

102 


45S 

97 

Wllbrod Bonin, M.D., Dean. 



... 

121 

12? 

109 

141 

123 

.VriS 

124 

.lean.Baptistc Jobln, M.D., Dean. 



... 

:^t 

30 

31 

32 

... 

127 

30 

,T. Wendell Mnclooil, M.D., Dean. 


193 

201 

05(3 

on 

£07 

901 

173 

S.CBSl 

859 




S Decree In an** and sciences If coUpbc -work Is taken clscwlierc. 

H A very definite proferenee Is pivon to those who have haprnlmucato dejjrces. 
'^Intern and pTcmpdlcnl fijiurc^ not Included. 


aging. The University of Nebraska has completed 
plans for a patient service, teaching and research 
building. 

In Canada, Queen’s University completed a clini¬ 
cal teaching and research building and Laval com¬ 
pleted its basic science building. Alberta has ini¬ 
tiated a substantial addition to its medical school 
building and British Columbia has funds com¬ 
mitted for construction of a new medical sciences 
building. 

POTENTIAL SITES FOR NEW MEDICAL SCHOOLS ■ 

In a recent session the legislature of tire State of 
Texas authorized the establishment of a new four- 
year medical school in San Antonio. The new 
school will be a part of the University of Texas, 
which is presently engaged in studies directed 
toward determination of the most appropriate loca¬ 
tion for the new institution. Although the school 
will be an integral part of tlie University, the leg¬ 
islature indicated that the community of San An¬ 
tonio will be expected to provide the necessary 
clinical facilities. 


MEDICAL SCHOOL EXPENDITURES 

Information regarding the financing of medical 
school activities is presented again on the same 
basis as in last year’s report. Figures given in table 
4 may be compared with those in table 15 in 1958 
report on Medical Education in the United States 
and Canada but they cannot and should not be 
compared with what appeared to be somewhat 
similar data in earlier reports because current data 
have an entirely different base. 

Mr. A. J. Carroll, Business Officer, State Univer¬ 
sity of New York Upstate Medical Center is now 
engaged in a cost accounting study of all medical 
schools. This study is designed to relate on a uni¬ 
form basis medical school expenditures to the spe¬ 
cific programs supported. The study is being con¬ 
ducted under the auspices of the Association of 
American Medical Colleges with support from tlie 
Kellogg Foundation. When the results of Carroll’s 
study are reported, for tlie first time there will be 
available an accurate accoimting of medical school 
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e.xpenditures, the costs of the various programs 
supported and the sources of the funds expended. 

It is necessary to emphasize again tire defects 
and limitations of the data presented in table 4. The 
gi'eatest doubt as to accuracy in reflecting grand 
totals of actual and estimated e.xpenditures rests in 
the lack of uniform accounting practices and termi¬ 
nology. For example, there is no generally accepted 
method of accounting for direct costs of patient 
care in teaching hospitals. Without question, in 
certain instances some such costs are included, and 
in others they are not a part of the individual school 
e.xpenditures that are reflected in these totals. 

^Vhen these data were presented a year ago, 
readers were cautioned that because of varying 
accounting practices, the data could be broken 
down to indicate with any validity the percentage 
of total expended funds that originated in any 
listed source. Despite this warning, organizations 
and individuals that should know better did utilize 

Table Z.—Estimates of Costs for Construction of Facilities 
in United States and Canada, 1958-1959 


United States 

No. of 
Schools 

Estimated 
Construc¬ 
tion Cost* 

Estimated 
Equip¬ 
ment Cost 

Total 

Constnictlon Initiated .... 

.. 27 

$53,524,132 

$5,160,389 

$58,710,521 

Coustnictlon Completed .. 

.. 25 

03.014.731 

7,200,093 

70,305,429 

Construction Plnunedt .... 
Canada 

.. 31 

48,607,545 

5,165,805 

53,033,330 

Construction Initiated 

3 

2,090,735 

717.000 

3,407,735 

Construction Completed .. 

3 

1,353,772 

422,605 

1,770,377 

Construction Planned .... 

0 

2,810,500 

153,000 

2,903,500 

^ A fe^Y schools reported equipment costs as 
costs. 

part of construction 


f Funds iilready committed and construction planned for 1959*1900, 


the data to purport to present the per cent of total 
medical school expenditures which were received 
from state appropriations, general university funds, 
tuition and fees and overhead on grants, etc. 

As was pointed out before, all medical schools 
receive funds from students as payment for tuition 
and fees, yet 27 schools report no funds expended 
from this item. In almost all of these 27 institutions, 
student fees and tuition are reported under such 
other sources as general university funds, or state 
appropriation. The same situation prevails particu¬ 
larly for funds reported under the sources of state 
appropriation, general university funds and over¬ 
head on grants. Funds secured from these sources 
are reported as expended under any one of three or 
four different sources depending on the individual 
school’s accounting practices. Furthermore any 
given school’s practices may vary from year to year 
as attested by the differences on the numbers of 
schools indicating funds expended from specific 
sources bebveen tliis report and tliat of a year ago. 

A comparison of total expenditures for 1957-1958 
xvitli those of the pre\uous year shows an increase 
of 17% (approximately 40 million dollars) which is 
just slightly higher than was anticipated in the 


estimate made at the time. Expenditures for the 
academic year 1958-1959 are presently estimated 
to increase by 11% to a total of 311 million dollars. 

The total actual expenditure for the median four 
year school for 1957-1958 was $2,795 million. This 
represents an increase in funds e.xpended by tlie 


Table 4.~Medical School Expenditures (United States)^ 


Source of Funds 
(a) Federal Grants for 


(b) Non-government Gifts and 

Grants for Research ... 

Sub-total Items (a) 
and (b) . 

(c) Federal Grants for 

Teaching (include both 
institutional and in- 


(d) Non-government gifts and 
grants for teaching (in¬ 
clude both institutional 
and individual gifts 
and grants) . 


Sub-total Items (c) 

and (d) . 

(c) Unrestricted gifts 

and grants . 

(f) State, County or City 

Appropriation for de¬ 
frayal of medical 
school expenses . 

(g) State, County or City 

subsidies paid to the 
university or medical 
school ns partial reim¬ 
bursement for medical 


(h) General University funds.. 


(j) Tuition and Fees . 6S 

(k) Overhead on Grants. 48 

(l) Teaching expenses (facul¬ 

ty and supporting staff, 
salaries, and related 
supplies and expenses) 
paid by hospitals, 
clinics, etc. 3G 

(m) Teaching expenses paid 

from medical 

service funds . 10 

(n) Actual or estimated costs 

of Fer\'ices and expenses 
provided to Medical 
College by the university 
without charge (adminis¬ 
trative, buildings and 
grounds, library, student 


•f. 




c 

^ c 


o 

Og 




"3 cj 


Ib 





Actual 

oti 

Estiinutcd 


Expend¬ 


Expend¬ 


itures 

B o. 

itures 


1957-1958 

ss 

1958-1959 

S5 

$ 59,313,527.80 

85 

$ 70,247,770.00 

85 

33,119,441.75 

85 

35,794,90331 


92,432,909.01 


100,042,073.37 

S3 

14,530,048.75 

S3 

18.258,345.12 

OS 

7,400,034.94 

69 

8,050,272X0 


21,990,683.00 


20,308,017.72 

57 

0,333,404.45 

50 

G,GS9,333.0o 

35 

34,535,897.12 

so 

37,306,674.63 

3S 

4,304,430.50 

35 

4,324,031.0" 

55 

41,362,854.10 

55 

41,680,161.63 

51 

17,513,780.12 

51 

18,022,494.01 

5S 

17,708,841.30 

57 

18,577,02933 

48 

5,223,188.50 

49 

0,310,393.79 

30 

17,313,485.90 

34 

17,703,310.01 

10 

5,523,164.31 

17 

6,932,010.15 


health and other 

services) . 

Other . 

.. 33 

.. 27 

10,528,900.16 

4,642,874.73 

32 

26 

12,295,053.91 

4,744,940.95 

Sub-total items (e) 
through (o) . 


163,048,367.31 


178.637,333.03 

Total items (a) 
through (o) . 

.. 85 

279,478,020.01 

85 

311.008,024.72 


* See accompanying text for defects and limitations of these data. 


median four year school of approximately $400,000 
since last year. The total estimated expenditure for 
the median four year school for 1958-1959 is $3,220 
million. 

It seems pertinent to re-emphasize tliat data pre¬ 
sented for medical school expenditures in terms ot 
present knowledge cannot be translated into costs 
of educating medical students—or indeed any otlier 
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sinulc function of medical scliools. Tliesc incaniiij!;- 
fnrlnU'.vpveUiUons will he possible only when there 
is available a uniform, functional cost accounting 
system such as is under study by Carroll. 

Canadian schools’ expenditures arc not presented 
since the returns were not complete for tliis infor¬ 
mation. 


TEACHING IIESPONSIBILITIES OF MEDICAL 
SCHOOL FACULTIES FOR OTHER 
THAN MEDICAL STUDENTS 

Table 5 portrays by school and category of 
student the teaching responsibilities of faculties of 
medicine for students other than medical students 
in 19.58-1959. The total of 85,459 is almost three 


Taiii.i; o.—Teachini’ Ecsponsibililici for 


Un»Jorj:rjulUHt»’!* or l*ro(0'<e|f,nal 

Kiirottnipnl 


ProfC‘‘Pi(>n«l 

Enrollment 


Medical Schooti in the United States 




"P. 

r- 

< 

Z 

•= 

2: 


1 Metllcal College ot Alabama..... 


lo:: 

.. 

J.-M 

(.1 


31 

2*( 

8.5 

21 

t University o! Aikansas School of Medicine. 



.. 


35 



3> 

(>0 


3 CollcRC of Medical EvunKcU^lt*.... 


nn 

.. 

m 

y.i 

.. 


170 

270 

13.5 

1 University of (.'nltfornia School of Mctllclnc. Lo'i AiiKcles. 


.. 


)y.\ 

2t 

20 

S2 

20 

i:« 

3,.V"l 

5 University of Southetn Calitornia School <if Medicine, AimeW.. 


.. 

120 


120 

75 


1.52 

192 

SAirf 

h Stanford UniACTsitv Schotd \A Mvdivim*... 



.. 

IKl 

7.5 



44 

1N2 

2.V» 

7 Univcr.*-ily of Calilomia School of Medicine, San rninclsco. 




]7;t 

.50 



45 

2 : 0 , 

HMf.t 

S University of Colorado Scltool of Medicine. 




‘ilX) 

13 

21 


<rO 

210 

3.9.M 

9 Yale UnlversUy School of Medicine.... 


.. 

.. 

19 

r> 



.VI 

ir.0 

12(. 

10 CeorKCtown University School of Medicine. 


i»-»7 


Jiri 



37 

14 

lot 


11 George Wnshincton University School ot Modivlnc..... 



10 


.0 



2.5 

.Vr 

n 

12 Hotvard Uni\c^^lty t’olU'KC of Me<licinc. 


•it; 

VM 

•’5 

2.1 

3 

9 

15 

45 

7 

13 University of Mlnud School of Me<)icinc. 




27S 

21 

.. 


01 

210 


If University of I’lorlda CollcKO of Medicine. 






.. 

S3 

.3 

12 

’2 

15 Emory University School of Medicine... .a..... 


Ki 


30 

21 


38 

03 

1S5 

13 

M Medical Colleire of (leorgla. 


.. 



2 

. .. 

<5 

4 

109 

4 

IT Chicago Medical School... 


.. . 






20 

2^ 


IS Xorthwe«tern Umver«Uy Medical School. 



♦ . 

17.1 

32 

.. 

.. 

IP 

374 

105 

19 Stritch School of Medicine of I.oyola University.. 




. 


.. 

47 

10 

.34 


20 University of Chicago, The School of Medicine. 


.. 






30 

340 

•> 

21 University of lllinnl< tNdlegc of Medicine... 


2.VI 

200 

ni 

2' 



03 

259 


22 Indiana University School of Medicine... 


UU 

.. 

.301 

IJ< 



12 

342 

030 

23 State University of Iowa College of Medicine. 


I:I7 

lie 

20.} 

00 

.V».5 

.^1 

20 

IW 

010 

21 Unii'crslty of K.tn'^as School of Mcillcinc. 


1 


nr. 

32 

OS 


21 

321 

5,023 

25 Univer.«ity of l.ouisvlllc School of Medicine. 


223 


2.5’* 

21 


SO 

21 

!Nj 

5 

2(1 Lonuelnna State Univer.«lty School o! Medicine...... 




51 

21 


IS 

.51 

207 

322 

27 Tulane University School of Medicine. 



.. 

2.«:» 




Uxr 

37.5 

422 

2S .7ohn^ Hopkins University School of Medicine. 


,, 


2.50 




S7 

222 

13t 

20 University of Maryland School of Mcilicine and rolleac of 











Physicians and Surgeons... 


.. 


r.o 




32 

330 

2)5 

.31 Boston Unlver.®ity School of Medicine. 




7r. 

15 

131 


37 

321 

32 

31 Harvard Medical School... 



.. 





70 

400* 

403* 

32 Tufts University School o! Medicine... 


'ln*\ 






.57 

124 

30 

Xi Unuerslty of .^lichlvan Meillcal S ho»d. 


tl'l 

33 

1 10 

7.5 

50 

2S1 

.51 

320 

2,441 

Wayne State University (’ollc-'e of Medicini*. 





15 



0) 

1.50 

202 

35 Univer.'iUy of Minnesota Medical School. 


2S2 

21 

i>i 

451 

3'.r, 


x'i 

211 

3,2;m 

3C University of Mis.’si.s.sJppi School of Medicine... 




.50 

IS 



24 

32 

:40t 

37 University of Missouri School of Medicine. 

— 



207 

4 

SI 

77.5 


27 


33 Saint Louis University School of Medicine. 


213 


225 

2o:{ 



1 

72 


39 Washington Unlvcr«itv School of Medicine. 







43 

01 

30.5 

91 

•19 Creighton Univer.dty School of Medicine. 


1K» 


1T.5 

7 



33 

27 


•U University of Xehracka College of Meilicine... 




35 

10 



33 

ol 






102 

3(5 

- 




1 

■13 Seton Hall Cnlleve of Medicine anil Dcnti'strv... 


t:i 






07 

90 

■11 Albany Jfedicnl College of Union Univer.«Uy. 


•2 


237 

1 


31 

43 

SO 

330 

University of BufTnlo School of Medicine. 


- 120 

l23 

180 

40 

s 


40 

330 

404 

hi .Albert Ein-leln College of Medicine of Ye«hlva University. 


.. 

.. 

2IHI 

S(i 



37 

20 s 


t7 Columbia University College of Phvsicians and Surgeons.,.. 


1.50 


349 

S(; 


lOS 

24 

250 

S13 

■18 Cornell University Medical College.. 


.. 


210 




72 

2SO 

7 

■19 Xew York Medical College, Plower and Tilth .Avenue. Hospitals. 




13(1 



.. 

133 

309 

43 

•VI Xew York University College of Medicine. 


ICO 


4.50 


12 


55 

4(17 

1.020 


J. AiiproximHte anniml enrollment at rcpularly presented short courses, seminars, and lectures. Undoubtedly, a considerable amount ot duplication 
of individuals appears. - 

2. Count incomplete. Year did not end until Auk. 31,1959. 

3. Clinical subjects only. 
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times the total number of medical students (29,614) 
and is 32% higher than the figure reported by and 
estimated for the schools one year ago. The Council 
has more faith in the validity of the figures for this 
year for other teaching responsibilities than it has 
had in previous years. As has been pointed out 
in the two previous years, schools benefit in terms 


of budgetary support and understanding by pre¬ 
senting as fully as possible the true extent of their 
total teaching responsibilities. 

It should he noted that, except for dental stu¬ 
dents, interns, and residents, other students do not 
require from faculty members the same expenditure 
of energy and time as do medical students. For 


Other than Medical Students, 1958-1959 


Unilertrnidiiatc-* or Basic Professioual Professional 

Euroniiiciit Enrollment 


51 State University of New York Downstatc McUtc.il center. New Y'ork City. 

52 University of Rochester School of Medicine and Dentistry.. 

53 State University of New York Upstate Medical Center, Syracuse. 

54 University of North Carolina School of Medicine. 

jj Duke University School of Medicine. 

:»u BoMinan Gray School ol Medicine of Wake Forest CoUe^'e. 

57 University of North Dakota School of Medicine.. 

5'4 University of Ciiu.iu:uiii college of Medicine. 

59 Western Reserve University School of Medicine.. 

do Ohio Slate University College oi Meuicine. 

lil University of Oklahoma School ol .Medicine... 

02 University ot Oregon Medical School. 

M Hahnemann Medical College and Hospital of Philadelphia. 

lU Jefferson Medical Colic ?c ot Philadoiphia. 

05 Temple University School of Medicine.. 

00 University of Pennsyhania School of Medicine. 

or lYoinan's Medical L ode le oi i ouii'ylvaula. 

Os University of Pittshuigh School of Medicine. 

09 University of Puerto Rico School of Medicine.. 

70 Medical College oi South t'arolina. 

71 State University of South Dakota School ot Medicme.. 

72 University of Teiine-sseo College ot Medicine. 

73 Meharry Medical College. 

74 Vanderbilt University School of Medicine.. 

75 University of Texas South\te>tern Meilical S'*hool.. 

7G University of Texas Metlical Branch.. 

77 Baylor University Colie ;c of Medicine. 

7S University of Utah School of Medicine.. 

79 University of Vermont CollOo'e of Meilicine. 

50 University of Virgini.i School of MeiliJiie. 

51 Medical College of Virginia. 

52 University of Washington School of Medicine. 

53 West Virginia University School of Medicine. 

84 University of Wisconsin Medical School.. 

55 Marquette University School of Medicine.. 

Totals.. 

Medical Schools in Canada 

1 University of -Uberta Faculty of Medicine. 

2 University of British Columbia School of Medicine. 

3 University of Manitoba Faculty of Medicine... 

4 Dalhousle University Facnltj of Medicine... 

5 Queen’s University Faculty of Medicine. 

G University of Ottawa Faculty of ilcdicine... 

7 University of Western Outario Faculty of Medicine. 

S University of Toronto Faculty of Medicine. 

9 McGill University Faculty of Medicine. 

10 University of Montreal Faculty of Medicine. 

11 Laval University Faculty of Medicine... 

12 University of Saskatchewan College of Medicine... 

Totals. 
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yt 

s 

X 

c.> 


X 

Cr 

X 

il Science Majors 



V. 

\ 

^ *7 

= 

= 

T- 

■= 

s 


V. 

z 



s 

$ 


tf. 

ki 

u 

a 


» c 

G 

G 

r. 

r* 

< 

c 

G 

s: 


.. 






129 

254 

1,200* 



230 

19 

123 

100 

51 

124 

0 







3( 

121 

675 

193 

122 

2(X) 

49 

1(5 

120*5 

138 

118 

jSj* 


., 

327 

4G 

4S 


G1 

215 




145 

3fi 


75 

15 

75 

10 


,. 

105 

12 

44 

11 




.. 


1653 




52 

173 

3j 

159 

.. 

255 

12 

, , 


Gi 

290 

153 

378 

51 

369 

151 

217 

1,1G4 

21 

202 

8'. 



95 

25 



20 

122 

3,634 



276 

22 


13 

2S 

84 

388 



39 

23 

., 

22 

18 

' 05 





IS 

23 


33 

100 

10* 

.. 


285 

So 




116 

32 

2G(> 


30 

74 

6G 

49 

50 

268 

2.VI 



76 




12 

25 

10 

9 


107 




12 

255 

178 

55 



19 



24 

70 



lUO 

1S2 

13 


9 

2S 

57 

IV) 



17 

1 

100 


3 

4 


395 

195 

112 

86 


53 

48 

97 

•• 

197 


59 

29 



12 

24 








32 

79 








. 75 

231 

747* 



160 

42 



39 

153 

•jiJO 



60 



57 

32 

201 

20 


31 

95 

39 

52 

SOO 

30 

69 

51 



48 

27 


IG 

13 

40 

1 



220 




34 

103 

129 

291 

213 

288 

79 


14 

51 

121 

1,119 

390 

150 

719 

320 

G24 

781 

42 

112 

33 

47 


9 


5 





G5 

182 

172 

41 

24 

14 

115 


329 



212 



IS 

159 

72 

5,920 

2,100 

11,115 

3,514 

2,890 

4.(i50 

3,419 

11,93S 

3S,31< 

90 

100 

15 

17 

2(.X) 

100 

25 

49 

4 


42 

ICO 

35 

50 

34 

33 

70 

2^1 

20 


250 




45 

23 


20 

21 

29 



13 

52 

54 




24 

13 

0 


32 

14 

* 



17 




26 

17 




127 







1G7 

165 

34 

380 

49 


121 

311 

157 

100 


100 


275 

120 

75 


90 

lOT 


103 


94 

102 



.. 


325 

39 



141 

69 

1 


87 

152 

33 

4 

41 

12 

46 

543 

o2^ 

1,203 

628 • 

584 

402 

m 

C53 

3,KI 


• 4 ..Duplicating figure of approximately 100 between these categories. 

•'hr 76 graduate students (nonmedical), 44 in School of Public Health. 

6. 553 are physicians attending short postgraduate courses given at school and out in the state. 
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instance, 100 rcgislrnnt.s in a poslgi'adualc course 
for pli)’sicians may require only rclalivcly lillle 
lime by a few facvilly members in a year. A class 
of 100 student nurses may involve only a few of 
the medical faculty for a small number of lecture 
hours a year. This may be similarly tbe ease with 
pharmacy students, arts and science majors, and 
technical students. On the other band, a class of 
dental students may involve tbe basic medical 
science faculty to the same extent in time and 
cnerg)' as does a class of medical students. Interns 
and particularly residents exact a large expenditure 
of time and energx’ by the facults' members who arc 
in those clinical services of the major teaching hos¬ 
pitals). 

Just as true cost accounting is helpful in pre¬ 
senting a meaningful picture of expenditures that 
can be of material assistance in securing under¬ 
standing and support of budgetary needs, so would 
a similar approach in tbe apportionment of effort 
among the s’arious teaching responsibilities be of 
assistance to tbe medical schools and to those who 
need to understand them. It is hoped that in the 
next year, a way will be developed for securing 
this kind of information, possibly in relation to the 
1960-1961 year. 

It should also be pointed o\it tliat, except for 
interns and residents, tbe numbers gi\'cn for stu¬ 
dents other than medical students probably are 
larger than tbe number of people involved because 
of duplication. This is known to be true in post¬ 
graduate courses, in which tbe numbers represent 
enrollments and not tbe actual number of physician- 
registrants in nearly all cases. It is likely to be 
true with arts and science students, in which one 
student may register in more than one course in 
which tbe medical faculty participates, as well as 
with technical students. A student nurse in a degree 
program may be counted once as a nurse and again 
as an arts and sciences student. It is likely, therefore, 
that tbe total of 85,459 does not represent that num¬ 
ber of individuals for whom medical faculties have 
had some teaching responsibilities in 1958-1959. 
This reservation as to the import of the numbers 
should be borne in mind in relation to the text that 
follows. 

Of tbe total of 85,459 reported as other than 
medical students, 13% are students in nursing, 18% 
interns and residents and 47% are physicians in 
continuation education courses. 

Tlie 11,145 students in nursing involved the 
faculties of 65 medical schools. Sixty-four schools 
reported physicians in postgraduate courses, 61 
schools reported 3,514 technical students, 34 schools 
reported 5,926 dental students and 4,650 “other” 
students, the faculties of 25 schools had 2,890 arts 
and sciences students, and 19 schools had pharmacy 
students for which the medical faculties had some 
teaching responsibility. All of the four-year medical 
schools except two (Temple and Missouri) reported 


interns, and tbe faculty personnel of all of the four 
year schools had teaching responsibilities for res¬ 
idents. 

Six of the 81 four-year medical schools reported 
no students in the categories of dental, pharmacy, 
technical, nursing, arts and sciences majors, and 
other. 

Counting all schools, including even those re¬ 
porting only one physician in postgraduate courses, 
64 schools U'ere active in this field in 1958-1959, 
with a total of 39,817 enrollments. For all 64 
schools, the average enrollment was 622 and the 
median was 160. The following tabulation presents 
this kind of information more adequately. 

Number of ntirollmcnls 

h\j Vhyiicfam Number of SchooU 


1 

20 

17 

21 

- 100 

8 

101 

- 500 

21 

501 

- 1.000 

7 

1001 

- 2,000 

5 

over 

- 2,000 

6 



64 


For the 47 medical schools having more than 20 
enrollments of physicians in postgraduate courses 
in 1958-1959, the average enrollment for the year 
was 844 and the median was 294. 

Table 5 also portrays the medical faculty' 
teaching responsibilities for other than medical 
students for the Canadian schools. The schools 
reporting on this item had a total of 9,116 students, 
although the same reservations regarding duplica¬ 
tion of individuals are probably as applicable to 
the Canadian schools as to those in the United 
States. This would also be the case in regard to 
the faculty time and energy requirement by other 
than medical students, with again the exception 
of dental students, interns and residents. 

Students in nursing, physicians in continuation 
courses, and interns and residents accounted for 
71% of all the students in addition to medical 
students, as compared to 78% in schools in the 
United States. The major difference was in the 
proportion of interns and residents reported in-the 
t\vo countries, with Canadian schools reporting 
4% fewer in this category. Pharmacy students com¬ 
prised a larger proportion of the additional students 
burdening medical faculties in Canadian schools, 
composing 5.7% of the total as compared to 2.5% 
in the United States. Technical students also loomed 
larger relatively in the teaching responsibilities of 
Canadian medical faculties, comprising 7% of ad¬ 
ditional students, which is almost t\vice the pro¬ 
portion they occupied in the United States. 

Only one of the Canadian schools had no teach¬ 
ing responsibilities for other than medical students 
and nursing students. Six of the schools reported 
dental students, six schools reported pharmacy stu¬ 
dents, 11 schools reported student nurses, 7 o'f the 
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12 schools reported technical students, six reported 
arts and sciences majors, six reported students not 
otherwise categorized, 11 had interns among the 
teaching responsibilities of their medical faculties, 
and nine had residents. It is interesting that 11 
schools reported physicians in continuation educa¬ 
tion courses with only five of the schools each hav¬ 
ing fewer than 20 enrollments. 

GRADUATE EDUCATION IN THE BASIC 
MEDICAL SCIENCES 

In addition to data secured in the previous three 
years regarding enrollments and degrees granted 
in the basic medical sciences, this year information 
was obtained from medical schools in the United 
States and Canada about the number of positions 
that were available in advanced degree programs. 
Table 6 presents the data by school, field, and pro¬ 
gram for the 1958-1959 year. The increasing number 
of unfilled budgeted faculty positions in the cur¬ 
rent 85 medical schools in the United States and 12 
in Canada, as well as the prospect of additional 
schools lends greater importance to medicine each 
year of programs that provide the advanced educa¬ 
tion required for the production of additional 
teachers and investigators qualified to fill academic 
posts. 

It is encouraging drat the total enrollments in 
doctorate degree programs were 12% greater in 1958- 
1959 than in 1957-1958 in medical schools in the 
United States, and that enrollments in postdoctorate 
programs had increased 64% (table 6). Enroll¬ 
ments in masters degree programs were about the 
same as in preceding years. However, the total 
number of degrees granted in the various fields was 
fractionally lower, with 5% fewer masters degrees 
and 8.5% fewer doctorate degrees (Ph.D., Sc.D.) 
being awarded in 1958-1959 than in the previous 
year. 

When the total positions available in graduate 
programs in the basic medical sciences were com¬ 
pared with total enrollments, it became evident that 
programs are generally available for additional 
students if they can be attracted into such prepara¬ 
tion. There were about 30% more total positions 
available in masters and doctorate programs than 
there were students enrolled in 1958-1959, while 
there were 74% more postdoctorate positions avail¬ 
able tlian were enrolled. There were greater sur¬ 
pluses of positions available as compared to students 
enrolled in doctorate programs in anatomy, bio¬ 
physics, microbiology, and physiology than in other 
fields, the positions being in e.xcess of students by 
57%, 66%, 357o and 48%, respectively. There were 
more tlian tliree times as many postdoctorate posi¬ 
tions in anatomy than there were students, while 
biophysics and microbiology postdoctorate pro¬ 
grams each could have accommodated more than 
twice as many fellows as were present. 


As table 6 demonstrates, the inereased enroll¬ 
ments in masters degree programs in three fields 
(microbiology, patholog)', and physiology) were 
almost offset by decreased enrollments for the mas¬ 
ters degree in the other four fields so that little 
over-all change occun-ed in the total masters degree 
candidates. In doctorate programs, there were in¬ 
creased numbers of students in all of the basic 
medical sciences excepting biophysics (down SST;) 
and physiology (down Vd%); The postdoctoratc 
programs, on which data is probably incomplete 
had generally inereased enrollments in 1.958-1951 
except for biophysics, udiich had fewer than one 
half of the postdoctorate enrollments reported ir 
1957-1958. Mdrere increases occurred, they wen 
usually substantial. The ranges of proportiona 
amount of increase was 12% to 1257o for doctorate 
programs and 45% to 200% for postdoctoral) 
programs. 

The one field in which the number of degree; 
granted was materially fewer in 1958-1959 than it 
the previous year was microbiology, in which then 
were awarded almost one-tliird fewer masters de 
grees and about one-fourtli fewer doctorate degrees 

The 12 Canadian medical schools also showed in 
creases in enrollments in advanced degree eduea 
tional programs in the basid medical sciences. Tota 
enrollments in programs leading to a masters degrei 
were 46% greater in 1958-1959 than in 1957-1958 
Doctorate program enrollments had an increaset 
total enrollment by 10%. The number of postdoc 
torate fellows reported by Canadian medica 
schools in either year was too small to analyze. 

In masters degree programs in the Canadiai 
schools in 1958-1959, there were increased enroll 
ments in anatomy, pharmacology, and physiology 
with decreased enrollments as compared to tin 
previous year in microbiology. The numbers wen 
too small to justify proportional comparison. Ii 
doctorate programs, there were increased enroll 
ments in biochemistry and pharmacology, with i 
decreased enrollment in pathology. As in the casi 
of the United States schools, though there wen 
increased enrollments in advanced degree program; 
in Canadian medical schools, there were general!; 
a trifle fewer masters and doctorate degrees grantee 
in the basic medical sciences. 

The Canadian schools had more positions avail 
able for graduate study than there were student; 
enrolled. The positions available in masters degree 
programs were 21% greater than the enrollments 
while the positions available in doctorate program; 
were 12% greater than the number of students en 
rolled. 

GRADUATE DEGREE PROGRAMS IN THE 
CLINICAL FIELDS 

Table 7 presents the information reported foi 
the 1958-1959 year by medical schools in the Unitec 
States and Canada regarding masters degree anc 
doctorate degree (other than M.D.) programs, en- 
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rollincnls, and di\i*iccs granlcd in clinic.al fields of 
work. A lolal of 34 medical schools in (he United 
Stales (5 more than in 19.56-1957) and 7 in Canada 
reported having masters and/or doelorale degree 
programs. 

There were 32 schools in the United Stales in 
195S-1959 with masters degree programs in clinical 
areas having a total enrollment of 1,240, while 13 
schools reported having 16S enrolled in doctorate 
programs. Medicine and its .snhspeeiallics, preven¬ 
tive medicine and pnhlic heailli, surgery and sur¬ 
gical .specialties acconnted for 'nore than fonr-fifths 
of enrollments. Not all of the edncational programs 
leading to a masters degree or a doctorate in public 
health and pre\'enlivc medicine are included in 
Table 7 because in a number of instances such 
programs are nnrelalcd to the medical school, as 
at the University of Michigan and Harvard, for 
example. 

A total of 22 schools in the United States granted 
296 masters degrees, of which 149 or about one-half 
were in prcventi\’c medicine and public health. 
More than one-half of the 296 degrees were granted 
by 3 schools (Yale, Tulane, and Minnesota). Mas¬ 
ters degrees were awarded in all of the major clini¬ 
cal fields except the combination of psychiatry and 
neurology'. 

Of the 24 doctorate degrees granted by S schools, 
20 were granted by the Uni\’erslty of Minnesota. 
Almost half of the 24 doctorate degrees were in 
surgery and surgical specialties. Other fields in 
which doctorates were granted were medicine, 
medical specialties, neurology, obstetrics and gyne¬ 
cology, and preventive medicine and public health. 

Seven of the 12 Canadian medical schools re¬ 
ported having masters degree programs in clinical 
fields, with a total enrollment of 49, and 14 masters 
degrees granted in 1958-1959. One Canadian school, 
McGill, reported doctorate degree programs in 
clinical fields (e.xperimental medicine and neu¬ 
rolog)'), with an enrollment of 11 and the granting 
of 5 doctorate degrees in 1958-1959. Of the total of 
19 masters and doctorate degrees in clinical fields 
granted, 18 were awarded by one school, McGill 
University. 

Postgraduate Medical Education 

Table 5 and the section entitled “Teaching 
Responsibilities of Medical School Faculties for 
Other Than Medical Students” presents informa¬ 
tion about the schools and physician enrollments 
in postgraduate continuation education programs 
in 1958-1959. No special study was conducted in 
the past year relative to enrollments and courses 
by all organizations and institutions active in that 
field because of the special study reported only 
two years ago and earlier in 1959.'° 

In 1958-1959 the 64 medical schools in the United 
States having programs of continuation education 
reported a total of 39,817 emollments. The much 


larger size of this figure in relation to reports in 
previous years indicates that this may represent 
more complete data although it may also represent 
the larger role of medical schools in continuation 
education of physicians. 

MEDICAL SCHOOL FACULTIES 

Questions were included in the annual question¬ 
naire to medical schools this year about numbers 
and status of total full-time faculty personnel re¬ 
garding degrees held, academic rank, and numbers 
liy department and rank of full-time faculty who 
received 50% or more of their salaried income from 
federal research and/or training grants exclusive of 
residents and fellows. The information published 
annually since 1949 regarding vacant faculty posi¬ 
tions was also secured this year. In the following 
text and tables, the information received is pre¬ 
sented, analyzed, and discussed. 

FULL-TIME FACULTY DEGREES AND NUMBERS 

Table 8 presents the status of 10,350 full-time 
facult)' personnel by department and degree in the 
85 medical schools in the United States. Pathology 
department faculty members are not included in 
either basic medical science or clinical department 
subtotals in this and succeeding tables unless other¬ 
wise stated because patliology departments have 
attributes of each group rather than predominantly 
of one or the other. 

For the past 20 years at least there are no previ¬ 
ous data on faculty degrees for all medical schools 
with which the 1958-1959 information can be com¬ 
pared. 

For the total of 10,350 full-time faculty, 6,546 
(or 63%) had the M.D. degree, 2,788 (or 27%) had 
the Ph.D. degree, and 466 (or 4.57o) had both de¬ 
grees. As would be e.xpected, tlie majority of M.D.’s 
(5,935 or 91%) were in clinical departments and 
patholog)’. If those witli both the M.D. and Ph.D. 
are counted with the M.D. group, the proportion 
of M.D.’s remains the same, 91%, in the clinical 
departments and pathology. 

A possibly une.xpected finding was that 605 fac¬ 
ulty members witli the Ph.D. are in clinical de¬ 
partments, comprising 9% of clinical faculty per¬ 
sonnel. If those with a Ph.D. in addih'on to the 
M.D. degree are included, then 12.6% of full-time 
clinical faculty people have the Ph.D. degree. This 
figure is identical with the proportion of Ph.D. 
faculty personnel in clinical departments reported 
in the NIH Study of Twenty Medical Schools. 
Approximately half of these are in the 2 depart¬ 
ments of preventive medicine and psychiatry. 

Although more than two-thirds (68%) of full-time 
faculty personnel in the basic medical science de¬ 
partments hold only the Ph.D. degree, another 7% 
have both degrees. Thus, from one point of view 
tluree-fourtlis of full-time personnel in these depart- 
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United States 

Medical College of Alabama..... 

University ' 

College of ■ ■ 

University ^ . 

University ot Southern California. 

Stanford University. 

University of California, San Francisco. 

University of Colorado... 

Yale University . 

Georgetown University . 

George Washington University. 

Howard University . 

University of Miami. 

University of Florida. 

Fmory University . 

Medical College of Georgia. 

Chicago Medical School. 

Northwestern University .. 

Stritcli School of Medicine.. 

University of Chicago. 

University of Illinois. 

iiidlann University . 

State University of low a. 

oidversiiy of Kansas. 

university of Louisville. 

J>ouisiauu State University. 

i’uhuie oniversity . 

Johns tiopklns University. 

University of Maryland..... 

jioston University . 

xiarvard Medical School... 

a'ults University School of Medicine. 

university oi Michigan... 

U'uync State University.... 

univeisity of Minnesota. 

university of Mississippi. 

university of Missouri.. 

smut Louis University. 

Wushiugtou University .. 

Cicigiuon University . 

University oi Nebraska. 

Dartmouth Medical School. 

Seton Hail College oi Medicine & DcatiMi>. 

Albany Medical College oi union uuucisuy. 

University of Huilulo. 

.ilbert JSinsieIn College oi Medicine. 

Coiumijiu University . 

Cornell University . 

>ew York Medical College. 

.\ew York University. 

State University of New Vovk, New Voik uu>. 

uni\crsity ol Kochestcr. 

St.no university of New York, Syiacii'^c. 

university of North Carolina. 

uiJKe University ... 

liowmua Gray School of Medicine. 

unueisity of North Dakota. 

university of Cincinnati. 

Western Reserve University..— 

Ohio State University. 

University of Oklahoma. 

University of Oregon. 

Hahnemann Medical College. 

.leficrson Medical College. 

Temple University . 

University of Pennsylvania. 

Woman's Medical College. 

University oi Pittsburgh. 

UniversitS' of Puerto Rico.. 

Medical College of South Carolina. 

Stale University of South Dakota. 

University of Tennessee. 

Meharry Medical College. 

Yanderhilt University . 

University of -Texas Southwestern Mcdicai School.... 

University of Texas Medical Branch. 

Baylor University . 

University of Utah. 

University of Vermont. 

University of Virginia. 

Medical College of Virginia. 

University of W’ashingtoa. 

West Virginia'School of Medicine. 

University of Wisconsin. 

Marquette University . 

Totals ..... 
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ments have the Ph.D. degree. On the other hand it 
might be said that more than one-fourth (27%) of 
tlie full-time basic medical science faculty' earned 
the M.D. degree. Table 8 presents subtotals for the 
basic medical science departments before and after 
including pathology in order to stress the skewing 
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and important group. Their importance in the basi 
medical sciences has increased concomitant wit. 
the great expansion of significant and highly com 
plex knowledge in these fields, a body of knowledge 
and research techniques requiring full-time stiah 
to master to the point of advancing into new fron 


Table 7.—Advanced Degree Program; 
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effect that the preponderance of M.D.’s in pathol- 
og\' would have. The NIH Study of Twenty Medi¬ 
cal Schools included pathology as a preclinical 
department, giving 34.9% M.D.’s and 60.3% Ph.D.’s 
in the preclinical departments. 

It is obvious that in the basic medical science 
dejrartments of medical schools, the 2,335 faculty' 
personnel having the Ph.D. degree comprise a large 


tiers. The increasing inter-action of the basic met i- 
cal science and clinical fields in the research stut '^ 
and understanding of disease processes probabl) 
is the most important factor accounting for 
“pure” Ph.D. personnel in the clinical departments. 
Biochemistry', genetics, microbiology', pharmacol¬ 
ogy, and physiology—all with the aid of biophysics 
and biostatistics—are making increasingly importan 
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contributions to advancinj' knowledge at llic gross, 
cellular, subccllular, and molecular levels of the 
organism. 

An analysis (table 9) was prepared of the distri¬ 
bution of degrees held by full professors and de¬ 
partment ebainnen as compared to the full-time 


of medical schools, it is likely tliat an increasing 
proportion of the senior faculty in the future will 
1)0 Pb.D. rather than M.D. personnel. 

Tabic 10 presents for 11 of the J2 Canadian medi¬ 
cal schools information about numbers of full lime 
faculty by degree and department. For the reason 
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basic medical science faculty as a whole, excluding 
pathology. Whereas 407 or 50% of the 814 depart¬ 
ment heads and full professors had the M.D. de¬ 
gree, whether or not they also held the Ph.D. 
degree, about 27% of the total full-time basic medi¬ 
cal science faculty had the M.D. degree. With the 
large reservoir of Ph.D. faculty (2,111) who have 
come into the basic medical science departments 


previously outlined for United States schools, pa¬ 
thology is listed after rather than with the basic 
medical science departments. 

For tile 586 full-time faculty as a whole in all 
departments, 358 or 61% had the M.D. degree, 138 
or almost 24% had the Ph.D. degree, and 63 or 11% 
had botli degrees. 
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As in the case of United States medical schools, 
about one-eighth of the full-time clinical faculty 
had the Ph.D. degree. However, in Canadian 
schools a larger proportion of basic medical science 
faculty personnel had the M.D. degree (52.5%) than 
in United States schools (27%). 


Table 8.—Full-Time Faculty Pcrsonuel by Fields and 
Degrees Held in Medical Schools in the United States 
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374 
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.552 100.0 

Pharmacology 

138 

31.8 

2,30 

53.0 
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3,0SS 100.0 

Pathology .... 
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758 100.0 
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37 


1.C71 ... 

Obstetrics* 
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700 ... 
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22.0 
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The difference in degrees of faculty personnel 
betu'een Canadian and United States medical 
schools was marked in pathology departments, also. 
In the 11 Canadian schools which supplied data, 
about one-half tlie full-time pathology faculty per¬ 
sonnel had the M.D. degree and about one-half 
had the Ph.D. degree, while one-eighth had both 
degrees. For United States schools, 83% of the full¬ 
time patholog)' faculty personnel held the M.D. 
degree and 13% held the Ph.D. Thus, in the matter 
of degrees held, Canadian pathology departments 
resembled more their basic medical science depart¬ 
ments, and United States pathology departments 
resembled more their clinical departments. 

In Canadian schools, 76 (or 55%) of tlie 137 peo¬ 
ple having Ph.D. degrees but not the M.D. degree 
were in departments of biochemistry and physiol¬ 
ogic These departments in United States schools 
had only 33% of the “pure” Ph.D. personnel. 

In both countries, more than one-fourth of all 
full-time clinical faculty were in tlie departments 
of medicine. In Canada (table 11) the clinical 
department having the second largest number and 
proportion of full-time faculty was psychiatry (48 
people or 21.5% of all clinical faculty). In the United 
States, surgery’ departments were in second place 


among clinical departments in the use of full-time 
faculty personnel, having 873 or 13.4% of all full¬ 
time clinical faculty. 

FEDERAL GRANT SUPPORT OF FULL-TIME 
FACULTY PERSONNEL 

In the special study of medical school faculties 
this year, a question was included relative to the 
number of full-time faculty members by academic 
rank and department who receive 507° or more of 
their salaried income from Federal research and/or 
training grants, e.vcluding anyone in resident or 
fellowship status regardless of faculty title. Table 12 
presents the information supplied by the 85 medical 
schools in the United States, while table 13 pro¬ 
vides the information for the 11 Canadian schools 
u'hich reported data. 

A total of 1,392 of the 10,350 full-time faculty, or 
13%, in United States medical schools received 50% 
or more of their salaried income from Federal 
grants. There was relatively little difference be¬ 
tween basic medical science and clinical depart¬ 
ments, being 13.3% for the former and 14% for the 
latter. Pathology had a smaller proportion of its 
full-time faculty members, only 9.5%, supported to 
this degree by Federal grants. 


Table 9.~F%dl-Timc FaculUj by Numbers and Froyortions 
in Departments in Medical Schools in the United States 
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Biophysics had by far the highest proportion of 
full-time faculty in this categoty, 59 or 63% of the 
faculties in biophysics having 50% or more of their 
salaries supplied by Federal grants. The next larges 
categories, having 20.8% so supported, were neu¬ 
rology and/or psychiatrj' if these be grouped to¬ 
gether. Such a grouping was necessary as in t e 
case of physiology-pharmacology in which some 
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schools hove conibinecl depavlments. For psydhalry 
alone, among schools having a separate department 
of psychiatry, 3077 of the fidl-time faeiilty person¬ 
nel were in this category relative to federal grant 
support. Physical medicine was in third place, hav¬ 
ing 2577 of its full-time faeiilty receiving 507’o or 
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Decrees Held in Medical Schanls in Canada 
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more of salaried income from Federal grants. Bio- 
chemistr\' had in the basic medical sciences the 
largest proportion of departmental faculty in this 
categor)' (167o), about the same as in departments 
of medicine. 

It is apparent that, with more than one in every 
eight full-time faculty members receiving 507o or 
more of salaried income from federal grants, these 
grants are important sources of support for medical 
education and research. 

The pattern was some^^'hat different in 11 Ca¬ 
nadian medical schools, where a total of only 17 
full-time faculty members, or 3% of the total full¬ 
time faculty personnel receive 50% or more of their 
salaried income from Federal research and/or train¬ 
ing grants. Only one of these was in a clinical de¬ 
partment, 14 were in basic medical science depart¬ 
ments, and 2 in pathology departments (table 13). 
Nearly one-half of such faculty in Canada were in 
biochemistry dex^artments. 

FULL-TIME FACULTY POSITIONS UNFILLED, 
1958-1939 

In table 14 is presented information su]pplied by 
medical schools in the United States about budg¬ 
eted but vacant full-time faculty positions in 1958- 
1959. Almost two-thirds (62%) of the total of 655 
vacant positions were in clinical departments. The 


full-time facult)' total vacant iiositions represented 
6% of the 11,005 budgeted full-time faculU' posi¬ 
tions, both filled and unfilled. There was an increase 
again in 1958-1959 of total unfilled full-time facultj' 
positions, as there has been each year for the past 
five years. Table 15 jportrays comparative total data 
for the years 1954-1955 to and including 1958-1959. 

In both basic science and clinical dejiartments, 
axiproximately one-third of the faculU' vacancies 
were newly budgeted xiositions, as was the case in 
the 1957-1958 year. More than two-thirds (68%) of 
all newly budgeted facultj' positions in the basic 
medical sciences, excluding xiathology, w’ere in de- 
Xiarfmcnts of anatomy, microbiology and x)harma- 
cology. 

As compared to the 1957-1958 data, there were 
a total of 10 more vacant positions in the basm 
medical sciences, with anatomy (up 10), pharmacol¬ 
ogy (ux> 3), and X'>athology (ux> 2) showing the in¬ 
creases while the other deiiartments had reiativeh’ 
fewer budgeted unfilled positions. The clinical de- 
Xiartments liad a greater increase in budgeted va¬ 
cant faculty positions as compared with 1957-1958. 

The increase each year in medical school unfilled 
full-time faculty x^ositions should cause concern. As 
was x^ointed out a year ago, the vacancies existing 
in faculty posts reflect the numbers of facultx' per¬ 
sonnel required to maintain medical education at 


Tadle 11.-Fall-Time Facnitij by Numbers and Propnrthns 
in Departments in Medieal Schools in Canada 
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its present qualitative level and to x^roduce tbe 
present number of graduates. It is certain that 
expansion of educational programs in medicine to 
meet the physician needs of an enlarging X’opujn- 
tion will require additional full-time faculty. 

The information from table 6 about advaneSd- 
degree programs in the basic medical ' sciences 
provides little reason for complacency when the 
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figures are compared with tlie previous year. Al- 
tnough the number of students in doctorate (Ph.D. 
or Sc.D.) programs was 12% higher than in 1957- 
1958, the number of degrees awarded was 8% less. 
It is encouraging that the number of positions in 

Table 12,.—Number of Full-Time Faculty in United States 
by Deportment and Rank who Receive 50% or More of 
Their Salaried Income from Federal Research 
and/or Training Grants” 
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I 

... 

Pharmacology . 

D 

9 

2lj 

25 

051 
14 ( 

33.4 

Physiology . 

•1 

15 

2b 

28 

Subtotal, basic 
medical sciences . 

27 

71 

147 

107 

412 

13.3 

Pathology . 

4 

IG 

27 

25 

72 

9.5 

Subtotal . 

31 

87 

174 

lUi 

4S4 

12.0 

Anesthesiology .. 

0 

0 

0 

2 

o 


Dermatology . 

1 

2 

3 

3 

9 

10.7 

Industrial medicine . 

0 

0 

0 

1 

3 

23.1 

Intcrnul medicine . 

7 

49 

117 

119 

283 

20.3 

^’ellrology . 

1 

1 

25 

18 

4.-.1 

20.8 

XeuroloKv and psyclilatvy 

0 

1 

2 

0 

9l 

Obstetrics and 
gynecology . 

0 

3 

8 

12 

23 

T.l 

Ophthalmology . 

0 

4 

10 

11 

25 

18.5 

Orthopedics . 

0 

0 

0 

•> 

o 


Otolaryngology . 

0 

0 

3 

it 

9 


Pediatrics . 

0 

9 

2.5 

38 

74 

10.0 

Physical medicine . 

1 

3 

5 

27 

30 

24.8 

Psychiatry . 

11 

3S 


113 

240 

30.3 

Public health and 
preventive medicine .... 

4 

3 

21 

20 

48 

12.4 

Hadiology . 

3 

5 

11 

5 

24 

5.4 

Rehabilitation . 

0 

0 

1 

0 

1 


Surgery.... 

2 

15 

21 

27 

05 

7.4 

Urology . 

0 

1 

1 

2 

4 


Subtotal, clinical . 

32 

127 

337 

412 

90S 

14.0 

Over-all totals. 


214 

511 

oivi 

1^92 

13.4 


* Excluding anyone in resident or fellowship status, regardless o( 
faculty title. 


advanced degree programs was in such a surplus 
that many more able students could have been 
accommodated. Of the three basic medical sciences 
accounting for many of the newly budgeted facultj' 
vacancies, pharmacology showed a significant in¬ 
crease (32%) in students in doctorate programs, and 
anatomy a more modest increase of 13% in the 
number of graduate candidates for a doctorate. 

Table 16 presents for 11 Canadian medical 
schools, which supplied tlie data, information re¬ 
garding unfilled full-time budgeted faculty posi¬ 
tions. Tire total of 23 S'acant posts is 3.8% of the 
total 609 filled and unfilled full-time faculty places. 
As in the case ,of United States schools, only one- 
third of the vacancies are in newly budgeted posi¬ 
tions, although tliese represent a higher proportion 
of the clinical faculty vacancies tlian those in the 


basic medical sciences. There does not appear to be 
any departmental concentration of vacant posts 
either in the clinical fields or in the basic medical 
sciences. 

TOTAL NUMBERS AND OFFICE LOCATION 
OF ALL M.D. FACULTY 

In order to better understand the meaning of the 
terms “full-time” and “part-time” and their signifi¬ 
cance in terms of the number of faculty personnel 
in medical schools in the United States, a part of 
the special faculty study included a question to all 
medical schools about the total number of M.D. 
faculty personnel by rank, location of office, and 
source of income. The total figures secured are pre¬ 
sented in table 17. In each box determined by the 
intersections of rank and description of office loca¬ 
tion and income source are three numerals. The first 
represents the number of faculty so categorized in 
all basic medical science departments, including 
pathology, the second represents the number so 
categorized in all clinical departments, while the 
last number is the total of the first.two. It should 
be emphasized that this section deals with all M.D. 
faculty, whether they are considered as full-time, 
part time or volunteer. The immediately preceding 
sections on faculty degrees, federal grant support, 
and vacant faculty posts were limited to full-time 
faculty personnel. 

The total of M.D. faculty personnel in 1958-1959 
was 31,190, of which 2,455 were in basic medical 
science departments and pathology, while 28,735 
were in clinical departments. Thus, 92% of the total 

Table 13.—Number of Full-Time Faculty in Canada by 
Department and Rank who Receive 50% or More of Their 
Salaried Income from Federal Research 
and/or Training Grants” 




Asso- 

Assis- 



Vc Full 



date 

tant 

In- 


Time 


Pro- 

Pro- 

Pro- 

stnic- 


Pac- 

Dopartincut 

tessor 

fessor 

lessor 

tor 

Total 

ulty 

Anatomy .. 

0 


0 

0 

1 

... 

Biochemistry .. 

0 

o 

4 

1 


41.2 

Medical Research . 

1 

2 

0 

0 

3 


Microbiology . 

0 

1 

1 

0 

2 


Physiology . 

0 

0 

0 

1 

1 





... 




Subtotal, basic 







medical sciences ... 

1 

G 

5 

2 

14 


Pathology . 

0 

1 

1 

0 

2 









Subtotal . 


7 

G 

2 

10 


Medicine . 

0 

0 

1 

0 

1 





.... 


— 


Subtotal, clinical . 

0 

0 

1 

0 

1 



— 

— 

— 

— 

rr 


0\er-all totals. 


7 

7 

2 

17 


* Excluding anyone in 

resident 

or feilowship 

status 

rogardle.'s ot 


Incuity title. 

M.D. faculty held their major appointrnents in 
clinical departments. From 67% to 70% of tlie total 
M.D. faculty was volunteer unsalaried professional 
personnel. 

At the other extreme, 3,540 or 11%> were what is 
ordinarily called “absolute” full-time, 'with their 
only office in the university medical center and 
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income only from llie medical school and/or its 
teaching hospital. About two-thirds (G.'l'i!’) of these 
were in clinical departments, and one-third in basic 
medical science departments including pathology. 
More than half (SSli') of the "absolute” full-time 
M.D. faculty were in the more junior academic 
positions of instructor and assistant professor. 


Ordinarily, categories (d) and (e) would 1)(! con¬ 
sidered part-time faculty members and llucsas 
totalled 3,027, of which 197 w(!re in basic medical 
.science departments, including pathology. Thus, 

'I’aiii.i: 1.'5.—Hia/grOv/ Unfilled Full-Time Facullij VmllloM 
in Mcdivnl iirluwl.i in tin: United filiites- (l!)!i l-I!)5ii 

to um-um) 


Table 14.—Ihid^rted Unfilled Full-Time Facultij Poiition-^ 
in Medical Sc/ioot.v in the United State.',-, tOSS-WSf) 


Ni'wly niul Now 

Nt». nlil Nti. 


f 

u u 





u 

C 




u 




& b 




i 





1 




C C 




c 

c 




r 

c 



k. ^ 

C t 



u 

C 


X. 



C 


i- 

c 

i; 





u 


« 



tj 


n 

' 


Ib'^le Sricnci' i H 

Dciiartinont'^ i: < 

u 

Ss 

c 

•/ 


c 

u 

v 


c 

C 




1 

.\natoiuy . !> (• 1 

1 

17 

11 

n 

5 

n 

:vs 

12 

17 

G 12 

G5 

BiochcTnl-stry .340 

0 

7 

4 

2 


2 

13 

7 

«'> 

5 

A 

20 

Biophy.<ics ... 1 0 0 

n 

1 

2 

n 

4 

2 

8 

3 

0 

4 

0 

0 

MIcroliioloKy . .7 3 2 

3 

13 

10 

11 

4 

«> 

07 

15 

11 

G 

fl 

4ft 

Patholopy ... 3 0 0 

1 

10 

8 

IS 

in 

8 

41 

11 

21 

10 

0 

G« 

rhnri-nacoloyy 2 7 2 

<\ 

13 

11 

9 

2 

0 

n-i 

13 

IG 

4 

2 

35 

Physlotoyy ... 3 4 3 

i 

11 

7 

4 

5 

o 

18 

10 

S 

S 

3 

20 

Other i)a«lc 
science dept. 













Gonttics . 0 0 1 

0 

1 

0 

0 

0 

0 

n 

0 

0 

1 

0 

1 

Subtotals .... 20 30 1.7 

s 

70 

.Vt 

.75 

37 

27 

170 

70 

S7 

.70 

35 

219 

Cllntcnl 

Dopattinents 













Anesthesi¬ 
ology . fi 1 2 

1 

9 

.7 

12 

•2 

2 

21 

10 

13 

4 

3 

30 

Dcnnatology .12 0 

0 

3 

0 

0 

0 

0 

0 

1 

2 

0 

0 

3 

Medlelnc. il 0 5 

1 

21 

G 

11 

7 

3 

27 

12 

20 

12 

4 

4S 

Neurology .... .3 3 o 

0 

G 

3 

3 

0 

0 

G 

G 

G 

0 

0 

12 

Obstetrics* 

gynecology , 11 4 3 

o 

20 

( 

13 

2 

5 

2- 

IS 

17 

5 

7 

47 

Ophthal¬ 
mology . 0 0 1 

1 

2 

2 

3 

o 

o 

9 

0 

3 

3 

3 

11 

Orthopedics ..0 0 o 

0 

0 

0 

1 

3 

0 

4 

0 

1 

3 

0 

4 

Otolaryn¬ 
gology . 110 

2 

4 

o 

1 

0 

n 

3 

3 

0 

0 

2 

7 

Pediatries .... 3 9 r* 

3 

2(1 

•2 

7 

10 

4 

2.3 

5 

1(1 

15 

7 

43 

Physical 

medicine .... 0 o 2 

1 

3 

1 

2 

0 

n 

3 

1 

2 

0 

1 

G 

Psychiutry ... 8 8 4 

4 

24 

11 

15 

s 

3 

37 

19 

2;t 

12 

7 

Cl 

Public Health- 
Preventive 

Medicine .... 3 2 3 

2 

10 

4 

9 

G 


24 


11 

9 

7 

31 

Radiology .... 5 5 1 

1 

12 

8 

8 

7 

1 

21 

13 

13 

S 

A 

3G 

Surgery . 5 7 3 

o 

17 

8 

10 

in 

3 

31 

13 

17 

13 

5 

48 

Urology . 110 

1 

3 

4 

2 

3 

0 

9 

5 

3 

3 

1 

12 

Other clinical 
departments 10 0 

0 

1 

0 

3 

0 

0 

3 

1 

3 

Q 

0 

4 

Totals. 53 52 2 U 

21 

155 

113 100 

GO 

23 

251 

IIG 152 

SO 

49 

40G 

Subtotals .... 79 82 44 

*29 

234 

110 

1,75 

95 

5.7 

421 

197 

237 

130 

81 

655 


What would ordinarily be known as "geographi¬ 
cal full-time” faculty personnel were the physicians 
in categories (b) or (b) and (c). If (d) also were in¬ 
cluded, then such faculty personnel would number 
3,348 physicians. This represented about one-tenth 
of the total M.D. faculty. Those in category (c), 
whose only office was in the university medical 
center and whose income was from salary and 
unrestricted private practice totalled only 1.7% of 
all M.D. faculty personnel and only 8% of the total 
full-time faculty in its broadest interpretation. 


AtUltdiiiy . 'i.'> 

ty ........... II 

.. 

MIiTotiloioxy . 11 

rmboloKy . *27 

IMiitnnacold^y . lii 

l*Iiy!«Ic»l»Ky .. M 

.. 

SiilitotnU . I'lT 

.. 

Dmnalolouy .. 

.. l»:l 

NiMimloK') ... 

OlKt<-trlr< 

ftyiN*n»l»»jry .. II 

0|tlitlnilM)CiI«»(ry .. 

tlrthoiMMlIfs. 

Oti)laryi)i:o)j>i:y.. 

IVtUalrh'*! . l.’i 

VhyHlra! Mfindtit*. 

Pjtyclilairy . .TO 

Pnhllc licaltli A.- 
prc*vontlvi‘ incdlolni' .. 17 

Itiulloloify . 11 

Snivcry . 19 

Urology . 

Other rlinleal 

fieiMiriments . 17 

SiihtolnN . 1.71 

Totals . 2.7'? 


M-ltl.V, 

197G 1977 

1977-197S 

If>7'‘.ifr 

IH 

2' 

4.7 

.Vi 

s 

17 


20 




ft 

i.7 


ii 

40 

33 

ill 


l/» 

19 

17 

32 

37 

1.7 

21 

37 

2*1 

1 

lOS 

in 

2 .r* 

219 

10 

G 

21 

.'JO 

2S 

29 

.77 

4S 




32 





IG 

13 

24 

47 




11 




4 




7 

12 

21 

hr, 

4.7 




G 

‘ii 

29 

•Vi 

G1 

It 

19 

41 

.31 

8 


30 

3G 


42 

44 

4R 




12 

12 

31 

nr, 

4 

143 

190 

. 34 ft 

40G 





2.71 

3:11 

GIO 

G.Vi 


Table 16.-Budgetcd Unfilled Full-Time Facultij Posiiiow 
in Medical Schools in Canada, 19.58-1959 


Newly llwilKCled 
Positions, No. 

- - ^ 


o 

£ 


IJaslo Science 
Denurtments 
Anatomy .... 1 n o 
Biochemistry o 0 0 

.Mlcrotdolouy u 1 1 

Patholo;;y ..0 1 0 

Phnrinaeolouy n 0 n 
Physlolo«;y .. (i u 0 


n 1 

0 I) 
0 2 
U 1 
n 0 
0 0 


Siii*lotals ... 1 
Clinical 
Benurtmeutis 

Medicine . 0 

OtistctricF- 
Kynceolotjy 0 
PeiJIfltric.s ... 0 
Physical 
Medicine ... u 
P.<ychiatry ... 0 
Public health- 
preventive 
medicine ... 0 


2 10 4 

10 0 1 

10 0 1 

0 0 0 0 

0 0 0 0 

10 0 1 

0 10 1 


Subtotals ... 0 3 1 0 4 


Totals . 1 5 2 0 8 



0 1 0 0 1 

0 I 0 0 1 

0 0 0 0 0 

0 2 0 1 3 

110 13 

3 0 10 2 


2 5 1 2 10 


1 

0 

0 

0 

1 

: 

3 


10 0 2 
10 0 1 
110 2 
3 0 14 

3 0 13 

0 10 2 

7 1 1 n 


0 0 0 0 0 0 

0 0 0 0 0 0 
1 0 0 0 1 1 

0 10 0 10 
0 110 2 0 


1 0 

1 0 
0 0 

1 0 
2 1 


0 1 

0 1 
0 1 

0 1 
0 3 


0 0 0 1 1 0 

1-11 5 1 

3 7 2 3 13 "l 


0 112 
_5 2 1 9 

1- ■* 3 23 


the part-time faculty composed about 10% of all 
M.D. faculty or about one-third of all facultv 
excepting tlie volunteer unsalaried faculty memberf 
Table 18 presents comparative data in total M d’ 
faculty numbers in the clinical departmpnf<^ r ' 
1953-1954 and 1958-1959. There has been 
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ingly little change in all categories and in totals. 
The greatest change has been an increase in what 
is ordinarily ]cno\ra as geographical full-time (cate¬ 
gories h c, clinical), which was up 22% in 1958- 


cause some schools reported a certain number of 
faculty as paying "all,” and other facultv' members 
as paying “some” or “none,” having interpreted 
these to mean proportion paid rather than propor- 


Table n.—Faculty Office Location and Source of Income for ALL M.D. Faculty in Basic 
Medical Science and Clinical Departments in Medical Schools in the United States 

M.D.’s Onls' 


Description 

(n) Only office in the university medical center, income only 


Department Prolessor, not Associate 
Head Dept. Head Professor 


Assistant 

Professor 


Instructor* 


Subtotal^; 
and Totals 


from medical school and/or teaching hospital. 

23.->l 


101 


2S7 


3.39 


251 


1,303 



•>4i: 

47G 

2*29 

4-20 

378 

GG5 

(V)-2 

1,001 

727 

978 

2.237 

3..7If) 

(b) Only office in the university medical center. Income from 













salary and officially restricted private practice. 

42 


39 


50 


4.7 


27 


209 



29*2 

334 

2IG 

287 

470 

52G 

f)l!G 

G.71 

410 

437 

2.n-»4 

2,233 

(c) Onlv office in the university medical center, income from 













salary and unrestricted private practice. 

o 


G 


4 


1 


3 


10 



ci 

CG 

91 

100 

130 

134 

133 

131 

101 

101 

- >*2 

a.33 

(dl Onlv office in the university medical center, entire income 













from private practice. 

0 


1 


o 


0 


o 


5 



2.*> 

■'.» 

34 

35 

SO 

88 

150 

150 

277 

279 

572 

577 

(c) Outside private offi'*e (with or without medical center 













office) income from incdical school salary and private 
practice outside medical center. 

2 


17 


3.7 


G3 


7.7 


192 



11.7 

117 

217 

231 

337 

372 

758 

S21 

831 

900 

2,2.78 

2,470 

(f) Outride private office (with or without medical center 













office) entire income fiom private practice outride med¬ 
ical center. 

o 


37 


94 


1J>G 


239 


500 



144 

14G 

1,109 

1,197 

2,S(’>3 

2,457 

5,704 

.7,900 

11,010 

11,255 

20,387 

20,9)3 

(gl Other. 



18 


oo 


G" 


52 


IGl 



7 

12 

70 

SS 

1.71 

173 

18S 

255 

319 

371 

735 

899 

Totals of Faculty in all categories Basic Science Depart- 













ments. 











2,455 


t’linical Departments. 

Over-all. 











2S,735 

31,150 


• ExcliuHnjt anyone in resident or fcllowsblp status, reyardless of faculty title, 
t In each instance, the first nuinl»er represents the total in Imsic medical science departments. 

4 The second number in each ca<e is the total number of persons in the category in the clinical departments. 


1959. Although these faculh’ members constitute a 
relatively small proportion of total faculty, they are 
important in the education and research urograms 
of the schools, which conk! not readilv find budgets 
for that number of “absolute” full-time faculty. 

In regard to the arrangements between schools 
and faculty members having private practice privi¬ 
leges (categories b, c, and d), the schools were 

Table IS.—Comparison of Clinical Faculty Wumbers 


tion of faculty paying. Dual interpretation blurs 
somewhat the significance of the responses when 
combined, although trends are apparent. The 69 
schools also did not complete all parts, thus ac¬ 
counting for totals less than 69. 

A total M.D. faculty numbering 31,190 was re¬ 
ported for 1958-1959. A total of 185,317 M.D.s in 
practice were listed in the current American Medi¬ 
cal Directory. Consequently, about one in six (1 


United States 


Canada 


Status* 

( 1 ) .\bsohitc full-time .... 
(•21 Geographical full-time 


bb'iS-iP'dt lo.'ss-io'iot lais-iaioli 


• U«:in" categoric" that are uenerallv meaningful and which were used 
in 195S-19r>4 report (J.A.M.A. 156:147 [Sept. Ill 19:d). Tor mTS-lftiO year, 
(1) from category a, tnl»le 17, (2) from b -f c, (3) from d e, (4) or 
volunteer fom f + g 

f 74 four-year schools and G two-year schools. 

: 81 four-year schools and 4 two-year schools. 

§ 11 four-year "Chools and 1 two-year school. 

E12 four-year schools. 

queried as to whether all, some, or none of the 
faculty members in each category paid the schools 
for use of the office and services. Table 19 presents 
the responses of 69 schools in the United States. 
The lines do not add horizontally to total 69 be- 


Table IQ.—Number of Schools’’ in the United 

+7»« zr««..7#., r,i., #7,/» Afe'rlirn) 


States m 


2,153 

2 237 

2.7 

76 

for Use 

2.07S 

2..510 

32 

135 

2,870 

".SSO 

49? 

790 

In table 17, 

.21 ,.328 

21,122 

G20 

367 

category as 
follows 

28,437 

25,73.7 

1.17.7 

1J4GS 

(M . 


Senior Faculty*! 

All. 10; some, 6; none. 04 


Junior Facnityf 
All. 10: some, .‘t; none.G) 


(c) . 

(d) . 


All, a', some, 7; none, 40 All, 3; some, 8; none, 
All, 3; some, 4; none, -10 All, 3; some, 2; none, • 

* Total number of schools responding to this was 00, , 

t Senior faculty—prof, and assoc, prof.; Junior {acuity—> 
anil in'jtnictor. 

of the practicing medical profession have some 
kind of faculty appointment in one or more of tne 
85 medical schools in the United States. This rep¬ 
resents a significant segment of die medical profes¬ 
sion who had a demonstrated and active interest in 
basic medical education and research. 
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Table 20 porliay.s for 11 of the 12 approv'ccl 
Canadian medical schools similar inforniulion about 
total M.D. faculty. There was a total of l,58d phy¬ 
sicians, with 1,368 or 86% of them in the clinical 
fields. A slightly larger proportion of total M.D. 
faculty held appointments in basic medical science 
departments of Canadian schools than was the case 
in the United States schools. 

The prer’ailing pattern for the basic medical 
science departments, including pathology, appeared 
in Canada to he absolute full-time (category fl), 
accounting for more than three-fourths (77%) of 


comparing clinical facidty numbers in J9.58-]9o9 
with numbers from a 1953-19.54 study reveals the 
threefold to fourfold increase in full-time M.D. 
faculty in clinical departments in Canadian schools 
in the past five years. Concomitant with tlu; increase 
in absolute and geographical full-time clinical fac¬ 
ulty as well as a 597o increase in part-time salaried 
faculty, there has been a decrease in numbers in the 
volunteer unsalaried faculty category, a decrease of 
41%. The total clinical faculty personnel have in¬ 
creased 193, or 16%, in number in five years in the 
Canadian schools, whereas there has been an in- 


Tahlk 20.—Fflci/i/t/ Office Localinn and Source of Income for ALL M.D. Faculty in Daiic 
Medical Science and Clinical Departments in 11 Medical Schools in Canada 


Do^crlptlon 


Di’pjirtmcnt l'rofc«gor, not 
Ilcml Dept, lloud 


(a) Only olllrc In the iinlvcrtslly inctUcnl oontor, Income only 

from medical school and/or Icachlnj? hospital. f»ot 

lit 

01 

(b) Only ofllcc In the university medical center, Income from 

salary and ofllelnlly ro.«trIctetl private practice. 0 

£7 

(c) Only ofllcc In the university medical center. Income from 

salary and unrestricted private practice. 1 

8 

(d) Only ofllee In the university medical center, entire Income 

from private practice. 0 

0 

0 

(e) Outside private office (with or without medical center 

office) income from medical school palary and private 
practice outside medical center. 0 

27 

(f) Outside iirlvate office (with or without mcdlcol center 
office) entire income from private practice outside mcdl* 

cal center. 0 

0 

0 


10 

12 


0 

3 

3 


1 

0 

1 


0 

0 

0 


1 

21 

25 


0 

0 

0 


(e) Other . 1 1 

1 0 
2 1 

Totals of faculty In uH categories: 

Basic medical science departments.. 

Clinical departments .. 

Over-all . 


* Exclude anyone In resident or fellowship status, regardless of faculty title, 
t Number of faculty members in category in basic medical science departments. 
J Number of faculty members In category In clinical departments. 


M.D.'s Only 


Associate 

Profcs.'ior 


33 

12 

45 

0 

23 

23 

0 

4 

4 

0 

1 

1 


c 

123 

129 


0 

0 

0 

1 

5 

G 


Assistant Subtotals 

Professor Instructor* ami Totals 

--A. _ ■ A 






-V-- 


42 


31 




It; 

r.s 

32 

G3 

70 

212 

0 


0 


0 


21 

21 

in 

10 

87 

87 

0 


0 


2 


34 

31 

3 

a 

48 

DO 

0 


0 


0 


0 

0 

0 

0 

1 

1 

12 


11 


SO 


225 

237 

300 

401 

789 

810 

0 


0 


0 



0 

327 

327 

320 

0 






329 

0 


C 


18 


13 

22 

ID 

25 

33 

50 





21fl 






1.303 



1,5S4 


M.D. faculty in those departments. The predomi¬ 
nant category in tire clinical fields was (e), in which 
the faculty member had his office and private prac¬ 
tice outside the medical center, although he re¬ 
ceived some salary from the school or hospital. This 
accounted for 58% of the clinical M.D. faculty 
reported; with the addition of category (/), which 
constituted unsalaried volunteer faculty members, 
the proportion was increased to 82% of the total 
M.D. faculty personnel, similar to the 79% that cate¬ 
gories (c) and (f) amount to of M.D. faculty in 
United States schools. 

It seems evident from the data reported for 
United States and Canadian schools regarding fac¬ 
ulty personnel that the full time pattern of staffing 
is present to a greater extent, particularly in clinical 
departments in United States schools as compared 
to the Canadian medical schools. However, table 18 


crease of 300 or 10% in United States schools 
according to comparison of the current study with 
that of five years ago. 

MEDICAL STUDENTS 
ENROLLMENTS 

In 1958-1959 the number of students enrolled in 
the 85 medical schools in the United States was 
again larger than in previous years. The total first 
year class was 8,128, as compared with 8,030 in 
1957-1958. Total enrollment of medical students 
was 29,614, which was 141 more than in the pre¬ 
vious year. As can be noted in table 21, this is the 
largest total enrollment to date. Complete' enroll¬ 
ment data for individual schools is shown i 
table 1. 
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Table 1; as well as other tables, includes in¬ 
formation about students in the newly developing 
schools (Seton Hall College of Medicine and Den¬ 
tistry and University of Florida College of Medi¬ 
cine) which are provisionally approved on the basis 
of full implementation of the first two years. Also, 
the figures in table 1 for enrollments by class as 
well as the total enrollments include the special 
and part-time students. The numbers of these stu¬ 
dents are tabulated for each school in the column 
after total enrollment, although they are distributed 
in the enrollment figures in the prior columns. A 
special study was reported last year of the cate- 


Table 21.~ScJiooh, Students, and Graduates in the Medical 
and Basic Medical Science Schools in the United States, 
1931-1959 



Schools 

1st 

Year 

2nd 

Year 

3rd 

Year 

4th 

Year 

Total 

Grad¬ 

uate* 

19W)-10:U. 

7U 

0,456 

5,538 

5,080 

4,908 

21,982 

4.7.35 

1&3M032. 

70 

C,2G0 

5,462 

4,032 

4,SS5 

22,13.7 

4,9.36 

1932-1933. 


6,420 

5,479 

5,017 

4,948 

22,460 

4.895 

1933-1934. 


6,457 

5,371 

4,938 

4,937 

22,799 

5,035 

19:?4-103r.. 


6,356 

5,642 

5,142 

4,905 

22,888 

.5,101 

193.V193F,. 


6,605 

5,458 

5,230 

5,020 

22.-564 

5,183 

1930-1937. 


5,910 

5,269 

5,140 

5,138 

22,095 

5,377 

ia37-193S. 

77 

5,791 

5,225 

4,986 

5,036 

21,587 

,5.194 

1938-1939. 

77 

5,764 

5,100 

4,947 

4,921 

21,302 

5,0S9 

1939-1910. 


5,794 

0,177 

4,921 

4,894 

21,271 

5,097 

1940-1911. 

77 

5,837 

5,254 

4,969 

4,849 

21,379 

5.275 

1941-1912. 

77 

6,218 

5,406 

3,087 

4,942 

22.031 

5,163 

1942-2043. 

70 

6.425 

5,828 

5,278 

5,100 

22,631 

,5,223 

1943-1944. 

77 

6.561 

6,071 

5.640 

5,257 

23.529 

5,134 

1944 (2nd session). 

77 

6,648 

6.140 

6,084 

5,794 

24,666 

5,169 

1944-1945. 

77 

6,523 

5,979 

5,700 

5,826 

24.028 

5.136 

lWo-1940. 


6,000 

5,750 

5,751 

5,635 

23,216 

5,826 

1940-1947. 


6,504 

5,575 

5,767 

3,994 

23,900 

0,389 

1947-1948. 


6,487 

5,768 

5,154 

5,340 

22,739 

5.54,3 

1948-1940. 

7S 

6,688 

6,194 

5,702 

5,080 

23,670 

5,094 

1949-1950. 

79 

7,642 

6,344 

6,079 

5,638 

25,103 

5,5.53 

1950-1951. 

79 

7,177 

6,690 

6,263 

6.056 

20,180 

6,135 

1951-1952. 

79 

7,436 

6,864 

6,577 

6,195 

27,076 

6,080 

1952-1953. 

70 

7,425 

7,063 

C.725 

6,475 

27.088 

0,608 

1953-19 >4. 

80 

7,449 

7,068 

C,9S3 

0,727 

28.227 

0,861 

1954-1955. 

81 

7,576 

7,104 

6,957 

6,946 

28,58.3 

0,977 

195.V1950. 

82 

7,CS6 

7,174 

C,S93 

6,886 

28,639 

6,845 

iaVL1957. 

85*^ 

8,014 

7,259 

7,023 

6,834 

29,130 

6.79G 

19.57-1958. 

85* 

8,030 

7,504 

7.0.51 

6,888 

29,473 

0,861 

19.58-1959... 

8->t 

8.128 

7,432 

7,182 

6,872 

29,614 

0,860 


* Includes 
t Include: 


school*! in development, 
school* provisionally approved. 


gories of programs setting apart the part-time and 
special students. Such a study was not repeated in 
the current year. 

The median total enrollment of all 85 schools in 
1958-1959 was 330, and the average total enroll¬ 
ment was 348. If the group of 79 schools having 
students in all four years is considered, the median 
total enrollment was 337 and the average total 
enrollment was 367. Although the average four 
years ago (1954-1955) was 375 students, the median 
then was 334-|-, not a significant change. 

The same four schools, as was the case in the 
previous year, each had a total enrollment greater 
than 600 (Michigan, Illinois, Jefferson, and Tennes¬ 
see). Two of them admitted more tlian 200 students 
to the 1958-1959 entering class (Illinois 201 and 
Tennessee 202). Three of the four largest schools 


admitted fewer students to the 1958-1959 entering 
class as compared to the previous year: Michigan 
9 fewer, Jefferson 3 fewer, and Tennessee 18 fewer. 
However, the University of Illinois enrolled 11 
more students in the 1958-1959 first-year class than 
was the case last year. In addition to the foregoing, 
there were three state schools having first year 
enrollments greater than 150 (Indiana, New York 
at Brooklyn, and Ohio). This is two fewer than in 
1957-1958. 

The total entering class (8,128) was the largest 
to date enrolled in approved medical schools in the 
United States, as table 21 portrays. There was not 
tlie sharp increase over the previous year such as 
occurred in 1956-1957, hov'ever, because unlike 
that year u’hen the classes in three newly der'elop- 
ing schools were included, no additional classes 
appear in the 1958-1959 figures. Entering class 
sizes increased in 35 schools, were unchanged in 
24, and decreased in 26. A substantial increase 
occurred at Wayne State University College of 
Medicine. The addition of 50 students the size of 
the entering class increased by 67%. This increase 
was planned for during the past three years during 
which the faculty and budget had a comparable 
augmentation to make the larger class size possible. 
Three other schools had significant increases in 
first year enrollments: University of California, up 
28%; University of California at Los Angeles, up 
12%; and University of Wisconsin, up 127c. The 
only major decrease in entering enrollment was in 
the University of Tennessee medical school, with 
18 fewer students, down 870. 

The median entering class numbered 86, the 
same as that in 1957-1958. The average first year 
class was 95.6, comparable to 94.5 the year pre¬ 
viously. 

Table 22, prepared by the Association of Amer¬ 
ican Medical Colleges, lists by schools the number 
of applicants and applications to each of the schools 
for the 1958-1959 class. It should be noted that, 
even though the numbers of men and women listed 
as applying to each school are individual applicants 
to each school, the over-all totals of these columns 
enumerate applications, not applicants. A total of 
59,102 applications were filed by 15,170 persons, 
or an average of 3.9 applications made by each 
prospective medical student. Inspection of table 
22 reveals that the applicant to class place ratio 
varies tenfold among the schools, ranging from 
1.7 to 17:1. _ 

The number of applicants decreased by 6A, 
about 47o less than a year ago. This coigrled with 
the increased size of the first year class, the over-all 
applicant to class place ratio svas thus 1.86:1, the 
first j'ear in more than a decade that it has fallen 
below 1.92. Table 23 presents comparable figures 
for entering class, applicants, and ratio during the 
past 11 years. The post World War II unusua 
flood of applicants had disappeared by'1953-l"o4, 



























Vol. ni. N'O' 11 


Mr.OlCAI. EDUCATION 


207/1535 


Taiii.i: 22.—Number of Attplieuul.s timl Coiiijilcled Apjillcalloii.i by Medical School for C/h.ss I'int Eiitcrin;’ JSSS-JOSO” 


Misliojil rolloni' Oi Aliiluunu... 

University of Arknn^us School of Medicine..... 

Uullck’c of Mcdicnl KvnnuclNts..... 

University of t’ldlfornln School of Mudicinc. l.o-! An«clc<... 

University of Sonlhcrn t’nllfondtv School oi Mi‘iHclnc. 1. 0*5 Ancclc>». 

Stnnfonl Unlverslly School of Medicine... 

Univcr>Uy of t’nlllomln Schoid of MuiUi Ine, Sun I'rancWco. 

University of f’oloriulo School of Medicine. 

Yide University School of Medicine. 

dcoTVOtown University School of Medicine. 

Gcorcc WuvUUoitou University School of MedlcUie.*... 

Howard University College 01 Meillelno. 

University of MInml School ot Medicine. 

University of Uloihln U(dlc>:e of Medicine. 

Kmory Unlveislty School of Medicine. 

Mcillcal Colloffe of tioorKln.*.,,. 

UhicuKO MciUcal School.,. 

Xorthwestern Unlvcr««lty Mcdicnl School. 

Strltch School of Medicine of Loyola University. 

University of Chicago. The School of Medicine... 

University of Illinois Colhw of Medicine. 

Imliiina University School of Medicine. 

State Unlvcr>lty of Iowa Uollei;e of Medicine. 

University of Kansas School of Medicine. 

University of I.oidsvllle School of Medicine. 

l.ouldana State Unlvei<lty School of Medicine. 

’l\ilane University School of Medicine.. 

John« no|>kln« University School of Medicine. 

Univcr>lty of Maryland School of Medicine and UolloKC of Physlclatw and Surtroon^... 

Hoston Unlverdty School of Medicine. 

Harvard Medical School. 

Tuffs University School of Medicine. 

University of Mlchlirnn Medical School. 

Wayne State University (’olleje ot Medicine. 

Univor'slty of Minnesota Medical School. 

University of MNsls«lp]ii Seluml of Medicine. 

Unlvcr<ity of MN^ionrl School of Medicine. 

Saint I.oni« Univei'sity School of Medlelne... 

Wn-shlnvrton Univor’slty School of Medicine. 

Urelvjhton University School of Medicine. 

University of Xehraska College of Medicine. 

Partmonth Medical School. 

Seton Hall Colleije of Medicine and Pentl^try. 

.\lhnny Medical Unllev'C of Union Univor>lty. 

University of PnfTalo School of Me<lieine. 

Alhert Einstein Uolleijo of Medicine of Ye.-hlva University. 

Uolumhin University Colleire of riivsicluns an<l Surtfoon-s. 

Cornell University Medical Colle ge. 

Now York Medical Collcuc, Flower and Fifth Avenne HospUaN. 

Xew York University Collci'e of Medicine. 

^.tatc University of Xcvv York Dovvn«tate Medical (■’enter. New York Ulty. 

Inivorsity of Itochestcr School of Medlelne and Dentistry. 

State University of New Y’ork u]i«tato Medical Uonter, Syracuse. 

University of North Carolina School of Medicine. 

Duke University School of Medicine. 

Bowman Gray School of Medicine of Wake Forest CoHokc. 

University of North Dakota School of Jlcilicinc. 

University of Cincinnati Collcvjc of Medicine. 

Western Rcseive University School of Medicine.. 

Ohio State UniversHv Coilcyc of Medlevne... 

University of Oklahoma School of Medicine. 

University of Orcvjon Medical School. 

Hahnemann Mctlical (’olleuc and Hospital of Philadelphia. 

JcITorson Medical Collepe of Philadelphia. 

Temple University School of Medicine. 

University of Pennsylvania School of Medicine. 

Woman's Mc<IicaI Collepe of Pennsylvania. 

University of Pittsburph School of Medicine. 

University of Puerto Rico School of .Medicine. 

Medical College of South Carolina. 

University of South Dakota School of Medicine. 

Mcharry Medical College. 

Janderhilt University School of Medicine... 

University of Texas Southwestern Medical School. 

university of Texas Medical Branch.. 

Baylor University College of Medicine.. 

University of Utah School of Medicine. 

University of Vermont College of Medicine. 

University of Virginia School of Medicine. 

Medical College of Virginia. 

University of Washington School of Medicine. 

Most Virginia University School of Medicine... 

University of Wisconsin Medical School. 

Jlarquette University School of Medicine... 


TOTAL, 


Total 






Applications 

Av. No. of 

Size of 

No. of Applications 

Filed by 

Applications 

I'rc.shmcn 


—.A,—— 


Aj»pllcants to 

per 

Class 

Men 

Women 

Total 

Kuch School 

Applicant 

R 1 

3(W 

IS 

320 

1,701 

^}X^ 

9.’) 

172 

7 

170 

29‘2 

l.n 

lit 

17.7 

1(5 

101 

53-2 

2.8 

.VI 

518 

1(5 

50t 

1,(510 

7.S 

(W 

(512 

15 

(iS7 

5.720 

H.3 

ni 

(510 

50 

('>(50 

5.339 

S.l 

101 

572 

15 

017 

1.555 

7.4 

Ni 

207 

10 

217 

(>*57 

3.1 

M 

ost 

73 

l.(»57 

8,957 

S.5 

U‘l 

1,107 

5? 

1,1(55 

10,21(5 

8.8 

lui 

1.209 

(52 

1,271 

1U1S5 

0 0 

lori 

(513 

49 

(5(52 

3,30*5 

5.1 


2‘’5 

12 

237 

1,270 

5.1 

,VI 

.TOt 

11 

318 

2.3(50 

7.1 

7l 

fU55 

28 

003 

4,(570 

C .8 


2 :»o 

12 

202 

ven 

2.1 


OSl 

IS 

000 

10,050 

10.1 


1.314 

09 

i.:;8.4 

l(b301 

7.5 

ss 

711 

23 

731 

5,((05 

0.8 

7;» 

93S 

52 

1 K (0 

S,(5'28 

8.7 

•Jid 

(530 

31 

('>(51 

‘2,731 

• 4.1 

i<;u 

470 

3:1 

.512 

2,19(5 

4.0 

l-iO 

105 

I 

H >0 

40-2 

2.3 

IIS 

2.s<5 

2 (» 

300 

1.7.V) 

5.( 

loo 

320 

10 

r>o 

1,5SS 

4.8 

Vl'.i 

2.VI 

10 

275 

(573 

2.1 

1.31 

l.Oll 

It 

1,085 

7,455 

0.9 

74 

!r23 

77 

1.000 

R,1G5 

8.2 

100 

325 

12 

337 

•2.707 

S.O 

7t 

1,102 

81 

1,183 

11,405 

9.7 

lit 

1,170 

95 

1,274 

0,213 

7.3 

114 

012 

50 

1.001 

O.GOO 

0.0 

107 

.v;i 

42 

003 

•2,405 

4.1 

I 2 ri 

201 

20 

314 

1.117 

3.(5 

130 

280 

21 

307 

1,1 :>8 

3.S 

7R 

243 

0 

25*2 

l.O.Vl 

4.2 

7(5 

10(5 

11 

207 

(I5‘2 

3.1 

i-y. 

1,100 

39 

1,148 

8 .S(M 

7,7 


1,353 

(51 

1,411 

10.707 

7.C 

77 

l.(»3S 

31 

1,0(59 

8.721 

8.2 


100 

5 

204 

727 

3.G 


321 

3 

824 

3,013 

9.3 

>0 

1.1 

71 

1.250 

11,113 

8.8 

(;*» 

1.0.7S 

53 

1.111 

10,80(1 

0.7 

ss 

I>I;I5 

2^ 

(501 

O.WIO 

100 

1W5 

881 

55 

0:10 

0,(510 

• 10.3 

T2(( 

1.2'}3 

118 

1.341 

10,677 

S.l 

N> 

1.0(51 

Ids 

1.1(50 

10.207 

S.7 . 

127 

1,570 

ICK) 

1,(570 

15,300 

9.1 

132 

1,218 

124 

1,372 

13.308 

0.8 

l.M 

l.l3t 

84 

1,218 

11,375 

0.3 

(59 

1.035, 

40 

1,084 

10,012 

9.8 


873 

11 

014 

8.012 

0.5 

70 

313 

It 

327 

1.75S 

5.5 

7l» 

885 

32 

0-20 

7,G51 

8.3 

,Vi 

821 

39 

NiO 

0.870 

S.O 

41 

80 

•2 

82 

322 

3.9 

02 

0<53 

31 

997 

8,031 

8.1 

7H 

1,272 

81 

1,353 

10,725 

7.9 

i:a 

499 

2(5 

Tv’5 

2,3U 

4.5 

100 

23S 

12 

■250 

1,147 

' 4.0 

80 

435 

•24 

4.59 

3,144 

C .8 

109 

323 

17 

310 

2,325 

0.8 

175 

1,590 


1,599 

11,200 

7.0 

130 

1,182 

(12 

1,244 

9,600 

8.0 

120 

1,57G 

93 

1.GG9 

13,410 ■ 

S.O 

ol 


207 

207 

1,202 

5.8 

101 

020 

44 

070 

5,125 

7.0 

55 

105 

18 

123 

385 

3.1 

80 

190 

9 

205 

480 

2.3 

44 

202 

5 

297 

2.130 

8.2 - 

202 

731 

28 

750 

2,371 

3.1 

74 

335 

27 

3G2 

1,512 

4.2 

52 

(579 

•24 

703 

(5,*205 

8 .S 

101 

480 

25 

.505 

l.G-20 

3.2 . 

143 

509 

25 

534 

1,739 

3.3 

84 

918 

43 

001 

7.(KI4 

7.3 

57 

309 

3 

312 

1,879 

0.0 

51 

303 

17 

3-20 

2,(531 

8.2 

70 

535 

30 

5G5 

4,017 

7.1 

85 

3S1 

21 

405 

2.387 

5.9 

75 

400 

23 

423 

'2.G81 

6.3 

41 

100 

.'1 

114 

351 

3.1 

101 

192 

17 

•200 

003 

3.3 

105 

7,')‘2 

27 

770 

5,857 

7.5 

8 , 12 s 

55,803 

3,299 

59.102* 


3.9 


Total number of applications, not applicants, filed to all medical schools. Total number of individuals applying for entrance to Fall Hnc 
was lo,170. Average applications per applicant were 3.9. ? im.s 

xrom the upcoming “Study of Applicants," Association of American Medical Colleges, 
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witli relatively little change until 1958-1959. This 
may not indicate a continuing downward trend 
any more than the relative rise during the three 
years beginning 1954-1955 indicated a continuing 
upward trend in proportion of applicants to places. 


T.\ble 23.— A’limZjcr of Applicants to Medical Schools, 
1948-W59 


Yeiir 

104S-1919..... 

1949-1950. 

19.50- 1951. 

1951-1952. 

19r)-2-1953. 

1953- 19.54. 

1954- 1955...... 

1955- 1950. 

19.50- 195". 

1957- 1958. 

1958- 1959. 


Individual 

Applicants, 

No. 

Ratio of First' 
Year ClaFS to 
Total Applicants 

24 242 

3.62 

24,434 

3.47 

22 2711 

3.10 

19,02(1 

2.68 

16,7(53 

2.26 

14,GTS 

1.97 

14,:)3? 

1.92 

14,937 

1 91 

15,918 

1.99 

15,791 

1.97 

15,170 

1.80 


It is a matter deserving of study in order that any 
sharp diminution in applicants that may be sig¬ 
nificant u’ill be noted early enough to permit ad¬ 
ditional career guidance efforts to be directed 
toward highly capable young people. 

The 12 Canadian medical schools had in 1958- 
1959 a slightly smaller total enrollment in the four 
medical school years than was reported a year 
ago. Though five schools had increased enrollments 
(Toronto and Monti'eal had the largest increases, 
each about 3.5%), seven had decreased total en¬ 
rollments, of which the more significant changes 
were Saskatchewan, down 7%; Laval, down 5%; 
McGill and Manitoba, each down about 3.5%. 
Comparative data are presented in table 24 for 
enrollments in previous years in the Canadian med¬ 
ical schools. The median enrollment in 1958-1959 
was 227 students and the average 306, nearly iden¬ 
tical with the figures reported one year ago. Data 
on the applicants and applications to Canadian 
schools were not available. 

GEOGRAPHICAL SOURCE OF ENTERING STUDENTS 

The residence of students at the time of their 
enrollment in the medical schools in the United 
States is shown in table 25 based on the 1958-1959 
enrollment data. 

Of all first-year medical students, more than one- 
third (37%) came from five states (New York, 
Pennsylvania, California, Ohio, and Illinois). As was 
the case for the past three years, 41% of the entering 
class came from six states (those above and Te.xas) 
and tlieir 32 schools enrolled 40% of the class. 
Michigan contributed an equal number of students 
as did Texas (342). Those seven states originated 
about 46% of the total entering medical class in 
1958-1959, and the 34 medical schools in tlie seven 
states enrolled 44% of the total first-year class. 
Forty per cent of all medical schools in the United 
States are located in the same seven states. 


J.A.M.A., Nov U, 1959 


There were fewer than 20 first-year medical stu¬ 
dents from each of seven states (Alaska, Delaware 
Maine, Nevada, New Mexico, Vermont, and W)'^ 
ming) and fewer than 30 from tsvo other states (New 
Hampshire and Rhode Island). Of tliese nine states, 
only New Hampshire and Vermont have medical 
schools. The 74 students from the seven states 
originating the fewest students and the 43 students 
from the other hvo states together comprise only 
1.4% of the total first-year class, 83 students and 
1.0% less than in the 1957-1958 academic year. 

In table 26 are listed the states in ascending 
order according to the number of enrolled first- 
year medical students per 100,000 population. As 
was the case in the previous two acadeihic years, 
the seven states originating the largest number of 
first-year students are distributed throughout the 
list. With the sole exception of Nevada, the other 
eight states having the smallest number of first- 
year students enrolled in medical schools had rela¬ 
tive to the population fewer students than the me¬ 
dian number (4.45). As compared witli last year, 
Vermont slipped from 5.0 to 3.0 and Wyoming from 
5.5 to 2.5, on the basis of 14 fewer students from 
Vermont and 9 fewer from Wyoming. Nevada 
jumped from 3 students in 1957-1958 to 10 in 1938- 
1959, changing its ratio from 1.2 to 5.0. Five other 
states have shown a change in their relation to the 
median number, three (Idaho, Kentucky, Maryland) 
having risen from below to above, while Connecti¬ 
cut and Florida have gone from above the median 
to below. Though others have shown changes in 
ratio of medical students to population, their posi¬ 
tion in the rank order has not changed remarkably. 

The over-all ratio of students per 160,000 popula¬ 
tion, excluding members of tire armed forces, was 
4.6, 0.1 less than in 1957-1958. The number of first- 


Tabce 24.—Schools, Students, and Graduates in the Medical 
and Basic Medical Science Schools in Canada, 1948-1959 


1st 



Schools 

Year 

lOIS-lOlO. 

. 10 

SS7 

1949-7950. 

. 10 

S97 

1950-1951. 



1951-1952. 

. 11 

873 

1952-1953. 

. 11 

918 

1953-1951. 

. 12 

9S-2 

1951-1955. 


968 

1955-1956. 


1,035 

1950-1057*. 

. 12 

1,001 

1957-1958...... 

_ 12 

1,012 

1958-1959. 

_ 12 

9SG 


2nd 

Year 

3rd 

Year 

4th 

Year 

Total 

Grad¬ 

uates 

765 

S42 

739 

3,233 

679 

793 

7C1 

622 

3,278 

791 

8S0 

&i4 

805 

3,4S9 

85S 

S91 

S5S 

830 

3,45S 

783 

SOD 

865 

852 

3,444 

825 

901 

844 

91G 

3,643 

896 

903 

SSI 

837 

3,589 

894 

883 

877 

856 

3,651 

810 

934 

855 

865 

3.055 

893 

910 

923 

830 

3,686 

823 

911 

867 

904 

3,CCS 

859 


•The remaining school of the hnsic medical sciences (Saslcntchon-an) 
hcciime a tour-year school with students in all years. 


year medical students enrolled in 1958-19o9 did 
not quite keep pace with the total population 
growth, even though the class was 92 students 
larger than in the previous year. 

There were six schools,' all publicly owned, that 
enrolled as first-year medical students only those 
resident in the state in which the school is located. 
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All aclclilional six piihlifly owni-cl scluiols eacli en¬ 
rolled only one nonresitleiU stiiclenl, less llian 1% 
of their classes. Four additional publicly owned 
schools had fewer than 5% nonresidents in their 
entering classes. A total of 16 publicly owned 
schools (or 40% of ail publicly owned medical 
schools) each had fewer than 5% of their entering 
classics composed of students from other states (17 
students in all). Table 27 provides information on 
out-of-state enrollments for 195S-1959 as compared 
with 1957-195S. A special study of the effect of 
geographical restrictions on attrition for poor schol¬ 
arship was published one year ago in the 5Stb 
annual report, Medical Education in the United 
States and Canada." 

Because of a change in the manner of collecting 
infonnation for the 195S-1959 year, the residence 
of entering students in the 12 Canadian medical 
schools was not available. 

COLLEGE RECOIID OF FIRST-YEAR 
MEDIC.AL CLASS 

Table 28 presents comparativ'e data of the col¬ 
lege scholastic record of the entering classes in 
medicine since 1950-1951. There is no significant 
change in the past year or, indeed, since 1953-1954. 
At least two-thirds of the entering classes comprise 
“B” average students. About one-sixth had college 
grade averages of "A” and about one-sixth to one- 
seventh had “C” averages. Four of the 85 schools, 
privately owmed, did not report on the college 
record of their first-year classes in 1958-1959. In 
1958-1959, 27 schools had more than the average 
proportion (16.07o) of “A” students and 54 schools 
had a smaller proportion. Sixteen of the 27 schools 
are privately owmed and 11 publicly owned. The 
range was extremely wide, from 0 to 57% of “A” 
students in various first-year classes. Only one 
school had no such students, while four schools had 
more than 40% of their entering classes consisting 
of “A” students. Of the 81 schools that reported, 
47 had a smaller proportion of “C” average students 
than the average (14.3%), while 34 schools had a 
larger proportion. The range was wide; from 0 to 
59% of the classes entering various schools were 
composed of “C” students. Six schools had no stu¬ 
dents in this category. Five schools had more than 
40% of their first-year classes composed of students 
having “C” college records. All of the five have 
geographical or other rigorous restrictions on choice 
of student body from among applicants. 

A year ago, in the 58th Annual Report," a special 
study of the significant relationship of geographical 
restriction to medical student attrition for academic 
failure .was presented. 

It should be pointed out to others than admis¬ 
sions committee members, who already are acutely 
aware of this, that there are differences among 
colleges in die relationship of a given grade average 
to scholastic achievement. For instance, scholastic 


achievement in one college that is awarded a B 
grade might in another college be given a “C 
grade and similarly, though to a lesser degree, in 
the case of “A” and “B” grades. The scholastic 
record in college is one factor among many that 
are considered in the selection of students by med¬ 
ical school faculties. 

The college grade averages of students entering 
the first medical year of the Canadian medical 
schools in 1958-1959 is also presented in table 28. 
There is a somewhat smaller proportion of students 
having “B” college records, and a larger proportion 
of the entering class having “A” as well as “C” 
records than in United States schools. There was 
less variation among the Canadian schools in the 
proportions of students having different college 
records than was the case in United States schools. 
Seven Canadian schools had a greater proportion 
than the average (17.9%>) of entering students hav¬ 
ing “A” college records. The range, however, for 
all 12 schools is 7.9 to 38.2%. Only one school had 
more than 30% of the class composed of "A” stu¬ 
dents, although three additional schools had 25% 
or more such students in their entering medical 
classes. Six schools had less than the average pro¬ 
portion (23.8%) of “C” students. The range for tlie 
12 schools of proportions of “C” students was 3.3 
to 46%. Only one school had more than 40% of the 
class composed of such students. 

PREPROFESSIOiVAL ATTAINMENTS OF THE 
ENTERING CLASS 

Table 29 presents by school the preprofessional 
educational attainments of the 1958-1959 entering 
class. Table 30 provides comparative data for pre*^ 
vious years with the 1958-1959 year. It is apparent 
that the trend toward longer college education 
irrior to entering medical school is a continuing 
one if one considers together those who have com¬ 
pleted four years of college and those students 
having a college degree. Twenty-two years ago, 
61% of first-year medical students were in that 
category, whereas in 1958-1959 80.4% of entering 
medical students have either completed four years 
of college or have earned one (or more) college de¬ 
grees. As table 30 shows, there has been an increase 
of 5.5% of the class in this group in the past five 
years. About four-fifths of the first-year class have 
had such attainments during the last txvo years 
It is likely that as such schools as Stanford, Boston 
University, and Johns Hopkins implement their 
new programs interdigitating college and medical 
school education, this trend will be reversed when 
a sufficient number of students are involved. This 
will also depend on whether, in relation to such 
innovations in medical education, the definition of 
a first-year medical student is altered from its 
present sense of a student who is four years re 
moved from the M.D. degree. 
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Table 2B.—Geographical Source of Entering Students in Medicd 


1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 IG 17 18 19 20 21 


School 

1 Medical College of Alabama.• . 

2 University of Arliansas School of Medicine. 

3 College of Medical Evangelists.... 

4 University of California School of Medicine, Los Angeles. 

5 University of Southern California School of Medicine. 

0 Stanford University School of Medicine...,... 

7 University of California School of Medicine, San Francisco. 

8 University of Colorado School of Medicine. 

0 Yale University School of Medicine. 

10 Georgetown University School of Medicine. 

11 George Washington University School of Medicine... 

12 Howard University College of Medicine. 

13 University of Miami School of Medicine. 

14 University of Florida College of Medicine. 

1.1 Emory University School of Medicine... 

10 Medical College of Georgia.. 

17 Chicago Medical School. 

18 Northwestern University Medical School... 

19 Stritch School of Medicine of Loyola University. 

20 Univer.iity of Chicago, The School of Medicine. 

21 University of Illinois College of Medicine. 

22 Indiana University School of Medicine....... 

23 State University of Iowa College of Medicine. 

24 University of Kansas School of Medicine. 

25 University of Louisville School of Medi'^ino. 

2(5 Louisiana State University School of Medicine. 

27 Tulane Univer.«ity School of Medicine. 

?S Johns Hopkins University School of Mcdidnc. 

20 University of Maryland School of Medicine. 

30 Boston University School of Medicine... 

31 Harvard Medical 

32 Tufts University 

33 University of Ml " 

34 Wayne State Uni 

3.1 University of Miuuessoia .\ieujcui ncuuui. 

36 University of Mississippi School of Medicine... 

37 University of Missouri School of Medicine. 

38 Saint Louis University School of Medicine. 

89 Washington University School of Medicine. 

40 Creighton University School of Medicine... 

41 University of Nebraska College of Medicine. 

42 Dartmouth Medical 

43 Seton Hall College f " 

44 Albany Medical Coll 

15 University of BnfTalo School of Medicine. 

46 Albert Einstein College of Medicine of Yesidva University. 

47 Columbia University College of Physicians and Surgeons.. 

48 Cornell University .Medical College. 

49 New York Medical College. Flower and Fifth Avenue Hospitals 

.50 New York University College of Medicine. 

.M State University of New York Downstate Medical Center. New 

York City 
,V2 University o 
.53 State Univer 

r>4 University o; 1....... . 

.5.1 Duke University School of Medicine. 

.'G Bowman Gray School of Medicine of Wake Forest College. 

.57 University of North Dakota School of Medicine. 

.58 University of Cincinnati College of Medicine. 

r>9 Western Reserve University School of Medicine.. 

W Ohio State University College of Medicine. 

Gl University of Oklahoma School of Medicine. 

02 Univer.«ity of Oregon Medical School. 

03 Hahnemann Medical College and Hospital of Philadelphia. 

Of .TofTeisou Medical College of Philadelphia. 

01 Temple University School of Medicine. 

0<j University of Pennsylvania School of Medicine. 

(»7 Woman’s Medical College of Pennsylvania. 

OS University of Pittsburgh School of Medicine. 

09 Univer«ity of Puerto Rico School of Medicine. 

70 Medical (College of South Carolina. 

71 State University of South Dakota School of Medicine. 

72 University of Tennes«ee College of Medicine.. 

73 Mehnrry Medical College.. 

74 Vandcrl)ilt University Scliool of Medicine. 

7.5 University of Texas Southwestern Medical School. 

70 University of Texas Me<lical Branch. Galveston. 

77 Baylor University College of Medicine. 

78 University of Utah School of Medicine. 

79 University of Vermont College of Medicine. 

80 University of Ylrginia School of Medicine. 

SI Medical College of Virginia.'. 

82 University of Washington School of Medicine. 

Jsl West Virginia University School of Medicine. 

84 University of Wisconsin Medical School. 

65 Marquette University School of Medicine. 

Totals. 

Marginal No... . . 
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[vol. 171, No. 11 
flnJ'Bfwic Medical Science Schools of iho United States, i058-)959 
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The numbers and proportions of all medical 
schools in the United States having more than 90% 
of their entering classes comprised of students 
having college degrees is presented in table 31, 
vuth comparable information for pre5aous years. 

Table 26.—Ratio of First-year Medical Students io State 
Populations, 1958-1959 

Numbers ol Students per WO,000 population* in the Approved. Newly 
Developing Medical and Basic Medical Science Schools of the United 


States. 

Mainet . 

Xeiv Meiioot . 2.2 

Alaska! . 2A 

WyomiDgf . 2.5 

Rhode Island! . -.(> 

Vennont . 3.0 

California . 3.3 

West Virginia . 3.3 

Alabama .. —...... 3.4 

Montana! . 3.4 

3!sorth Carolina . 3.4 

Washington . 3.5 

Xew Hampshire . 3.C 

Missouri. 3.7 

Texas . 3.7 

Arizona . 4.0 

Connecticut . 4.0 

Delavrare! . 4.0 

Florida . 4.0 

Illinois . 4.2 

Indiana . 4.2 

Virginia . 4.2 

Michigan . 4.4 

South Carolina . 4.4 

Wisconsin . 4.4 

Kansas . 4.3 

Kentucky . 4.5 

Maryland . 4.5 

Georgia . 4.6 

Idaho! . 4.C 

MassBCbusetts . 4.C 

Oregon... 4.C 

Ohio . 4.7 

Minnesota . 4.8 

Kevada! . 5.0 

South Dakota . 5.1 

Iowa . .5.2 

Mississippi . 5.2 

Kew Jersey.*. 5.4 

Pennsylvania . 5.4 

Tennessee . 5.5 

Utah .. 5.5 

Louisiana . 5.0 

Oklahoma . 5.6 

North Dakota . 5.7 

Colorado . 5.8 

Arkansas. 6.4 

New York . 0.8 

Nebraska . 7.2 

District of Columbia . 7,7 

United States! . 4.0 


* Estimated .Tuly 1, 1D.5? total population excluding memlrer* of the 
Armed Forces stationed in each area. Current Povuilntion Reports, 
Series P*25, No. 189. Norem)>er 13. 1959. 

! States with no medical school. 

♦ Hawaii is not included, because it was admitted to statehootl after 
the 195S-1950 academic year. 

There has been no significant change in 1958-1959 
as compared to 1957-1958. Almost one-third of all 
85 medical schools in the United States have more 
than 90% of their first-year students witli college 
degrees. 

The foregoing applies to the actual attainments 
of the entering class. Presumablj’ influencing this 


are the minimum requirements for applicants as 
submitted by the medical schools to the Association 
of American Medical Colleges for publication in 
its guidebook each year.’“ Table 32 compares these 
requirements for the preceding ttvo years, the 
1959-1960 year, and the 1960-1961 year. It is ap¬ 
parent that each year more schools require four 
years of college or a degree as tlieir minimum stipu¬ 
lated to applicants. There has, however, been 
relatively little change for applicants to classes 
beginning in 1959-1960 and 1960-1961. In the 
requirements recently published for the class to 
be admitted in the 1960-1961 year, of the 71 schools 
requiring at least tliree years of college, 7 prefer 
four years of college for their applicants. Of the 
9 schools requiring four years of college, one school 
prefers that its applicants have college degrees. 
Thus, if the preferences stated were strong ones, 
it might be more accurate to state that 4 schools 
will in effect require degrees and an additional 
17 schools will in effect require four years of col¬ 
lege prior to entering medical school. These 21 
schools constitute almost one-fourth of all the 
medical schools in the United States. Fourteen of 
the 21, or two-thirds, are privately owned medical 
schools; the remainder are publicly owned. 

Of the 12 Canadian medical schools, the stated 
admission requirements of nine are tliree years of 
college (or two years of college after grade 13), 
although one of these strongly prefers four years 
of college (or three years after grade 13), while 
the other three schools require four years of college. 
The actual preprofessional attainments of the en¬ 
tering classes were not available. 

STUDENTS ADMITTED INTO 
ADVANCED STANDING 

A total of 258 students were admitted into ad¬ 
vanced standing in 1958-1959 in 56 medical schools 
in the United State. Of these, 124 were transfer stu¬ 
dents from two year schools of the basic medical 
sciences, 97 were from four-year United States 
medical schools, 30 were from schools outside the 
United States and Canada, and 7 were from phar¬ 
macy or dental or university graduate schools in the 
United States. Forty-eight were admitted into sec¬ 
ond-year classes, 207 transferred to third-year 
classes, and 3 students transferred into fourth-year 
classes. 

Almost one-half (48%) of the admissions into 
advanced standing were occasioned by students 
completing the second year in the four schools o 
basic medical sciences transferring into the tlnr 
year of four-year medical schools. Two schoo s 
took more than one-third (38%) of such students. 
Medical College of Virginia (26 students) on 
Harvard (21). The six schools taking an additions 
one-third of the students from tsvo year schools into 
*the third year were Nebraska (8), Iowa (7), Kansas 
(7), Northwestern (7), Texas Southwestern (7), an 
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Pennsylvania (6). Six of these eight schools, except¬ 
ing Iowa and Nebraska, accounted for 60% of the 
students from two-year schools in 1958-1959, nearly 
the same as in the previous year. The remaining 
35 students were accepted into third-year classes 


withdrew or were dismissed because of poor aca¬ 
demic standing and those who withdrew or were 
dismissed from medical school for other reasons. 
Not included in the attrition figures are students 
withdrawing for special study or research, students 


Tai»lu 21,—Out-of‘State EnraUments of Entering Medical School Class 


Tc oI Clnpj* Kon*Kcsi(lcnt 

0 . 

<5.. 

5-10... 

10-20. 




1058-1050 


Numher ot Schools 


Trlvutcly Owiu'tl 
0 
1 
1 
ii 


r»ltllcly Ownctl 

111 S-l School« 


Number of Non- 
KcsUIcnt Stiulents 
Taken Into Publicly i 
Owned Schools 
0) 

251 70 Stiulents 
041 
70 


Number of Schools 


Number of Non- 
Kcsldcnt Students 
\ Taken Into Publicly 


Privately Owned Publicly Owned Owned Schools 


01 

loi 2; 
10 


10} 23 Scliools 


C9 Students 


Total. 


8 32 


150 


C 33 


259 


of 15 other medical schools in the United States. 
All students graduated from the schools of basic 
medical sciences were admitted into third-year 
classes of the 23 four-year medical schools. 

The 48 students admitted to advanced standing 
into second-year classes of 33 medical schools con¬ 
sisted of 13 foreign students admitted by 11 schools, 
27 from United States medical schools, and 8 from 
graduate or dental schools in the United States. 

Sixteen of die transfer students from medical 
schools outside the United States and Canada were 
admitted into third-year classes of nine medical 
schools, and one foreign student was admitted into 
a fourth-year class. 

ATTRITION OF MEDICAL STUDENTS 

There has been a change in the metliod of se¬ 
curing attrition data for the 1958-1959 year as 
compared with previous years. Previously, questions 
in the annual questionnaire to medical schools in¬ 
cluded request for numbers of students leaving 
medical school for poor scholarship and numbers 
leaving for other reasons, although in good aca¬ 
demic standing. However, for the 1958-1959 year, 
attrition data were secured from the change of 
status reports received throughout the year from 
medical schools in the United States. Decisions 
regarding the students to include in attrition data 


who transferred to another medical school, and 
students who changed their status from full to 
part time. 

There appears to be little significant change as 
compared with the 1957-1958 academic year. If 
one compares attrition due to poor scholarship for 
the years 1954-1955 to 1957-1958 inclusive, there 
appears to be a slight increase each year, pre¬ 
dominantly in the freshman and sophomore classes. 
The 1958-1959 figures appear to interrupt this 
trend. It is possible that students were included 
in attrition data previously that were not included 
in the 1958-1959 year, so tliat a different base line 
may have been introduced for the current data. 
With similar reservations regarding comparability 
of data, there was a slight increase in the proportion 
of first year students in good academic standing 
withdrawing or dismissed for other reasons. This 
almost exactly offsets the decline in proportion of 
students dismissed for poor academic standing so 
that the over-all attrition was almost the same for 
1958-1959 (3.4%) as for 1957-1958 (3.3%). 

As was the case in previous years, in 1958-1959 
about trvo-thirds (68%) of all student losses 
were in the first-year class. Of these losses, 63% 
were due to failure or withdrawal in poor aca¬ 
demic standing. The second-year class in 1958-1959 
had 59% of its losses from this cause. In the third- 


Table 28.—Comparative Analysis of College Reeords of First-Year Medical Students'’ 


„ .. Unitea Stntes finnorio 

College Grade Average , ---a— 1---Ganada 

First.Year Medica l Students 1030-1951 1031.1052 1952.195.S 1953.1951 1951-1933 1935-1950 1936-1937 1957-1958 1958-195o' 1958-1959 

30-4.0 (A).7rrr!T7!7! 40 30 18.0 21.1 16.8 15.8 15.1 17.7 10.0 1-9 

2.0-3 5 (B). 13 63 67.5 C8.9 09.0 70.0 69.0 06.0 09 7 63 9 

10-2.0 (C). 17 16 11.5 10.0 11.2 13.0 11.0 10.3 U.3 038 

* Based on returns from 81 medical schools. ^ “*■ 


and who to omit (such as those withdrawing for 
a year from medical school for advanced study) 
Were made in a single office rather than in 85 
medical school offices. Whether the data are entirely 
comparable with previous years is thus uncertain. 

The information on student loss to medicine is 
presented in table 33. Included are those who 


year and fourth-year classes, 27% of tlie students 
lost to medicine either failed or xvithdrew in poor 
academic standing. 

Tlie fact diat 73% of the 108 students lost to med¬ 
icine in their third and fourth years were for non' 
academic reasons should occasion special concern" 
One possible cause might be financial. It is hoped 
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that data may be secured for the 1959-1960 aca¬ 
demic year regarding the relative importance of 
tlie financial factor among the “other reasons” for 
students leaving medical school despite good aca¬ 
demic standing. Although the proportion of these 


GRADUATES 

The graduating class awarded the M.D. degree 
in 1958-1959 numbered 6,860, one fewer tlian 
in 1957-1958. These tsvo classes of graduates were 
the largest except for the 1954-1955 year when 


Table 29—Preprofessional Education of First-Year Medical Students in the United States, 1958-1959 


Medical College of Alabama...,..., 

University of Arkansas. 

College of Medical Evangelists. 

University of California, 

Los Angeles. 

University of Southern California.. 

Stanford University. 

University of California, 

San Francisco. 

University of Colorado. 

Yale University. 

Georgeto^vn University.... 

George Washington University. 

Howard University. 

University of Miami. 

University of Florida. 

Einorj’ University. 

Medical College of Georgia. 

Chicago Medical School. 

Northwestern University..... 

Stritch School of Medicine of 

Loyola University. 

University of Chicago.. 

University of Illinois.. 

Indiana University. 

State University of Iowa. 

University of Kansu#. 

University of LoulsUlle. 

Louisiana State University. 

Tulane Uni\crsity. 

Johns Hopkins Univcr*iity. 

University of Maryland . 

Boston University. 

Harvard Medical School. 

Tufts University. 

University of Michigan. 

Wayne State University.. 

University of Minnesota. 

University of Mississippi. 

University of Missouri. 

St. Louis University. 

Washington University. 

Creighton University... 

University of Nebraska,. 

Dartmouth Medical School.. 

Seton Hall College of Medicine. 

,\lbany Medical College of 

Union University. 

University of Bflffalo. 




it 

0 
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81 
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114 
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71 
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74 
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71 

114 
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130 

75 

76 
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S6 

77 
ei 
■24 
60 
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b 

8 

13 

3 

2 
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43 n 
23 13 
12 2 
4 6 

20 6 
1 2 
18 7 

4 3 

20 2 


39 
13 7 

m 13 
76 24 
63 13 


a 

38 

110 

47 

42 
3S 

45 

44 

W 

P5 

67 

0.7 

4C 

43 
49 
71 
67 
90 


8 41 


69.1 

42.1 
97.4 


78 

,78 

43 

03 

88 


2 87.5 
4 67.6 
4 6S.9 

2 46.5 
4 :m.8 

3 S2.7 
6 00,2 
2 CS.3 
7 97.1 

4 (Xi.7 

.. 86.0 

2 6S.9 

3 72.5 
:> 100.0 
7 73.5 

.. 46.0 

1 72.0 

4 40.8 

2 37.5 

1 30-7 

3 98.0 

2 90.0 


59 1 92.3 
71 2 S3.0 


.Mhert Einstein College of 
Medicine of Yeshiva University.. 

Columbia University. 

Cornell University. 

New York Medical College.. 

New York University. 

State University of New York, 
Downstate Medical Center, 

New York City. 

University of Rochester.. 


State University of New York, 
Upstate Medical Center, 
Syracuse . 


University of North Carolina. 

Duke University.... 

Bowman Gray School of Medicine 

of Wake Forest College. 

University of North Dakota.. 

University of Oincionatl. 

Western Reserve University. 

Ohio State University.. 

University of Oklahoma.. 

University of Oregon.. 

Hahnemann Medical College. 

.Teflorson Medical College. 

Temple University... 

University of Pennsylvania. 

Woman’s Medical College of 
Pennsylvania .... 


O SB 

W O JS o 

CO lAO E-* b 


96 

120 .. 
86 .. 
127 .. 
132 .. 

1.M .. 

69 .. 

87 

70 .. 
79 

53 

41 .. 
92 .. 
78 .. 
151 .. 
300 .. 

50 .. 
109 .. 
175 .. 
130 .. 
120 .. 

51 .. 


.. 1 

.. 1 
6 2 
1 S 
9 1 


45 

19 

61 

4 

50.4 

Univerpity of Pittsburgh. 

101 .. 

4 

3 

m 

13 

o’* 


41.0 

University of Puerto Rico. 

55 

3 

8 



70 

4 100.0 

Medical College of South Carolina. 

80 .. 

8 

2 

•> 

7 

81* 

.•» 

91.0 

State University of South Dakota.. 

44 .. 

9 

4 

2 

3 

(;3 

G 

93.2 

University of Tennessee... 

202 .. 

116 

11 

1 

1 

311 

1 

98.2 

Mchurry Medical College...,. 

74 .. 

6 

S 


0 

in 


97.4 

Vanderbilt University.. 

62 .. 

7 

6 

90 

6 

95 

6 

51.3 

University of Texas Southwestern 




37 

IG 

cs 

4 

57.6 

Medical School.... 

301 .. 

39 

20 

43 

21 

72 

3 

54 0 

University of Texas Medical Branch 

143 1 

33 

15 

23 

20 

33 

<* 

44.9 

Baylor University... 

84 .. 

1C 

5 

17 


51 

1 

68.4 

University of Utah... 

57 .. 

29 

30 

9 


101 

1 

81.0 

University of Vermont. 

51 .. 

6 


14 

2 

70 


81.4 ' 

University of Virginia.... 

.Medical College of Virginia.... 

76 .. 

85 .. 

7 

6 

27 

7 

42 

1 

55.8 

University of Washington. 

75 .. 

26 

5 

33 

35 

31 


40.7 

West Virginia University. 

41 .. 

8 

3 


1 

1 


4.2 

University of Wisconsin. 

101 1 

57 

6 

4 

2 

74 


92j 

Marquette University. 

305 .. 

4 

6 


2 

tt 

Cl 

Q 

93 

114 

79 

119 

117 


7 4 

12 4 

10 2 


5 9 

6 2 
3 5 

1 

3 2 


< 

2 990 
6 95.3 
.. 919 

4 96.9 

5 K.4 


10 2 1S6 6 92.2 
3 .. 64 2 95.T 


73 $ BJi 

53 I 77.1 

65 2 61.8 


2 4 49 


m 


14 3 24 .. S55 

3 .. 8? 2 96.7 

'4 3 64 7 91.0 

G 15 323 7 «.l 

38 13 47 2 490 

82 15 62 3 4^-^ 


162 5 93.4 

12G 2 W.l 

125 .. 99-2 

47 1 W-I 

94 2 KO 

44 .. 80.0 

69 1 87.5 

29 2 705 

70 6 37.1 

61 4 87.8 

87 2 750 


59 


62 2 
38 .. 
42 3 

61 2 
71 3 

42 2 

27 3 

S7 •• 
87 8 


Totals 


3 , 681 ^ 513 ^ 5 ^ 774 ^ 

C,53S 


61.4 

65.7 

75.9 

31.6 

83.2 

82.9 

84.7 

63.7 

73.2 
S6« 
905 

738 


students was relatively large, the actual number 
(79) was relatively few. 

Because the Canadian medical schools do not 
file class lists and change of status reports of their 
students with the Liaison Committee on Medical 
Education, attrition data is not available this year 
for students in Canadian schools. 


the class was 6,977, as table 21 portraj's. Tlie bu g 
in 1954-1955 was occasioned by including as 
uates the 50 students completing the intern ye* 
then required by Stanford University. 

All except 3 of the 79 schools in the United Sta 
having graduating classes in 1958-1959 had 
in size of the graduating classes; 43 schoob 
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decreases and 34 schools experienced increases. 
Tlie range in the former was 1 to 19% down; the 
range of increase was 1 to 41%. 

Three scliools had decreases of 157o or more: 
Arkansas, down 19%; College of Medical Evange¬ 
lists, down 16%; and Albany, down 15%>. An addi¬ 
tional five schools experienced decreases of 10% 
to 15%, as follows; Rochester, down 14%; Nebraska 
and Texas Medical Branch, each down 13%; and 
Buffalo and Louisville, each down 10%. 

Schools showing increases in size of graduating 
classes of more than 15% were Mississippi, up 41%>; 
Stritch, up 18%; Mcharry, up 17%; and Louisiana 


down 17%; Montreal, down 14%; and Western On¬ 
tario, down 11%. Tlic increases in six schools more 
than offset the fewer graduates in six schools so that 
the total graduating class was 7 people more tlian 
was the case in 1957-1958. 

Women comprised 5.9% of the Canadian 1958- 
1959 graduating class, as compared to 5.2% in the 
previous year. 

STUDENT EXPENSES 

In the 58th Annual Report''' a year ago, esti¬ 
mates of expenses for medical students in the 
1959-1960 class were given on the basis of data 


Table SQ.-Conipriralivc Data About Prcprofcssional Education of Classes Entering Medical School 
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2:..i 


72.91 


3.0 
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State University, up 16%. Five additional schools 
had increase in number of graduates of 10% or 
more, as follows: Howard and Oklahoma, each up 
12%; and Unix'ersity of Southern California, Yale, 
and Michigan, each up 10%-. 

Women comprised 5.4%> of the graduating class, 
as table 34 portrays by school. The two schools hav¬ 
ing the highest proportion of women graduates, in 
addition to Woman’s Medical College, were the 
UniversiW of Chicago, 13%> of class; and Unis'ersiW 
of California, with 12.5% of the class women. 

Based on the size of the third-year class in 1958- 
1959 and the usual attrition in the last two years 
of school, it is likely that the 1959-1960 graduating 
class will set a new record high in number, possibly 

Table 31.—Comparison of Previous Years and the Current 
1 ear of Number and Percentage of Medical Schools Having. 
Entering Classes Consisting Predominantly of Students with 
College Degrees. 

10 .U-WM in.u-in.v! loST-ms wss-nm 


Entering Students Xo. No. Xo. Xo. 

with Degrees, % 81 % S'. % 8,‘i % sr, % 

too . 4 4 9 B 7.0 2 2.3 2 2.3 

“J.'-KI.O . n 13 ..'i 14 in .4 13 1 . 1.3 12 14.1 

. 7 S.r, G 7.0 12 14.1 13 liVS 


'Total. 2-2 27.0 20 30.4 27 31.7 27 31.7 


exceeding 7,000. The University of Florida and 
Seton Hall College of Medicine and Dentistry will 
have graduating medical classes for the first time 
in 1959-1960. Albert Einstein College of Medicine 
had its first graduating class in 1958-1959. 

The graduates by sex and school for Canada arc 
also presented in table 34. Half of the 12 Canadian 
schools had an increase in size of the graduating 
classes, and the remainder had decreases. The 
greatest increases were at Ottawa, up 53%; Queen s 
up 24%; Toronto, up 23%i; and Manitoba, up 22%. 
The largest decreases occurred in Saskatchewan, 


from the Association of American Medical Col¬ 
leges. Table 35 presents .similar information about 
students expenses in the 1960-1961 academic year. 
There appears to be no significant change. As the 
Association emphasizes in its presentation, the fig¬ 
ures given should be regarded as only approximate 
budgetary goals. They are subject ”to change in 
the next year, and there is a considerable range 
within each of the categories. AVitb tuition and 
fees, for example, the range is from S592 to $1,400 
for private schools, $120 to $786 for residents of 
that state in publicly owned schools, and $360 to 
$1,500 for nonresidents in publicly owned schools. 
Living expenses of individual students vary greatly 
even in the same school, depending on spending 


lABLE .i^.-i^ompanson of Admission Rec/uirements for 
Medical Schooi Classes Entering in Years 1957-19‘Sf> 
Through 1960-1961 


Stiiteil Atlmfs'sion Requirement 
Less tbnn three yenrs coUetje.... 

Three year** college. 

Four ycarh college. 

Decree . 


Xumlicr of School.^ 



* The same school in each instiince, 
any Hrst-yeur medical student's with 
diirint; at least the past five year^. 


habits and family responsibilities. Tuition in in 
dividual schools is included in table 1 for Un't 1 
States schools and table 2 for Canadian schools' ^ 
Table 36 presents for the 12 Canadian schools 
information on student expenses as prepared b 
the Association of American Medical Colleges co ^ 
parable to table 35 for the United States. Tuif'"' 
ranges from $393.25 to $750 for residents. OnT 
three schools cited a nonresident fee and the t ^ 
one was $839. Tuition is higher in three otlie^ 
schools in the upper years, as detailed in table 9 
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The reservations expressed regarding the esti¬ 
mates of student expenses in United States schools 
apply with equal force to estimates of student ex¬ 
penses in the Canadian schools. 

MEDICAL STUDENT FINANCIAL PROBLEMS 

The Council on Medical Education and Hospitals 
appreciates the opportunity of presenting in its 
report the folloNving material prepared at its request 
by Dr. Leland E. Po^vers, Associate Director of 
the Association of American Medical Colleges, 
who utilized data from an as yet unpublished study 
by that Association, 

The total average expenses, according to family 
composition, for four years in medical school were 
tabulated for 4,277 male members of the class. 
Assuming that expenses were evenly distributed 
for each of the four years, the average total costs 
per year- would be approximately $2,400 for a single 
student; $2,800 for a married student; $3,200 for 
a married student with one child; and $3,900 per 
year for a married student having two or more 
children. 


Table 33.—Attrition in Medical Schools in the United States 
(85), 1958-1959 


Year 

Withdrawal or 
Enroll- DUmissul in Poor 
nient Academic Standing 

^Yithd^^wal or 
Dismissal for 
Other Reasons 

Total 

Enroll- 
ment 
Lost. % 

First .. 

. 6,128 434 


0S7 

8.4 

Second 

- 7.432 128 

89 

217 

2.9 

Third .. 

. 7.182 27 

53 

so 

1.1 

Fourth 

. 0,872 2 

20 

2S 

0.4 


29,014 m 

421 

1.012 

3.4 


The median age of the 1939 graduating medical 
student was 26. SixW-t^vo % of the graduates 
were married, and of the married students, 48% 
had one or two children and 7% had three or more 
children. 

A sample study of medical students financial con¬ 
siderations in 1953 by Counts and Stalnaker “ in¬ 
dicated that about one-third of tlie medical students 
expected to be in debt at graduation and 3% 
expected to be in debt more than $10,000. The 
preliminary figures for the 1959 graduating class 
show that 52% are actually in debt, 17% are in 
debt over $5,000, and 6.5% are in debt more 
than $10,000. 

MARITAL STATUS OF MEDICAL STUDENTS 

The annual questionnaire to each medical school 
this year included, for the first time since 1950, 
questions about the marital status of medical stu¬ 
dents. Table 37 presents summarj' information 
from the 84 schools providing numerical data, as 
well as comparative information for the 1949-1950 
year as presented in the 50th Annual Report.'® Since 
it is generall)' thought that World War II occa¬ 
sioned an increase in marriage of medical students, 
it is regrettable that a surs'ey of the marital status 
of students was not reported during any year 
prior to 1950. 


Table 34.—Medical School Graduates in the United Slates 
and Canada by Sex, 1958-1959 


United States 

Medical College ot Alabama. 

University of Arkansas .. 

College of Medical Evangelists. 

University of Callfomla, Los Angeles. 

University of Southern California ......... 

Stanford University. 

University of California, San Francisco ... 

University of Colorado . 

Yale University..... 

Georgetown University . 

George‘Washington University ... 

Howard University ... 

University of Miami. 

Emory University . 

Medical College of Georgia.. 

Chicago Medical School... 

Northwestern University . 

Stritch School of Medicine. 

University of Chicago. 

University of Illinois.... 

Indiana University . 

.State University of Iowa. 

University of Kansas. 

University of Louisville .. 

Louisiana State University . 

Tulaue University . 

•iohns Hopkins University . 

University of Maryland . 

Boston University... 

Harvard Medical School . 


Washington University . 

Creighton University . 

UnivcTsity of Nebraska . 

.Albany Medical College . 

University of BiifTalo ... 

Albert Einstein College of .Medicine. 

Columbia University . 

Corneil University . 

New York Medical College. 

New Y'ork University... 

State University of New York, Downstate 

Medical Center, New York City.. 

University of Rochester. 

State UDlversIty of Nca- York, Upstate 

Medical Center, Syracuse. 

University of North CaroUnu. 

Duke University . 

Bowman Gray School of Medicine. 

University of Cincinnati . 

Western Reserve University . 

Ohio State University . 

University of Oklahoma . 

University of Oregon... 

Hahnemann Medical College. 

Jefferson Medical College . 

Temple University . 

University of Pennsylvania . 

Woman’s Medical College of Pennsylvania 

University of Pittsburgh. 

University of Puerto Rico. 

Medical College of South Carolinu. 

University of Tennessee . 

Meharry Medical College. 

Vanderbilt University . 

University of Texas, Southwestern. 

University of Texas, Medical Branch. 

Baylor University . 

University of Utah... 

University of Vermont. 

University of Virginia. 

Medical College of Virginia . 

University of Washington . 

University of Wisconsin. 

Marquette University . 

Totals ... 


Canada 

University of Alberta .. 

University of British Columbia 

University of Manitoba.. 

Dalhousle University .. 

Queen’s University . 

University of Ottawa .. 

University of Western Ontario . 

University of Toronto. 

McGill University . 

University of Montreal ......... 

Laval University . 

University of Saskatchewan ... 

Totals . 


Men 

W oins 

62 

*> 

61 

5 

78 

3 

43 

3 

63 

3 

54 

3 

70 

10 

73 

8 

74 

5 

68 

5 

88 

3 

68 

7 

.■|4 

5 

64 

1 

So 

3 

68 


124 

*9 

82 

4 

60 

9 

148 

5 

13j5 

4 

97 

3 

97 

4 

84 

2 

168 

2 

lU 

4 

65 

3 

62 

1 

.VJ 

7 

139 

8 

101 

3 

179 

7 

64 

2 

lOS 

5 

61 

1 

31 


11.5 

i 

83 

5 

68 

.» 

60 

3 


1 

67 

3 

47 

3 

100 

8 

76 

6 

113 

10 

120 

12 

127 

11 

62 

1 

61 

4 

57 

2 

75 

3 

45 

.•> 

75 

4 

6(* 

6 

13.5 

5 

87 

8 

66 


89 

4 

366 


100 

’e 

123 

2 


41 

78 

2 

38 

5 

70 

4 

163 

10 

61 

6 

47 

1 

84 

7 

12.5 

7 

69 

4 

48 

:K5 

4 

64 

4 

88 

0 

6.5 

3 

68 

3 

91 

4 

0,490 

370 

49 

1 

40 

4 

.52 

3 

49 

3 

:a 

2 


2 

40 

5 

m 

y 

02 

0 

91 

6 

118 

0 

26 

4 

. — 

— 

SOS 

51 


Total 

64 
69 
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46 
ed 
6' 
go 
81 
79 
93 
91 
75 

59 
63 

85 
68 

133 

86 

69 
153 
140 
IW 

m 

50 

w 

118 

65 
S3 

66 
147 
MM 
186 
66 

113 

C2 

31 

116 

SS 

70 

72 

51 
TO 
50 

117 

& 

123 

131 

1S$ 

63 

C5 

69 

73 

47 
79 

72 
140 
93 
66 
93 

ICG 

125 

325 

41 

60 
43 

74 
ITS 

67 
45 
91 

332 

73 
4S 

. 40 

68 
9i 
GS 

71 
95 


50 

44 


51 

347 

Vi 

97 

124 

30 
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It appears that there is little significant change 
in the total proportions of married students by 
class since the 1949-1950 year with the exception 
of a 5% diminution in fourth-year married students 
in 1938-1959 as compared to nine years previously. 

Taiu-k 35.— Esfininfc.v o/ Median Minimum Expenses for 
First-year Medical Students in United States" 


Item 

Privjjtr 

Sebnol'i 

(X-t.M 

PnblJr Srh«ol<i (N-41) 

llo'Jldent Nonro'iltlent 

Tuition and fee<. 

_ 81.nv» 


SS3UI 

Kooni and board. 

.... sun 

7o(i 

im 

Hook}: mi l snuplle- 
(not Ineludln? inlero'jcnpe':) — 

l.Mi 

li.'i 12.*» 


•Rpjirlntptl from “.\tiinl«*5|nn Kt*(jnlromi'nt« of Ainorlonti Medtctil 
(inrlutllni: ('nnmlai. Imv.mjmio'’, (or to the ItKMi-lJH*! 

(IttS", pnlili'fu'tl Ity tlip Vsxocfntton of V’M-rfcMn Xodfonl 
F.\nn«toii, Ill., In 'ludlii ’ oowly fonnlotr Viilv<'**^Hy of Konlor*kv Sphool 
of Metlldno. l.pxlrr'lon liopnU'JO It will nrn'pt for 

I'Ciinnln*' Spptrml»rr. 

1 Kxcludiny tMo srliooU thnt ni’ccpt no nonro^tilont'* In tho flr^t-yonr 
fl-i«« ttml two srhooN that upccpt no nonru’^idonts nt nil. M'wo private 
schools cite hljihcr tuition for nonresidents 

About one-fourth of students in the first or enter¬ 
ing class are in'OTied. This increases to more than 
one-half of the fourth-year students being married. 
The ranges are wide among students bodies in the 
various schools, as shown in table 37. 

Table 38 compares the first-year and fourth-year 
classes as to proportions of students married. It 
clearly portrays the increasing proportions of mar¬ 
ried students by the fourth year. Whereas no 
school reported having more than 75% of first-year 
students married, 10 schools reported that high a 
proportion of fourth-year students married. For 
fourth-year students, only two schools (Woman’s 
and Puerto Rico) could report less than 30% of the 
class as married, and 61 schools in all reported 
more than one-half of the senior class as married. 
Of the total of 11,945 m rried students, 200 are 
known to be married to otln r medic 1 students. 

Study of table 38 reveals an interesting differ¬ 
ence in the marita.l st.itus of students in publicly 
owned as' compared. to those in .privately owned 
schools, both fot'drst-year and fonrth^year students. 

Table 36.—Estimates of Median Mhiimum Expenses for 
First-Year Medieal Students (Canadian Dollars)" 

.Medi.tn Auiouut Citctl 
.llVlll-'ill S lUM»|s 

First-year-K\j»en'«e Iti’ui of (.’amulu 


'ruttion an(l*.tp<*ir' (rwl<leiitKr. . 

Ifmun un<l Ijonrd (uiinhnutn)... 

Kooks and s*u]t)»lM?'« (not-Inrlmlln'i in.I.Od 


61.5% of 3,175 students arc married in the publicly 
owned medical schools. As table 38 shows, though 
.37 of the 44 privately owned schools which re¬ 
ported on marital status had first year classes in 

Taiilu 37.—Marital Status of Medietd Students 

ToImI 7c Unnk'p In 7r 

Knroll- Niniihor Miirrli'd %of Miirrlvd 


Yonr in?nt Mnrrlod lH.’iS-lP.'*!! llMfMPVr 

U.H.A. 

Fir.vt . T.n'Kd ‘2,111 ‘Jfi.s 1.8-.V1.1 C1.7 

Spcoiu! .. . ?d\ 7t .I.T'Ti.? 

Third . r.OPif .'[.Tdi -(7.n 40.0 

Fourth . (I,711f R.7S‘» .VJ.‘2 fll.C 

('iinutlit 

Fir**! .*. 7721 fjn 7.P l.»-2n 

'HOPiuui .. "Op ri‘ u..'» o.ridio 

Third . n7nj ll»fl 18.7 7..‘?-ni.l 

Fouith .. 71111 ‘IV.) ni.1 14.2«V1.7 


f (’orioptod l>y dolotlnir emollnipiits In one sfliool not rcportln>; on 
innritu! fitntus. 

* Fioiii .VJth Anniiiil llcport on Mpdicnl Kduention In U. S. nnd Ctin* 
«da. .1. A. M. A. 144:118-110 (Sppt. ft) IftTO. 

1 ('orrected l>y drletlnt; enrollnipnts In two Canndlnn fcIiooI-j not ro- 
portint! on inarltnl statin. 

which less than 31% of the students were married, 
only 19 of the 40 publicly oumed schools had first 
year classes with that small a irroportion of married 
students. On the basis of available information, one 
may only speculate on the causes of this difference. 

Of the 12 Canadian medical schools, 10 supplied 
information about the number of married students. 
In each medical year, a m tteri dly smaller propor¬ 
tion of students in Canadian schools than in United 
States schools are married. Table 37 presents the 
information in summary fonn about the students in 
Canadian medical schools. Fewer than one-tenth of 
first-year students are married and bv- the fourth 
year, less than one-third of the students have mar¬ 
ried. The ranges in the 10 Canadian schools are also 
less wide than in the case in the United States medi¬ 
cal schools. For first-year students, one school re¬ 
ported 30% of the class married, and four additional 

•Taule 3b'.—Comparison- of-Proportiims of Classes'-Miim'ed-"-'. 

First and'tourtlt iears/d^jS-lh.ji):— , ’ 

or le— ■ 

iiiiiiiio.1 10-;’,iir» .Sl-.Vi'c over 7.-,r; 

Fir-t-Yeiir Slmlenls 

l-iseliools 41rVhooIs r. rvhools 3 seliooN Sone 
HI PtiLiUelv, 37 Privately .7 Privately .2 Privately 

ouiicil owned owned owned 

2 Pidiliviy IT Pnl.iiely 2n Pnlilivly. 1 Pnliiielv - 

owneil owned owned owned-' 


Heprinted from "Admission Reciiiirement.« of .American Alcdieal Col* 
icecs (inclndine Canada), ill .W-miill." for a)i|ili mts to the l!Hlll.l!i(il 
elarp. puldinhcd iiy .\ssoriation of American .Medical Colle'res, Evntis- 
ton. 111. 

Higher proportions of students in publicly owned 
schools are married than is the case in the privately 
owned medical schools. Of 4,035 first year students 
enrolled in 44 privately owned medical schools, 
866 or 21,5% are married, as compared to 1,275 
or 32.2% of the 3,961 first year students married in 
the 45 publicly owned schools. For fourth-year 
students, of 3,566 enrolled in 44 privately owned 
schools, 1,836 or 51.5% are married, while 1,953 or 


None 


Fomlh-Ycui St\Mlcnt.« 

2 sehooN 21 >chooI.v' .‘,i schools. 

1 Privately 17 Privately 23 Privately 

owned owned owned * 

1 Publicly 4 Publicly 2s Publicly 
owncfl owned owned ‘ 


10 school< 

3 Privately 
owned 
7 Publiclv 
owned 


•Coirected by delcliwi one school not reportini,' on marital .natm 


schools reported 20% or more of the class as married 
Only two Canadian schools reported 507o or more of 
fourth-year classes married,.and three additio 1 
schools reported 40% or more of fourth-year ^ 
dents married. By the time they had reached the'" 
fourth year, married students in only two scho l' 
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comprised less than 20% of the class. Of the 507 
married students, only 12 were knowm to married to 
other medical students. 

STUDENT HOUSING 


ratlier tlian per student. However, the rental 
ranges were great, as follows; for single men, $140 
to $840 a year; for single women, $140 to $900; 
and for married students, $171 to $1,050 per student. 


Information regarding student housing under 
medical school control was requested from the 
medical schools this year. In response, it appears 
that 45 of the 85 schools in the United States have 
no such apartments or dormitories for medical stu¬ 
dents. Of the 40 responding in some degree affirm¬ 
atively, 38 definitely have some housing under 
medical school (32) or university (6) control, and 
2 replies stated “liousing facilities available” with¬ 
out clearly indicating the nature of the control. 

Five schools can accommodate 100% of the total 
medical student body in such apartments or dormi¬ 
tories (Arkansas, Yale, Minnesota, Missouri, and 
Cornell). Five other schools have 82 to 96% of their 
medical student classes in university or medical 
school housing (Indiana, Iowa, Johns Hopkins, 
Columbia, and South Carolina). Eight schools pro¬ 
vided housing for 3.1 to 15.2% of their medical 
students, 9 schools provided for 16.2 to 29.9%, 8 
schools for 31 to 46.2% of their students, and 5 
schools provided housing for 52 to 71.5% of their 
medical students. 

Of the schools providing housing, the median 
proportion of the student body accommodated in 
1958-1959 was 36% and the average was 45%. The 
range was 3.1 to 100%. Three schools reported 
more students housed than they reported as total 
medical students, indicating that other students 
than medical students were reported occupying 
university or medical school controlled housing. 
In computing the average, these three were con¬ 
sidered as 100%. 

Eighteen of the 40 schools providing housing in 
1958-1959 had single men, single women, and mar¬ 
ried students in the units. Seven schools had only 
single men so housed, eight schools had only single 
men and single women in their housing, one school 
had only married students in medical school con¬ 
trolled living units, and the remainder had various 
other combinations of single and married students. 

Of the schools reporting medical students housed 
in medical school or university controlled housing, 
29 schools reported without special qualification 
the yearly rental per student per year for men, 22 
schools for rental to women, and 16 schools rental 
to married students. The average minimum rental 
per man per year was $322.11, and the median was 
$269. For women, the minimum average of the 22 
schools was $387.84 and the median was $324.50. 
For married students with 16 schools reporting 
without incomparable qualification, the minimum 
average yearly rental was $633.48; the median was 
$653.75. The average and median rental figures for 
married students should engender some reserva¬ 
tion; however, inasmuch as it is possible that some 
of the schools may have reported rentals per couple 


REPORTS OF CURRENT INTEREST TO 
MEDICAL EDUCATION 

SECOND WORLD CONFERENCE ON 
MEDICAL EDUCATION 


The Second World Conference on Medical Edu¬ 
cation in Chicago, Aug. 30-Sept. 4, 1959, attracted 
610 registrants from 66 countries to hear 48 partici¬ 
pants from tliroughout the world. The Conference 
was sponsored by the World Medical Association 
in collaboration with the World Health Organiza¬ 
tion, the Council for International Organizations 
of Medical Sciences, and the International Associa¬ 
tion of Universities, assisted by the American Medi¬ 
cal Association and the Association of American 
Medical Colleges. Its theme was medicine—a life¬ 
long study. 

Dr. Raymond B. Allen was president of the Con¬ 
ference, Dr. Ray F. Farquharson of Canada and 
Dr. Victor Johnson were deputy presidents. Rap¬ 
porteurs were Dr. F. Hugh Luckey, Dr. Thomas B. 
Turner, Dr. Oliver Cope, and Dr. Stanley S. B. 
Gilder, Canada. 

In all sessions there was simultaneous translation 
of the discussions into French, Spanish, and English. 

Viewpoints were e.vchanged regarding the activi¬ 
ties and challenges in various countries about 
the four major subject areas of the Conference; 
(1) basic clinical training for all doctors, (2) ad¬ 
vancing training for general and specialty practice, 
(3) tire development of teachers and investigators, 
and (4) continuing medical education. An initial 
plenary session was followed by simultaneous ses¬ 
sions on these subjects during two half days, and 
one whole day with a summary plenary session. 
Included also in the overall program were technical 
and scientific exhibits of interest to the international 
assembly of medical educators, as well as opportuni¬ 
ties to visit medical institutions in Chicago or re¬ 
view medical motion pictures and television pro¬ 
grams. 

The papers presented and the discussion will he 
published as proceedings in book form by tlie 
World Medical Association, 10 Columbus Circle, 
New York City 19. Papers presented to the initial 
plenary session August 31 were published in The 
Journal.” 


The American Medical Education Foundation 

On Feb. 9, 1959, the American Medical Educa¬ 
tion Foundation made grants from the 1958 income 
of $1,133,258 to the eighty-five medical schools in 
the United States. Of these contributions, $627,9e 
were in the form of earmarked gifts from physicians 
to specified schools. The balance was distribute 
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equally. This brought the total that the Foundation 
has raised and distributed from the medical pro¬ 
fession to $7,874,723 since 1951. 

The American Medical Education Foundation, 
sponsored by the American Medical Association, 
wliich pa 3 's all of the cost of AMEF’s administration 
and promotion, has developed a deep interest for 
the financial problems of medical education in most 
of the state and county societies across the country. 
A corollary interest in the educational problems 
of these schools has also been developed while 
presenting the schools’ monetary needs. 

The activities of the Foundation, in its effort 
to stimulate giving, have been brought to the at¬ 
tention of the entire profession. Editorials have 
been printed in every medical journal in the United 
States. Advertisements have been run in a great 
number of these journals. Exhibits have been dis¬ 
played at many state and national medical meet¬ 
ings. The officers and the staff of the Foundation 
have spoken in general meetings and to the Houses 
of Delegates of a large majority of the societies. 
The state chairmen and committeemen have pre¬ 
sented the urgent needs of the schools to county 
meetings and in reports to state societies. 

The national office has sent two or three mailings 
a year to the entire profession and distributed 
brochures and promotional material to the state 
societies, who, in turn, have made many mailings 
tliemselves. With the help of the Foundation staff 
and the executive staffs of the state associations, 
highly organized solicitation campaigns have been 
conducted in many states. Six states now have a 
compulsory item on their dues bill for the Amer¬ 
ican Medical Education Foundation. Six others 
include this as a voluntary item on their dues 
statement. Surprisingly, the physicians in these 
states that use the dues statement method are at 
least as enthusiastic about the program as those 
that go to the great efforts of voluntary cam¬ 
paigning. 

During tlie past three years the Foundation has 
also worked out coordinated programs of various 
natures with several of the medical schools them¬ 
selves. Particularly successful in this has been the 
Georgetown-AMEF joint appeal. 

On many of the state campaign committees, and 
on some of the local campaign committees, repre¬ 
sentatives from the medical schools, such as deans, 
assistant deans, or faculty members have been 
asked to serve. This has resulted in greater co¬ 
operation and understanding between the societies 
and the schools. One outstanding example of this 
has been in a city in the south where some mis¬ 
understandings were resolved in the joint efforts 
put forth by all for the AMEF program. 

The Foundation has also assisted the schools by 
collecting and tabulating the results of the appeals 
to physicians from the schools themselves. Last 
year $3,034,406 in contributions from 55,246 phy¬ 
sicians were recorded in the Foundation office. An 


important policy of the Foundation-thc emphasis 
on unrestricted gifts—has been adopted as a re¬ 
sponsibility which the Foundation has continued 
to publicize. 

It is hoped that the Foundation's continued in¬ 
sistence on unrestricted gifts will assist the schools 
in securing similar releases from other sources of 
support. 

The Foundation’s grants arc made without stipu¬ 
lation, or rather, it is stipulated that they are to 
be used as the dean and the medical school ad¬ 
ministration feel they are most needed. In addition, 
it is emphasized that the grants are extra budgetary 
in nature and are to be considered as support for 
programs where no other moneys are available, or 
as an increment to inadequate appropriations from 
basic sources. 


NATIONAL FUND FOR MEDICAL 
EDUCATION 

The accompanying resume has been submitted 
by the staff of the National Fund for Medical Edu¬ 
cation to acquaint readers with the current activi¬ 
ties of the Fund in support of medical education. 

The National Fund for Medical Education in 
March, 1959, awarded grants totaling $2,925,180 
to the nation’s 82 accredited medical schools. This 
brought to $18,743,946 the total distributed by the 
Fund since its first grants were made in 1951. 

Each four-year school received $15,000 plus $60 
per undergraduate medical student. The four two- 
year medical schools of the basic medical sciences 
received $7,500 each, plus $60 per student. 

In addition, in May, the Fund made grants 
totaling $75,000 to 11 medical schools, under its 
special Class C Grants Program, to help American 
educators find ways to cope with teaching prob¬ 
lems growing out of the rapid advancement of the 
medical scien^s. Tliese grants ranged in size from 
$360 to $14,000 and were given on a one-year 
basis. ^ 

Tire Fund’s grants were made possible through 
the generosity of some 1,946 corporations which 
contributed $2,046,399, as u-ell as through a S 
Foundation grant of $1,027,705, under its “match 
ing” arrangement with the Fund. 

In July, 1958, the Fund established its Medical 
Research Program through which contributions 
from united funds, community chests, voluntarv 
health agencies, and other programs would be 
channeled into basic medical research The 
gram will aim to help support the continuK 
search for new medical knowledge and to increase 
tlie number of trained medical researchers in tJi 
U. S. by stimulating interest in basic research^ 
Many local community chests and united fu rl 
are supporting the Medical Research Projrra * 

This expansion of the Fund’s program wT • 
no way affect its present campaign among corno/" 
tions to obtain support for the teaching budgets 
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of the medical schools. The first grants under the 
Medical Research Program will be made in the 
winter of 1960 to the 85 medical schools. 

In September, 1959, the Fund joined with the 
American Medical Association and the Association 
of American Medical Colleges in presenting the 
seventh Frank H. Lahey Memorial Award to Deve- 
reux C. Josephs, former Chairman of the Board, New 
York Life Insurance Company, and Chairman of the 
Fund’s Grants Rer’iew Board. This award is given 
annually to a layman for “distinguished service to 
medical education.” Previous recipients have been 
President Dwight D. Eisenhower, fonner President 
Herbert Hoover, Dr. Abraham Flexner, Colby M. 
Chester, Alfred P. Sloan Jr., and Frank Abrams. 

The Fund is continuing its campaign to alert 
American corporations to the problems and needs 
of medical education. Over the years its experi¬ 
ence has demonstrated that American management 
is increasingly recognizing its responsibility to help 
create a healthy, strong and resourceful nation. 
Corporation directors, the Fund feels certain, are 
becoming more and more aware that medical edu¬ 
cation is a focal point of national strength and they 
are ready, we believe, and willing to take their 
place in the ranks of those supporting medical 
education if the facts can be brought to their 
attention in the proper fashion. That has been the 
Fund’s job and will continue to be its job in 1960. 

NATION.AL INSTITUTES OF HEALTH STUDY OF 
TWENTY MEDICAL SCHOOLS 

On November 1, 1958, Dr. James A. Shannon, 
Director of the National Institutes of Health, ap¬ 
pointed a Staff Committee on Support for Medical 
Research and Training to evaluate the impact of 
research growth on medical schools and to make 
recommendations for measures that NIH might 
undertake “to facilitate the present conduct and 
further de\'elopment of medical research at schools 
of medicine.” The Committee, chaired by Dr. Ken¬ 
neth M. Endicott, Associate Director, NIH, re¬ 
ported in April, 1959, after a three month full time 
period of collecting and analyzing the data. Ques¬ 
tionnaires and \'isits to the 11 publicly owned and 
9 priv'ately owned schools provided the data. 

Comparatix'c data for 1948 were obtained from 
the Surgeon General’s Committee on Medical 
School Grants and Finances, 1949. The schools 
irrojected estimates for 1970. 

It is believed that the 20 schools selected were, 
as nearly as possible, a representati\’e group. 

The study outline covered the following areas: 

1. Developments over tlie past decade: (a) changes 
in tlie school’s sources of income and pattern of 
expenditure; (b) changes in faculty and staff; (c) 
changes in enrollment levels; and (d) construction 
of new facilities. 


2. An appraisal of current NIH mechanisms for 
support of research and training, their slrengtlis 
and weaknesses, and discussion of whether changes 
in policy and procedure should be considered, 

3. A consideration of medical school views re¬ 
garding the major recommendations of the Bajme- 
Jones report. 

4. A projection of future developments at each 
school on the assumption that financial support 
would increase. 

General trends showm were tliat during the past 
decade, schools have grown rapidly in response to 
demands. Full-time faculb' have doubled, e.vpendi- 
hires have tripled, and $130,000,000 was spent on 
construction. By 1970, if funds are available, these 
trends will continue. Full-time faculty personnel 
will increase by almost two-thirds, e.xpenditures 
will double, and $420,000,000 will be spent on con¬ 
struction. It was reported that most of the growth 
has been related to increased emphasis on research, 
to the increasing comple.vity of medical education, 
and to the schools’ ex'panding role in the training 
of personnel for research, for clinical specialties, 
and for professions allied to medicine. 

As to medical student graduating classes, it was 
estimated that these might be increased by one- 
third if additional two-year schools of basic medi¬ 
cal sciences were created, but that the present 
schools could accommodate no more than a 21% 
increase in entering medical students. The 20 
schools in the stud)' need and will continue to need 
third year medical student transfers of about 10% 
the size of their entering classes. If aU 85 schools 
increased their first year enrollment by 21% during 
the ne.xt decade, based on the current entering class 
of 8,128, 9,636 students could be admitted. If ju- 
creased funds permitted both an increase in size 
of entering classes as estimated, and Pvo-ye^ 
schools added 788 students to third year classes in 
the 81 schools, then 9,148 total students could be 
graduated. It is estimated that in five years there 
would be an e.xpansion also of 50% in medical 
student research trainees, 49% in graduate and 
postdoctoral nonclinical programs, 21% in students 
in allied or paramedical areas, 86% in clinical fel¬ 
lows and trainees, and 34% in students in other 
clinical education including continuation courses. 

The importance of federal research and tratainS 
grants in medical school e.xpenditures was eviden . 
In 1948, such federal support comprised 9% of tota 
budgets. This increased to 29% in 1958 and it was 
estimated it will be 44% of total medical schoo 
e.xpenditures by 1970. The surveyed schools ha 
received about $25,000,000 in federal construction 
grants and estimated the need for more than $1 > 
000,000 in federal construction grants for the peno 
1958-1970. 

The study revealed that separately budgete 
research in 1958 comprised 42% of medical sclioo 
budgets as compared to 22% in 1948. The Comnn 
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Ices estimate of the total cost of research in nine 
public and seven private medical schools studied 
was $34,100,000, of which the gifts, grants and con¬ 
tracts provided only $23,900,000, with $10,200,000 
coming from the medical school institutional funds. 
Tims, because the gifts and grants seldom paid the 
full cost of the particular project for which tliey 
were awarded and because such funds made up an 
increasingly large segment of medical school ex¬ 
penditures, one result was that the schools had 
proportionately less and less fluid money. The 
schools studied emphasized their need for fluid 
funds. 

Another impact of the research and training 
gr.ants was on faculties. There is an increasing pro¬ 
portion of non-tenure faculty members supported 
by grants who are denied pennanent apirointments 
because tlie schools have not in sight requisite state 
appropriations or endowment income. Lack of per¬ 
manent facultj' appointments denies the grant- 
supported personnel a number of tangible and in¬ 
tangible benefits. If research is to attract and hold 
outstanding people, the Committee stated that this 
situation must be overcome. The study noted that 
36% of the paid, full-time faculty’ of the schools 
studied received all or part of their salaries from 
gifts, grants, and contracts. 

The Staff Committee recommended tliat the 
Public Health Sersdee, an agency which is inti¬ 
mately involved and deeply concerned and in a 
position to provide leadership to rally support for 
tire schools from other groups, take the following 
steps; 

1. Modify and expand existing programs that aid 
in construction of medical school facilities; 

2. Establish a new program of institutional re¬ 
search grants to improve and stabilize the rapidly 
growing research programs by providing fluid funds 
that schools will feel justified in using to under¬ 
write permanent appointments for research staff; 

3. Provide for payment of the full costs of re¬ 
search; 

4. Extend the senior research fellowship pro¬ 
gram to meet urgent needs in clinical as well as in 
preclinical areas; 

5. Expand research grant and training programs. 
In addition, the Staff Committee recommended 

for less immediate implementation, a study of the 
needs of medical schools for general operating 
funds and the needs of medical students for some 
form of financial assistance, as well as consideration 
of the possible value of initiating a series of na¬ 
tional conferences on medical research and medical 
education.’ 

the surgeon GENERAL’S CONSULTANT GROUP 
ON MEDICAL EDUCATION 

Late in 1958, the Surgeon General of the Public 
Health Service established a Consultant Group on 
Medical Education. The group of more than twenty 
prominent and knowledgeable individuals were re¬ 


quested to consider the question: “iWv .shall the 
nation be supplied with adequate numbers of well- 
qualified physicians?" The study with accompany¬ 
ing recommendations is expected to be published 
shortly. The findings of this deliberative body 
should prove to be of great value to those individ¬ 
uals and organizations interested in and concerned 
with future medical manpower needs. 

INTERNATIONAL EDUCATIONAL 
EXCHANGE IN MEDICINE 

The annual issue of “Open Doors,”published 
in May, 1959, by the Institute of International 
Education presents a valuable and detailed report 
on tbe international exchange of students, faculty 
members, and physicians between tbe United States 
and other countries. The Institute annually con¬ 
ducts five surveys which form the basis for its 
yearly report. According to the Institute's current 
surveys, there are more foreign citizens in the 
United States for educational purposes than ever 
before. The following is quoted from the intro¬ 
ductory paragraphs of the 1959 report. 

There were 57,574 foreign citizens on educational assign¬ 
ment in the United State.s during the academic year 1958- 
1959. This represents a 107c increase over 1957-1958, when 
52,355 foreign citizens were reported. 47,245 of this year’s 
foreign citizens were students; 1,937 were foreign lecturers, 
professors or researchers who had received appointments to 
American faculh'es and 8,392 were foreign interns and resi¬ 
dents affiliated with hospitals in the United States. 

The foreign nationals included in Open Doors are citizens 
of other countries who have come to the United States for 
educational purposes and who intend to return home upon 
the completion of their assignment. Displaced persons who 
are settling in the United States and foreign citizens who are 
cstablisliing permanent residence in the United States are 
not included. 

These visitors represent every major geographical and 
political area. As in previous years, the largest number of 
exchangees came from the Far East and the second largest 
number from Latin America. The 19,431 nationals from Far 
Eastern countries were 33.7% of the entire foreign popula¬ 
tion, and the 12,111 from Latin America represented 217o. 

9,025 students, physicians and faculty members came from 
Europe; 8,082 from the Near and Middle East, and 6,177 
from North America (Bermuda and Canada). Even though 
more citizens of the countries of Africa and Oceania are in 
the United States this year than last, they still constitute a 
small proportion of the e-xchangees. 

The total number of U. S. citizens reported—faculty mem¬ 
bers for 1958-1959 and students in 1957-1958—showed a 
17% decrease from last year’s published figure of 14 534 
U. S. citizens abroad for educational purposes. The majority 
of American scholars went, as in previous years, to Europe. 
Fewer Americans were reported in Latin America, Canada 
and tile Far East, but in spite of the over-all decrease there 
was an increase in the number of Americans in the Near and 
Middle East and Oceania. 

Of particular interest are the appro.ximately 645 
foreign students enrolled in premedical studies 
1,154 in medicine (undergraduate and graduate but 
excluding internship and residency) and 1,742 en¬ 
rolled as undergraduate or graduate students in the 
general field of biological sciences. 
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Visiting Foreign Scholars on Faculties of 
United States Educational Institutions 

The Institute reported that during the 1958-1959 
academic year there were, for the first time since 
its surveys were initiated, more foreign professors. 


the number of students from foreign countijfj 
admitted to medical schools in the United States 
as entering students to the first year class. 

The 12 medical schools in Canada enrolled 86 
foreign students from 21 countries and 219 citizens 


Table 39.—Foreign Students in Medical Schools 
in the United States, 1958'1959 . 



Countries. 

Stuilents, 

.Arejj 

No. 

No. 

Far East. 

. 12 

M 

Near and Middle East . 


.->3 

Europe. 


70 

Latin Ainencu 

Caribliean. 


5S 

Central America .. 


20 

South America... 


28 

-Africa. 


22 

Ocennifl.. 

0 

2 




Total. 

. fw 

340 


Table 41.—Foreign SfnJenfs m Medical Schools in Cariarfa 
1958-1959 


Countries, 'Student'. 


Area Xo. Ko, 

Far East. 4 Xi 

Near nnd Middle East. 8 3 

Europe . 6 1 ' 

Latin America 

Oariblteon. 2 3 

Central Amcnca... 2 1 

South America . 1 1 

Africa. 8 'J 

United States. 

Other*. ■:) 

Total. 21 .W 


instructors, lecturers, and advanced research schol¬ 
ars on the faculties of United States colleges and 
universities than there were United States faculty 
members abroad. There were 1,937 foreign faculty 
members reported on United States faculties and 
only 1,842 United States faculty members reported 
abroad. Last year there were 1,342 \’isiting foreign 
scholars at 222 United States colleges and univer¬ 
sities. This year, 288 institutions welcomed 1,937 
faculty members to their campuses. The scholars 
in the United States represented 71 countries. 

The largest group of visiting foreign faculty 
members, 907, u’ere in the natural and physical 
sciences; 286 scholars ser\'ed on medical faculties; 
270 in the various fields of the humanities; 179 
in the social sciences; 177 in engineering; 44 in 
agriculture; 42 in education; and 32 in business 
administration. 

Foreign Students Studying Medicine in the 
United States and Canada, 1958-1959 

In 1958-1959, there were a total of 346 foreign 
students enrolled in United States medical scliools 
(table 39). These students represented 65 dif¬ 
ferent countries and are studying medicine in 63 

Table 40.—Foreign Citizens Enrolled in Entering Class of 
Medical Schools of United States, 1954-1959 

Xo. Foreifju StUflvots 


School Year in EnterinK Class 

19.Y4-Hir.ri. 91 

UiY-lroi. 97 

I<J50-UI3T. 92 

lilYT-llOS. 

. no 


of tile So United States schools. Included in this 
total of 346 are 110 foreign students yvIio were 
admitted to die entering class of 47 schools. In 
addition, 86 students were enrolled in the second 
year, 80 in the third year, and 70 in the fourth 
year. Table 40 gives, for five academic sessions. 


“ Conntric? not pppclfled 

of the United States, a total of 305 students. The 
areas represented and the number of students from 
each area are included in table 41. 

United States Citizens Studying 
Medicine Abroad 

The Institute of International Education presents 
in its “Open Doors” the total number of the United 
States students studying but does not break the 
figure down into major fields of study. There ap¬ 
pears to be no accurate calculation available of 
the number of students studying medicine abroad. 
It appears likely, hou’ever, when compared to the 
ratio of applicants to admissions in United States 
schools, that many of tlie American students now 
studying medicine abroad were not considered 
qualified for sucli study in United States schools. 

It has been possible for the past several years 
to collect data pertaining to the numbers of Ameri¬ 
can-born graduates of medical schools outside oi 
the United States and Canada who have receis'ed 
their initial medical licenses in the United States. 
Table 42 records accumulated figures from 1930' 


Table 42.—Initial United States Licenses Issued to Amcrictm 
Graduates of Foreign (Excluding Canada) 
Medical Schools 


YC'Ur 

i9r>o-i<):,4 

iy.v».. 

la:/!. 

i‘r,7.. 

iy:»s. 


No. of 
Licenses 
Issued 
90 
89 
108 
212 
284 


No. of 
State* 
20 

19 

r. 

K 

20 


1954 and yearly data for succeeding years. Sue i 
data were not available for New York, u’hich li¬ 
censes a good proportion of foreign physicians an 
Pennsylvania with a more normal complemen 
prior to 1956. Beginning in 1956 when returns were 
available from all states, it will be noted that the 
figure is steadily increasing, showing an increase 
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of 72 in 1958 over ll»e previous year. It can be 
predicted that this figure will increase as the stu¬ 
dents abroad complete their training and return 
to the United States. 

Foreign Physicians Training in 
United States Hospitals 

In terms of numbers of students involved, the 
greatest contribution h\’ American medicine to the 
medical education of foreign physicians continues 
to be at the graduate level. The Institute of Inter¬ 
national Education’s survey of foreign physicians 
training in United States hospitals, as reported in 
“Open Doors,” is as follows: 

During the 1958-1959 academic year, 8,392 physician'; 
from 91 countries trained in United States hospitals. 0,068 
trained as resident physicians and 2,324 as interns. These 
figures represent an increase of 770 pliysicians over the 7,622 
reported last year. 3,109 physicians were in the United States 
from the Far East, 1,737 from Latin America, 1,331 from 
the Near and Middle East and 1,480 from Europe. 

Most foreign areas showed an increase in the number ol 
phj'sicians reported. The number of physicians from the 
Near and Middle East increased approximately 25%. An 
increase of 19% was reported from the Far East; 493 more 
physicians were in the United States from this area. Of this 
the Philippines alone accounted for an increase of 384 men 
and women in medicine. The number of physicians from 
Europe decreased. 153 or 9% fewer doctors from European 
countries were reported at United States hospitals this year. 
[Table 43.] 

Foreign physicians trained in 40 states, the District of 
Columbia, Hawaii, and Puerto Rico. 27% of all foreign 
physicians were located in New York. There is such a wide 
distribution of foreign physicians throughout the United 
States that only 10 institutions reported more than 50 foreign 
physicians. These 10 hospitals only accommodate slightly 
more than 7% of the total number of foreign physicians. 
[Table 44.] 

United States Faculty Members Abroad 

During the 1958-1959 academic year, 1,842 fac¬ 
ulty members from 367 United States colleges and 
universities were on teaching or research assign- 

Table 43.—Leading Nationality Groups of Foreign physicians 
in the United States 


No. ot 

NiitionuUty Uroufi Pbysichm- 

I'liilililiiue Islunds. 1,9S2 

^’urJeey . 

Canada . 503 

Mexico... 512 

Iran . 402 

Korea . 3(M 

Greece . 21 h> 

Japan . 2S7 

India. 279 

Germany . 269 


ments in 82 foreign countries. Of these, 124 were 
members of medical faculties. On this aspect of 
its studies, the Institute of International Education 
points out that the United Kingdom received the 
largest percentage of American scholars, 17% of 
all faculty members abroad were in the United 


Kingdom. Franco was second willi 132, or 77!, of 
the American scholars. As in previous years, the 
Inimanitics, the .social sciences, and the nafural 
and physical sciences are the leading fields, Edn- 
cation. medicine, agricnllure, engineering, and bnsi- 

T.ou.r. 44.—7’t’M Hospitals with More than Fifty 
Foreign Physician', 

IlnuiillBl . So, 

IlHIcviiu Ontrr, NV'v York.,...,... 9J 

Motnorlal (Vntor lor (!nncrr itntl DlnonsoH, S>w York.. fio 

Cuintiorlnml HnsipUnl. llrooklyn, ,S>w York.... 

Kln^it County Mrdlrjil Onlf’r, Hrooklyn, NVir York.. r,7 

Khnluirnt 0<*ncrn! Klinburj*!, Nrw York.,.. M 

.lor.^oy CUy Modlcnl C>nt<*r, .lor?py City, N. .T. . m 

Hfnry Tort! Ilo'ipitnl, Detroit, Mlrhlfcnn. .V, 

Lincoln NVw York.. 

CuynhoKii County lIo«]»lt»l, (Mcvrlnntl, Ohio. 51 

Peter Hont Ttrlchfim TloKpilnl. no*:ton, M»8«.. 51 

ness administration follow in that order. Tiic num¬ 
ber of scholars in the natural and phvsieal sciences 
and in medicine showed a .sharp increase, while 
the fields of education, agriculture, and engineer¬ 
ing showed a sharp decrease. Tliere were 389 
scholars reported in the natural and physical sci¬ 
ences as compared to 272 last year. Medical facility 
members increased from 107 to 124. 

AREAS ALLIED TO MEDICINE 

SCHOOLS FOR MEDICAL RECORD LIBRARIA.VS 

The Council has worked closely xvith the Ameri¬ 
can Association of Medical Record Librarians since 
1942 in the development of criteria for and evalua¬ 
tion of educational programs in medical record 
library' science. Initial and continued approvals of 
schools are considered by the Council on tlie basis 
of the recommendations of the Education and 
Registration Committee of the American Associa¬ 
tion of Medical Record Librarians, which has an 
able education director who makes periodic survev- 
visits to schools. 

Significant studies to further advance training in 
the field have been carried out by the American 
Association of Medical Record Librarians. 

Revision of the curriculum currently recom 
mended by the Council and the American Associa 
tion of Medical Record Librarians is under active 
consideration. Revisions which are e.\-pected to L 
adopted in 1959-1960 will be gradually imple¬ 
mented over a period of several years. ’ 

As of June 30, 1959, there were 30 approved 
schools. Student enrollment increased in 1958 to 
169 students in the senior class of degree programs 
and in certificate programs, which represents a'l% 
increase over 1957. There was a training cap'acitv 
for 246 students in these programs. Accordingly' the 
occupancy rate was 42% for the senior class of 9 
degree programs with senior students in 1958 and 
83% in the 21 active certificate programs. Since no 
students were enrolled in one school offering only a 
degree program but students were separately en 
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rolled in both programs offered by one school, 
students were enrolled in 30 programs offered by 29 
schools. The number of graduates in 1958 for 10 
degree programs was 18. In addition, there were 79 
graduates from 21 certificate programs or a total of 
97 graduates from 26 schools in 1958. In 1957, 26 
degree and certificate programs graduated 139 
medical record librarians. Since June 1959, tliree 
educational irrograms have been discontinued and 
two have been inactivated for the academic years 
1959-1961. Approvals for tv'o new university pro¬ 
grams in medical record science are pending. 

Approved schools offer ciuTicula udiich include 
theoretical instruction and practical training in hos¬ 
pitals. When the hospital training is sequentially 
and properly integrated with collegiate studies, a 
degree is available after four years of study. As of 
June 30, 1958, among the 10 schools offering degree 
programs, 7 admit qualified high school graduates, 
and 3 schools require three years of preparatory 
college. In the 21 schools offering certificate pro¬ 
grams of one year’s duration, 17 require two years of 
college prior to admission. All but 3 of these 17 
schools will also admit graduates from an accredited 
school of professional nursing of at least three years’ 
duration. A college degree is required for admission 
into 4 certificate programs. Lists of approved schools 
are available from the Council, Applicants should 
write directly to the Medical Record Librarian- 
Director of the School. 

Schools conducting degree programs usually be¬ 
gin in June, and the majorit)' of certificate programs 
admit students in September. Tuition ranges from 
$125 to several hundreds of dollars per year and 
2 schools require none. A hospital or university 
should apply to the Council on Medical Education 
and Hospitals of the American Medical Association 
for approval. 

SCHOOLS FOR MEDICAL RECORD TECHNICIANS 

Schools for medical record technicians are con¬ 
ducted to train the medical record technician who, 
working under the supervision of a qualified medi¬ 
cal record librarian or a medical record committee, 
performs the technical tasks associated with the 
maintenance and custody of medical records. 

As in the case of medical record librarians, the 
Council has developed educational criteria for and 
evaluates schools in close collaboration with the 
American Association of Medical Record Librarians. 

Tlie training of medical record technicians should 
be conducted in acceptable general hospitals having 
a minimum of 4,000 admissions. These admissions 
should include an adequate distribution of patients 
in the various clinical services commonly found in 
general hospitals. Candidates for admission to an 
approved school should be proficient in tj'ping and 
preferably also in shorthand. The)' should have 
completed the requirements for high school grad¬ 
uation or should have passed a college entrance 


examination for admission to an accredited college 
or university. The minimum length of training is 
nine months and should include theoretical instruc¬ 
tion in anatomy, medical terminology and medical 
records, with additional practical training in ad¬ 
mitting and discharge procedures, indexing, prepa¬ 
ration of reports, and other activities associated 
with the medical record department. 

There are 12 hospitals approved by the Council 
for training medical record technicians. These 
schools reported a training capacity for 78 students 
with an enrollment of 55 students and 40 gi'aduates 
in 1958. Data for 1957 are 11 schools with a training 
capacity for 73 students, an enrollment of 58 and 
37 graduates. Qualified high school graduates are 
accepted for courses of from 9-12 months duration. 

Hospitals should apply to the Council on Medical 
Education and Hospitals for approval. Special forms 
will be supplied for this purpose, and, when the 
required information has been received, tlie pro¬ 
posed training program will be revieu'ed in collab¬ 
oration with the Committee on Education and 
Registration of the American Association of Medical 
Record Librarians. The institutions applying for 
Council approval will, in all instances, receive full 
information and every possible assistance in die 
planning and development of training programs in 
accordance with present standards. There continues 
to be an acute shortage of qualified medical record 
librarians and medical record technicians. Excellent 
opportunities e.xist for graduating students. Inquiries 
on career opportunities, registration, and accredita¬ 
tion of qualified medical record personnel should 
be addressed to the American Association of Medi¬ 
cal Record Librarians, 840 North Lake Shore Drive, 
Chicago 11. 

SCHOOLS FOR MEDICAL TECHNOLOGISTS 

In its continuing efforts to assist hospitals in the 
development of training programs for medical tech¬ 
nologists, the Council cooperates closely with the 
American Society of Clinical Pathologists, the 
Board of Schools of Medical Technology, the Board 
of Registry of the Society, and the American Society 
of Medical Technologists. The Board of Schools was 
established by the society in 1949 to serve as the 
major advisory body to the Council in all matters 
relating to standards and the evaluation of educa¬ 
tional programs. Revisions of the standards occurred 
in 1941, 1943, 1947, 1949, 1953, and June, 1958. 
The significant revision is that, effective Jan. 1, 
1962, entrance requii'ements will be increased from 
two to three years of preteclmical collegiate educa¬ 
tion. No major change has been made in the 12 
months' technical curriculum in the hospital. R is 
expected that the third year of college will provide 
emphasis on general education yet also afford, in 
appropriate balance, selected courses to broaden the 
students’ science background. Schools not currently 
affiliated with colleges and universities are en- 
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couragecl to consider affiliation or affiliations where¬ 
by a conseculi\’e educational sequence of three 
years of college and one year of hospital training 
will lead to a haccalaurcatc degree, ^^dnlc such 
affiliation is not required, it is encouraged on the 
basis of the inherent educational benefits to students 
and faculties and the fa^'orahle e.vpcricncc of cur¬ 
rently affiliated hospital schools. 

As of June 30, 1959, there were 702 approved 
schools, or an increase of 3% over the 6S1 school.s 
approved in 1958. Enrollment increased 4% to 3,209 
students in 1958 and the number of graduates was 
2,345, which represents a 3% increase o\’er 1957. 
Mfitb a student capacity' of 5,345 the occupancy 
rate in 1958 was 607 p. 

Seventy-seven per cent, or 538 training programs, 
base admission on two years of college; 1.30 (18%) 
require three years of yorcclinical college education; 
and 34, or 57r>, require a haccalaurcatc degree for 
admission. 

The number of hospital schools with college or 
university affiliations continues to increase. In 1958, 
a total of 503 hospital schools (72%) had college or 
university affiliations. Such affiliations as noted 
above are strongly encouraged since they stimulate 
the development of well-organized training pro¬ 
grams suitably integrated with the college curricu¬ 
lum and also serve as a continuing source of 
students. If properly integrated, a degree is avail¬ 
able upon completion of three years of college 
education followed by one year of hospital training 
in 474 ( 68%) of the 702 approved schools. Active 
liaison between the hospital and the affiliated col¬ 
lege is strongly recommended through regularly 
scheduled meetings of an advisory or coordinating 
committee comprised of representatives from each 
faculty. 

The minimum duration of the hospital course ac¬ 
ceptable-fanrapproval4s'.'12imonthsi-NineW-one;5er-' ■ 
^'eirt,.pr;',63&scli6olSi. offer. a,.‘--coursE;iqL'-I2faiiOOTi!de 
duration; The\remaining’ -9%..of;;tlre'.pfograins vary •. 
Iroiir ■ 12.%' ;-ta,.36^^m0nths;.-arni-leiigt&. - Triftlorr T^-fe=^ 
quired by- T3?’'(’20%5"^and~a--mmima}'breakage-fee - - 
■ hi’-77, or less than 11%, of the schools. Students 
receive a stipend in 400 (57%). All states e.xcept 
Alaska, .the.Distoict- of-Columbia,- the. Ganal-Zone 
and.Puerto Rico have approved schools. Interested 
high school students should apply to accredited 
colleges and universities of their choice; those stu¬ 
dents in college or with collegiate backgrounds 
should apply to the pathologist-director of the 
laboratory school of their choice. Lists of approved 
schools of medical technology, which indicate those 
schools that have college affiliations, are available 
from the Council. 

Application for approval of a school for the train¬ 
ing of medical technologists should be made to the 
Council on Medical Education and Hospitals of the 
American Medical Association. Forms will be sup¬ 
plied for this pui'pose on request and should be 


completed by the director of the laboratory request¬ 
ing this approval. Inquiries regarding the registra¬ 
tion of qualified medical technologists should be 
addressed to tbe Board of Registry of Medical 
Technologists, P. O. Box 44, Muncie, Indiana. 

SCHOOLS FOR OCCUPATIONAL THERAPISTS 

Through a cooperative liaison which began in 
1933 on the request of the American Occupational 
Therapy Association, the Council has developed 
standards for the education of occupational thera¬ 
pists. These were initially adopted by the House of 
Delegates in 1935, and subsequent revisions have 
been approved in 1938 and 1949. Recommendations 
for periodic revisions of standards and initial and 
continued approvals of curriculums are submitted 
to the Council by two advisory groups, the Council 
on Education of the American Occupational Thera¬ 
py Association and the Advisory' Committee on 
Occupational Therapy Education of the Council 
on Medical Education and Hospitals. The recently 
appointed advisory committee consists of nine physi¬ 
cian members nominated by national organizations 
in the fields of chest diseases, general surgery', in- 

Tadle 45.— American Occupational Therapy Association 
Statistics for Total Degree and Certificate Student 
Enrollment and Graduates for the Academic 
Years 1957-1958 and 1958-1959 

_ 'Potal Student 


Veur Enrollment Grailuatc*' 

19j7-19.'>S . 4.500 an 

19.'>S-19.19 . 3,913 5S1 

_ (c.stlmnte(l) 


• C'ftlenilar years inr>s and ID-',9. 

temal medicine, neurology, orthopedic surgery', 
pediatrics, physical medicine and rehabilitation, 
psychiatry, and medical education. In addition, there 
are tlrree occupational therapist members nomi- 
■ mated .by the- Amei-ican'-Occupational-TherapyrAsso---.- * ,> 
r elation ^,and.-its Director of'Edlication.iserves--tas= aw?-.- 
consultant. Surveys of-schools are-cenduetEd-By,joints-. ^ 
'physician--theFnpist-- teams ' and- -submitted '■ta-"the ' ' 
advisory groups'which •-formulate'reeommendations - - 
for final action by the Council. An extensive Cur¬ 
riculum Study Project is being carried out by the 

American Occupational.-Therapy^-AssoeiatieD-,.to 

evaluate and further advance educational oppor¬ 
tunities in the profession. 

As of June 30, 1959, there were 29 approved 
schools. Statistics for total degree and certificate 
student enrollment and graduates for the academic 
years 1956-1957, 1957-1958, and 1958-1959 based 
upon data submitted to the American Occupational 
Therapy Association are shosvn in table 45. 

Training for an occupational therapist includes 
a good general collegiate education coordinated 
with the professional curriculum in occupational 
therapy and supervised clinical practice in hospitals 
Certificate and degree recognition is available and 
those so recognized have equal professional status 
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Programs leading to a baccalaureate degree are 
generally of four years’ duration and schools offering 
this curriculum accept qualified high school stu¬ 
dents and transfer students. Certificate programs 
are predominantly 18 months in duration and accept 
students with a baccalaureate degree. Ilowever, 
since universities have individual policies on trans¬ 
fer students, interested undergraduates are en¬ 
couraged to contact schools of their choice early in 
their collegiate careers to determine admission re¬ 
quirements for the certificate and/or degree pro¬ 
grams in a given school. Tuition in all teaching 
centers closely parallels college fees. Most courses 
begin in September or February. Lists of approved 
schools are available from the Council. 

Application by schools for a^rproval of an educa¬ 
tional program in occupational therapy .should be 
made to the Council on Medical Education and 
Hospitals of the American Medical Association. 
Forms will be supplied for this purpose on request. 
They should be completed by the administrator of 
the institution requesting approval. Inquiries re¬ 
garding career opportunities in the field of occupa¬ 
tional therapy and the registration of qualified 
therapists should be addressed to the American 
Occupational Therapy Association, 2.50 West 57th 
Street, New York 19. 

SCHOOLS FOR PHYSICAL THERAPISTS 

On the request of tlie American Physical Tlierapy 
Association, the Council developed standards that 
were adopted b)' the House of Delegates in 1936. 
Tire Council, in cooperation with its advisory 
groups, the Council on Physical Medicine and Re¬ 
habilitation of the American Medical Association 
and the American Physical Therapy Association, 
has periodically submitted rer'ised standards to the 
House of Delegates, which were adopted in 1943, 
1949, and 1955. In 1955, the Council on Physical 
Medicine and Rehabilitation became the Council 
on Medical Physics, with which there continues 
close liaison on matters pertaining to physical 
therapy but which no longer functions in an ad¬ 
visor}' capacity on physical therapy education. 
Recommendations for periodic revisions of stand¬ 
ards and on initial and continued approvals of 
curriculums are submitted to the Council by two 
advisory groups, the American Physical Therapy 
Association and the Advisory Committee on Physi¬ 
cal Therapy Education of the Council on Medical 
Education and Hospitals. The Advisory Committee 
on Physical Therapy Education consists of nine 
physician members who are nominated by national 
organizations representing the fields of physical 
medicine and rehabilitation, orthopedic surgery, 
psychiatr}' and neurology, internal medicine, pedi¬ 
atrics, general surgery', and medical education. In 
addition, there are three members who are physical 
therapists, two nominated by the American Physi¬ 
cal Therapy Association and one nominated by the 


American Registry of Physical Therapists. The 
educational consultant of the American Physical 
Therapy Association attends all meetings in this 
capacity. Surveys of new and existing schools are 
conducted by joint physician-therapist teams and 
recommendatory action submitted by the advisoiy 
groups to the Council for action. .4ctive liaison with 
the medical directors, therapist educational admin¬ 
istrators, and other members of the teaching facnl- 
ties in approved schools is being implemented 
through more frequent periodic surveys. 

As of June 30, 1959 there were 39 approved 
schools. On the basis of data reported to the Ameri¬ 
can Physical Therapy Association, enrollment sta¬ 
tistics for the senior class of degree programs and 
for the certificate programs and the number of 
graduates for 1957-1958 and 1958-1959 are shown in 
table 46. 

Certificate and degree recognition in physical 
therapy is available and tliose so recognized have 
equal professional status. Most schools offer botli 
degree and certificate programs and either or both 
recognitions are available depending upon a stu¬ 
dent’s preparatory collegiate education. Certificate 


Table 4f}.~Amcrican Physical Therapy AssociaTwn StalMics 
for Degree nud Ceriificalc Enrollment and Graduates jar 
the Academic Years 1957-1958 and 1958-1959 


V<?wr ROd 

IPyT Senior . 


Spnior (Degree) _ ^ , 
School? nud Certificates Total 
neporting, Students Enrolled, GrartuatcP, 
Xo. No. 

U T0§ 750 


19j 7 Certificate* 
195S Senior ... 


no 

SI fiTfi 718 


I9>« (Vrtlflcotc 


programs are usually 12 months in duration, and 
admit students with two or three years of college or 
those who have graduated from a nationally ac¬ 
credited school of professional nursing of at least 
three years’ duration. The majority' of degree pro¬ 
grams are four years in length and admit qualified 
high school graduates and transfer students. In¬ 
terested imdergraduates are encouraged to contact 
the school of their choice early since admission and 
transfer requirements vary. Tuition v'aries in accord 
with university fees and tire majority of courses 
begin in September or February. Lists of approved 
schools are available from the Council. 

Application for approval should be made to the 
Council on Medical Education and Hospitals of the 
American Medical Association. Forms will be sup¬ 
plied for this purpose on request. They' should be 
completed by' the administrator of the institution 
requesting this approval. Inquiries regarding vol¬ 
untary registration of qualified therapists should be 
addressed to the American Registry of Physical 
Therapists, 30 North Michigan Avenue, Chicago 2. 
Information on requirements for state registration or 
licensure is available from the Board of Examiners 
of the states concerned. Inquiries regarding careers 
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ill file field of phy.sical llicnipy .slioiikl be addressed 
to die American Physical Therapy As.sociation, 
1790 Broadw-ay, New York 19. 

SCHOOLS Foil X-llAY TECHNICIANS 

The Council has been ably assisted by the Ameri¬ 
can College of RadiologN’, the American Registry of 
X-Ray Teclinicians, ancl the .American Society of 
X-Ray Technicians in revising criteria for training 
and evaluating educational programs in .v-ray tech¬ 
nolog}'. These ach'isory groups participated in the 
most recent revision of the standards adopted by 
the House of Delegates in December, 1955. An in¬ 
crease in duration of the educational program to a 
minimum of 24 months is currently under considera¬ 
tion to become effective in 1962. 

Schools making application for approval are siir- 
\c\'ed by state and regional councilors appointed by 
the American College of Radiolog}’. Radiologists 
appointed by the College also pcriodicall}' re-surs'ey 
approved schools and these radiologists are cur¬ 
rently revisiting approved schools. Their tremendous 
and voluntary contr ibutions of time and experience 
are a major asset in the program. All data are eval¬ 
uated by , the Committee on Technician Affairs of 
the American College of Radiology and recommen¬ 
dations submitted to the Council for final action. 

As of June 30, 1959, there wore 609 schools ap¬ 
proved by the Council for training x-ray technicians, 
u'hich represents an increase of 9% over the 557 
approved in 1958. Enrollment for 1958 increased 
468 or 11%, to a total of 4,581 students. The training 
capacit}' increased 11% in 1958 over 1957 to a total 
of 5,358. The number of graduates increased 1% to 
a total of 2,129 in 1958. 

Tire minimum admission requirement is high 
school graduation. A total of 589 schools (97%) 
admit students directly out of high school, 14 
schools (2%) require one year of college, 5 schools, 
(1%) require two years of college, and one school 
accepts only registered nurses. 

The length of training in 446 (73%) is 24 months, 
12months in 100 (17%), 18 months in 32 (5%) and 
varies from 13-48 months in 4%. Seven schools offer 
two courses of 12 or 24 months’ duration. Tuition 
is required by 213 (35%) and 465 pay students a 
stipend. Collegiate affiliations have been established 
by 194 (32%) of approved schools. Students should 
apply directly to the radiologist-director of an ap¬ 
proved school. Lists of approved schools are avail¬ 
able from the Council on request. 

Applications for approval of schools of x-ray 
technology should be submitted to the Council on 
Medical Education and Hospitals of the Ameriean 
Medical Association, 535 N. Dearborn Street, Chi¬ 
cago 10. Inquiries regarding registration of quali¬ 
fied ■X-ray teclmicians should be addressed to the 
American Registry of X-Ray Technicians, Metropoli¬ 
tan Building, Minneapolis 1, Minn. 


NATIONAL ACADEMY OF SCIENCES- 
NATIONAL RESEARCH COUNCIL 
STUDY OF POSTDOCTORAL 
FELLOWSHIPS 

Postdocforal feUoivships in the medical sciences 
form an important part of medical education. The 
Division of Medical Sciences of the National 
Academy of Sciences—National Research Council 
have completed a survey of such fellowship pro¬ 
grams and their impact on medical education. Dr. 
Arthur S. Cain Jr., the director of this study, has 
provided an analysis of the final report of the survey, 
for inclusion in this report on Medical Education 
in the United States and Canada. 

A national survey of postdoctoral fellowships in 
the medical sciences has been completed by the 
Medical Fellowship Board of the National Academy 
of Sciences—National Research Council. The final 
report of the survey is in the process of preparation 
and should be available soon. The purpose was to 
study the impact of fellowships on medical educa¬ 
tion and research and especially to weigh the ap¬ 
propriateness of current fellowship programs against 
the implications of recent scientific developments 
and the needs of academic medicine. Conducted 
largely by questionnaire, the survey involved some 
19,000 physicians and non-physicians who, as past, 
present, or potential fellows, faculty members and 
investigators, could provide the necessary informa¬ 
tion and opinions. Some preliminary information 
from the survey was included in "Medical Educa¬ 
tion in the United States and Canada 1957-1958.” 

As a result of data and conclusions from the sur¬ 
vey, the Medical Fellowship Board has recommend¬ 
ed termination of its traditional program of Na¬ 
tional Research Council Fellowships in the Medical 
Sciences, a program with which it pioneered al¬ 
most forty years ago. At the same time, based upon 
its appraisal of the influences now dominating 
medical education, the Board has proposed a new 
fellowship program, planned specifically in the 
interests of academic medicine. 

That postdoctoral fellowships play an important 
role in the education of medical scientists is under¬ 
lined by the fact that more than 4,500 Doctors of 
Medicine and Doctors of Philosophy in medical 
sciences accepted fellowships between 1946 and 
1958, under the major national programs alone to 
continue their studies and extend their abiliHes 
The number of physicians applying for postdoctoral 
fellowship awards under these programs for the 
year 1956-1957 was equal to approximately 10% 
of the number of physicians graduating from medi¬ 
cal schools annually in recent years. Doctors of 
Philosophy seeking these fellowships in the same 
year were equal in number to about half of the cur 
rent annual production of Ph.D.’s in the medical 
sciences. 
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Moreover, the survey indicates that fellowships 
have a potential role far beyond tliat which is being 
realized under the present fellowship system. Re¬ 
cent medical graduates indicated a real dissatisfac¬ 
tion witli the breadth and depth of their basic scien¬ 
tific backgrounds. Some 40% of 1958 interns and 
residents in university hospitals want opportunities 
to eliminate their scientific deficiencies in the physi¬ 
cal and biological sciences through postdoctoral 
programs of a kind that could best be provided by 
fellowships. Sixtj'-five per cent of the interns and 
residents regarded more and better training in 
scientific investigation as essential to their future 
careers, regardless of the nature of those careers. 

The programs of twenU'-two agencies awarding 
postdoctoral fellowships in national competition 
were selected for inclusion in the survey. The 4,500 
persons who received fellowships from these agen¬ 
cies over the 12-year period 1946-1958 were con¬ 
sulted. Because of ambiguity in the fellowship 
concept, it was necessary' to define very carefully 
the pattern of the fellowships to be studied. The 
terms "fellow” and "fellowship” may be used to 
indicate a wide variety' of situations, ranging from 
assistantships, apprenticeships, research associa¬ 
tions, and salary subsidies for part-time teaching, 
to honors and financial awards to senior scientists 
for support of their research and leaves for sab¬ 
batical study. The Medical Fellowship Board se¬ 
lected for inclusion in the survey those programs 
that have a direct influence on the development of 
medical scientists, and that conform in general to 
a common pattern. To be eligible for one of these 
fellowships, the candidate must have received a 
Doctor’s degree in medicine or in one of the medi¬ 
cal sciences. Essentially full-time application to re¬ 
search and study in a fundamental science of medi¬ 
cine is stipulated. Awards are made for periods of 
at least.=six>montlrs^;-usuall:j^ Tor -u -year on more:*-- - - - 

In the' cpurse .of-the sruvey,< threeTrends-in.M^edir; ' -,. 
caf research-and-education,' and their, consequeiices, ■ ■ 
ha^'e-held'the'attenti 0 n of-the*BbardrThe'inereasmg‘ ' ■ - 
significance of these trends; together with informa¬ 
tion coming from the survey, led. the. Board, to the 
conclusion that its forty-year program of traditional 
fellowships" had accomplrshed' its purpose- and- 
should.be. replaced by a more appropriate program, 
recognizing the trends and meeting the developing 
needs of academic medicine. 

1. The traditional and sometimes artificial bound¬ 
aries between the “Basic” sciences and between 
the preeJinical and clinical sciences are fading. 
Tliis process is accelerated as determined indi¬ 
viduals gain competence in the concepts and tech¬ 
niques of hitherto unrelated scientific disciplines 
and bring this competence to bear in their own 
special fields of interest. Such scientists are as yet 
few in number, but they suggest a prototype for 
development consistent with the trend. Recognizing 


tliis increasing interdependence of disciplines, some 
of the medical schools already are experimenting 
xvith departmental reorganization and teaching from 
an inter-disciplinary point of view. 

2. The pattern and character of clinical research 
are undergoing rapid and dynamic changes. The 
best trained clinical scientists are engaging in re¬ 
search on an unprecedented scale, and financial 
support for their efforts now is abundantly avail¬ 
able. “Clinical” research has shifted to include 
investigations of the fundamental scientific explana¬ 
tions of clinical phenomena. Developments in basic 
science and their potential for clinical medicine 
make new demands of clinical investigators and 
especially of teachers. The clinical scientist must 
prepare himself according to a new pattern if he is 
to meet effectively the challenges offered. If he is 
to play a part in clinical academic medicine, he 
must become a truly competent physician as well, 
and the survey indicates that the clinically oriented 
investigator will not yield on this point. As investi¬ 
gators, physicians and teachers, scientists of this 
kind can help span the gap between “basic” and 
“clinical” research. These three roles, equally de¬ 
veloped, should ensure the early application to the 
patient of the impressive advances in fundamental 
sciences. A new opportunity and a new responsi¬ 
bility thus exist for clinically competent medical 
scientists. 

These responsibilities and opportunities e.\ist 
equally for the medical scientist in nonclinical fields. 
Tire influence of basic sciences on medicine, and 
medicine’s dependence upon them, is so complex 
that the basic scientist faces a new relationship 
with the clinician in academic medicine. 

3. A steady attrition in faculty members oriented 
primarily to the full range of university-medical 
school obligations is developing in academic de¬ 
partments. ’The;-unprecedented.'e.xpansiqn.v,o&^™’C'*‘ ‘ 
cial - resources ■for' the: suppDrT-.-oferinBdital'-iEsfeSreh'' - 
has. led. frequently- td ;tha'Su.bQtdinafi.eii--«ki^Hn^*^‘^'': 
academic responsibilities to" extfamurally-^prcd ‘ _ 
preoccupation with research. Many faculty mem¬ 
bers today are lodged in academic halls hut look 
outside their institutions for financial support. 
Some find if desirable not to engage at all in aca¬ 
demic careers. If continued, tlris trend must 
necessarily lead to weakening of the new research 
structure itself, through failure to replace the 
academic deficit created by this attrition. The in¬ 
spiration, education, and training of his scientific 
successors must keep pace with the scientists re¬ 
search activities; it must not be relegated to a 
secondary or casual position. 

The wisdom of the vast expansion of support of 
medical research in recent years is not questioned. 

It is the lack of balance, the rigidity and excesses 
of the present system, with its dangers to academic 
medicine, that is disturbing. 
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The Roarcl in proposinj' its new fellowship pro¬ 
gram suggests a qualitative reorientation of the 
pattern for the seienlific development of fellows. 
Fello\v.sl)ii)s should influenec the young seientists 
to appreciate the opportnnity, indeed the privilege, 
of meeting the other major responsibilities of 
academic life in addition to research, although not 
at the expense of research. The new proposal in- 
chitlcs a plan for est.ahli.shing the fellow nltimately 
in an appropriate academic position in an effort to 
restore the halance which has been npset by the 
depletion of academic faculties. 

The very gcncrons support of the John and Mary 
R. Markle Foundation, which also made the sm vey 
possible, and of the Donner Foundation, is provid¬ 
ing the Medical Fellowship board with an oppor¬ 
tunity to experiment u'ifli its new fellowsliip pro¬ 
posal through the conduct of a small pilot program. 
The first fellows apjiointcd under the experiment 
are at work, and additional appointments will be 
made during the present academic year. It is hoped 
that the program will be open for general applica¬ 
tions in the very near future. Meanwhile, through 
this opportunity to experiment, a precise format 
will be established. 

The new fellow.ships, prrwisionally dc.signatcd 
“National Re.search FeIlow.ships in Academic Medi¬ 
cine”, iiavc these characteristics and qualifications: 

1. They arc offered to young medical scientists 
who have special aptitude and interest in careers 
in academic medicine. 

2 . Preparation for the assumption of the major 
responsibilities of university faculty mcmbor.ship is 
emphasized. The fellow must prepare for leadership 
in the advancement of scientific knowledge through 
imaginative and well-conceived research. Of at least 
equal importance, he must make of himself a com¬ 
petent instructor, able to interpret cumulative 
scientific experience and theory to the students who 
will be his academic, scientific and professional 

successors. 

3. In planning to meet these responsibilities, the 
fellow should recognize the inci'easing interde¬ 
pendence of the scientific disciplines, the fading of 
boundaries which have tended to restrict the in¬ 
terests of medical scientists to one or another of 
the traditional disciplines. During his fellowship 
period, he should equip himself to draw upon and 
use the concepts and techniques of those fields of 
science (e. g., biology, chemistry, physics and 
mathematics) which have special pertinence to 
teaching and research in his own area of interest. 

4. The National Research Fellowships in Aca¬ 
demic Medicine are offered in two categories: 

(fl) One category is open to holders of doctorates 
in medicine, or in biology, chemistry, physics, math¬ 
ematics and related scientific fields with special 
qualifications for, and interest in, productive careers 
in hash science departments of the medical schools. 


(/;) The second category is open to holders of 
doctor’s degrees in medicine who have superior 
clinical training as well as special qualifications for, 
and interest in, productive careers in clinical de¬ 
partments of the medical schools. 

In both categories applicants’ programs will be 
weighed especially for their appropriateness, in the 
long-range x'iew, for careers in the academic depart¬ 
ment and scientific area of their interests. 

5. Fellowships in both categories will consist of 
two phases: A “preparatory” phase of approximately 
two years, and an “academic” phase of approximate¬ 
ly three years. 

’The “preparatory” period will be devoted to 
nonclinical scientific study including formal course 
work wherever necessary. Such studies will be 
planned on an individual basis, determined by the 
area in which the fellow will make his career, and 
dictated by the trends which influenced the Board 
to establish the new program. A definitive program 
for the development of competence as a competent 
instructor and original investigator will be included 
in the program. 

In the “academic” phase of three years, the Medi¬ 
cal Fellou’ship Board and a cooperating university 
will participate in supporting the fellow in a regular 
academic position. At this point, the fellow will 
begin to assume the full responsibilities of academic 
life. The opportunities and program proposed for 
this phase will be reviewed by the Board with the 
participating university, the fellow, and his advisors, 
for its appropriateness to the objectives of academic 
institutions and the interests of the candidate. 

6 . These fellowships are intended for the young 
scientist who is mature and who shows insight and 
conviction as to his future plans. His ability and 
determination to chart a course of preparation con¬ 
sistent with his long-range interests and the de¬ 
veloping trends in academic medicine will weigh 
iicavily in the selection process. These fellowships 
are not appropriate for medical scientists who are 
seeking general educational opportunities and who 
are not yet certain of the precise nature of their 
career ambitions. Fellowships comparable to the 
traditional program of the Academy-Research 
Council now e.xist in several modifications under the 
competent direction of many agencies. These pro¬ 
vide e.xcellent opportunities for young scientists 
while they are discovering their interests and 
crystallizing their future plans. 

The Medical Fellowship Board and the Division 
of Medical Sciences recognize the difficulties they 
face in establishing the new program on the basis 
of these proposals. However, the e.xperience gained 
thus far in the e.xperiment and the insight, co¬ 
operation, and enthusiasm demonstrated by candi¬ 
dates and medical educators alike, justify the hope 
that their highest e,xpectations will Ire realized. 
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THE NATIONAL SCIENCE FOUNDATION 

The following rdsiime of the activities of the 
National Science Foundation, in so far as they are 
related to medicine through grants for basic re¬ 
search in the medical sciences, grants for short-term 
medical research, conferences and symposia sup¬ 
ported by the foundation, and fellowships for study 
at the graduate and postdoctoral level, has been 
submitted by the Public Information Office of the 
Foundation. 

The National Science Foundation, an agency of 
the federal go\’eminent, was established by Con¬ 
gress in 1950 “to promote the progress of science; 
to advance the national health, prosperity, and 
welfare; to secure the national defense; and for 
other purposes.” The foundation carries out its 
mission by supporting basic research in the sci¬ 
ences, programs for improving science education, 
conferences and symposia on special aspects of 
science, studies of manpower supply and demand, 
programs for making scientific information more 
readily available, and the compilation of data on 
the national effort in scientific research and devel¬ 
opment. 

Table 47.—NSF Support of Activities (Research and 
Conferences) of Interest to Medical Profession 

Fiscal Year 19o3 Fiscal Year 19:i9 

_ - A ■ 

Xo. Amt.,$ Xo. Amt., $ 

Basic medical research grants. 2l 550.000 122 3,391,250 

Short-term research l>y 

medical students... 17 193,200 30 304,000 

Conferences and symposia on 

subjects of medical interest. 1 20,000 1 25,000 

Of particular interest to the medical profession 
are the foundation’s grants for basic research in the 
medical sciences, grants for short-term medical 
research, and fellowships for study at the graduate 
and postdoctoral level (table 47). 


Medical school students constitute one of tlie 
largest sources, relatively untapped, of medical 
research scientists. The medical curriculum is essen¬ 
tially instructional, offering little, if any, opportu¬ 
nity for students to pursue research and become 
familiar with its methods or challenges. The foun¬ 
dation seeks to introduce medical students to the 
techniques of basic research by means of its grants 
to medical schools for the support of short-term 
research by students during free-quarter periods. 
Without interfering witli the medical curriculum, 
the program provides opportunities for carefully 
selected students to determine their interest in and 
aptitude for research. Student research is conducted 
under the supervision of qualified members of the 
medical school staff. 

In 1956, the foundation began this program 
experimentally. In the three years of its operation, 
the program has expanded considerably and now 
includes 63 medical schools in the nation. A total 
of $847,250 has been granted for this purpose. 

Conferences and Symposia 

The conferences and symposia supported by the 
foundation provide excellent opportunity for the 
interchange of information and ideas among e.v- 
perienced investigators, as well as an opportunity 
for younger investigators to meet and obtain infor¬ 
mation and advice from some of the world’s fore¬ 
most scientists. Approximately 25 such conferences 
are supported each year. In FY 1959 there was one 
such conference of special interest to those in the 
medical profession and one in 1958 (table 47). 

Additional information on the support of re¬ 
search grants in the medical sciences may be ob¬ 
tained from the Division of Biological and Medical 
Sciences, National Science Foundation, Washing¬ 
ton 25, D. C. 


Basic Research 

Grants are made to help competent scientists 
conduct basic research in the sciences, principally 
at universities and colleges. Normally, proposals 
are originated by the scientist and are endorsed 
and submitted by his institution. Basic research is 
supported in the mathematical, physical, medical, 
biological, engineering and other sciences, includ¬ 
ing to a limited extent, the social sciences. In fiscal 
year 1959 the congressional appropriation to the 
foundation for the support of basic research was 
about $40,000,000. Appro.ximately $20,000,000 was 
e.xpended in support of the life sciences. 

Short-Term Medical Research 

In an effort to increase the number of scientists 
qualified to perform basic research in medical fields, 
Ae foundation sponsors a program designed to 
encourage medical school students to pursue ca¬ 
reers in research. 


Fellowships 

The Fellowship Programs of the foundation are 
designed to strengthen the nation’s scientific poten¬ 
tial by providing support for advanced training w 
the sciences directed toward the development of 
highly qualified scientists and for further study in 
the sciences directed toward increasing the com¬ 
petence of college science teachers. 

Fellowships are offered for graduate study in the 
physical, medical, biological, and engineering sci¬ 
ences; anthropology and psj'chology (excluding 
clinical); certain interdisciplinary fields, and in 
selected social science fields (in all except Science 
Faculty Fellowship program). These fellowships 
are limited by law to citizens of the United States. 
A fellow may study under his award at any accred¬ 
ited nonprofit American or nonprofit foreign institu¬ 
tion of higher education. 

Awards are not made to individuals to pursue a 
course of study designed to prepare them for ca¬ 
reers in medical practice or other clinical fields, 
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nor for support of rcsicloncy Iraining or siniilar work 
leading to qualification in a clinical field. Applica¬ 
tions arc accepted, however, from students who 
intend to obtain advanced training in one of the 
medical sciences directed toward a career in re¬ 
search. An individual who holds a degree such as 
M.D., D.D.S., or D.V.M. and desires to continue 
training for a career in research is eligible to apply 
for a postdoctoral award provided he can present 
an acceptable plan for study and research. 

Six fellowship programs arc offered—the grad¬ 
uate, cooperative graduate, summer fellowships for 
graduate teaching assistants, postdoctoral, senior 
postdoctoral, and science faculty. The graduate 
program is open to students studying for masters 
or doctoral degrees in science. The three prcdoc- 
toral levels, first-year, intermediate-year, and termi¬ 
nal-year, carry base stipends of $1,800, $2,200, 
respectively, with allowances for travel and de¬ 
pendents. Approximately 1,100 graduate fellow¬ 
ships were offered during 1959. The cooperative 
graduate program was initiated in fiscal year 1959 
and differs from the older graduate program in 
certain operational aspects. A stipend of $2,200 is 
associated with these awards. Approximately 1,050 
awards were offered in 1959. The graduate teaching 
assistants program, introduced in fiscal year 1959, 
offered support during the summer months in 1959 
to 580 students. 

The postdoctoral program is available to those 
who hax'e earned a doctoral degree or have had 
research training and experience equis'alent to that 
represented by sucb a degree. The stipend is $4,500 
with allowances for tras'el and dependents. These 
awards are made semiannually, and 194 were 
offered in 1959. 

The objective of the senior postdoctoral program 
is to provide senior, established scientists an oppor¬ 
tunity' to increase their competence as investigators 
in their own or related fields. These scientists 
should have held their doctoral degree for a mini¬ 
mum of five years. A salary-matching stipend is 
awarded, up to a maximum of $12,000. Approxi¬ 
mately 75 such fellowships are awarded each year. 

To increase the effectiveness of the teaching of 
college science teachers, the foundation awards 
annually science faculty fellowships to teachers 
with three years college teaching experience and 
plan to continue teaching. A salary-matching sti¬ 
pend is given up to a maximum of $12,000; 302 
such fellowships were offered in 1959. 

During fiscal year 1959, 50 fellowships were 
awarded in the medical sciences. There were 11 
graduate, 10 cooperative graduate, 6 teaching as¬ 
sistants, 10 regular postdoctoral, 4 senior postdoc¬ 
toral, and 9 science faculty fellowships. In addition, 
114 were offered awards in biochemistry, 20 in 
biophysics, 30 in general biology, 57 in genetics, 
42 in microbiology and 210 in zoology. These are 
die classifications of the applicants themselves. 


Additional information on the various fellow- 
.ship programs of the National Science Foundation 
may be obtained from the Fellowships Section, Di¬ 
vision of Scientific Personnel and Education, Na¬ 
tional Science Foundation, Washington 25, D. C. 

EDUCATIONAL VALUES OF THE GRANTS 
AND TRAINING AWARDS PROGRAMS OF 
THE UNITED STATES PUBLIC 
HEALTH SERVICE 

Because of their rapid growth since 1945 and 
their contribution and impact on undergraduate 
medical education, graduate education and train¬ 
ing, and on the research activities and potentials 
of medical schools, any current report on Medical 
Edticnfion in the United States would be incom- 
plefe without presentation of the Educational Val¬ 
ues of the Grants and Training Awards Programs 
of the United States Public Health Service. The 
following information reviewing the current status 
of these programs was prepared and submitted by 
the Public Health Service, United States Depart¬ 
ment of Health, Education, and Welfare. 

Several programs of the United States Public 
Health Service are of interest to the field of medical 
education. The programs of grants and training 
awards in the medical and related sciences help 
add to the nation’s supply of trained personnel in 
the life sciences. These programs are of several 
types: (1) research fellowships, (2) training grants 
and traineeships, (3) research grants, and (4) health 
research facilities construction grants. In addition, 
the Public Health Service administers traineeship 
programs for professional nurses and public health 
personnel. Finally, the Service conducts a number 
of intramural training programs in its oxvn hospitals 
and research centers. 

The research grants and awards programs are 
administered through the Public Health Service’s 
principal research bureau, the National Institutes 
of Health. Although research is conducted at the 
NIH laboratories in Bethesda, Md., by far tlie major 
portion of the annual appropriations—some two- 
thirds this year—help support research studies and 
training in nonfederal institutions. In fiscal year 
1959, grants for these purposes amounted to 200 
million dollars, about 50% of which supported ac¬ 
tivities in the medical schools. 

A wide range of medical and biological investi¬ 
gations and of training activities is aided by the 
Institutes: National Cancer Institute, National 
Heart Institute, National Institute of Allergy and 
Infectious Diseases, National Institute of Arthritis 
and Metabolic Diseases, National Institute of Dental 
Research, National Institute of Mental Health and 
National Institute of Neurological Diseases' and 
Blindness. In addition, the NIH’s Division of Gen¬ 
eral Medical Sciences administers a program of 
grants for training and research studies not falling 
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within tlie categories of the seven Institutes. The 
Division of Research Grants provides central re¬ 
view and processing for all the grants programs of 
the National Institutes of Health, has important 
functions ^vith regard to research fellowship pro¬ 
grams, and administers grants for the construction 
of health research facilities. 

Nine national advisory councils, established by 
law and composed of nonfederal leaders in medical 
science, education, and public affairs, review all 
grant applications within their respective areas and 
recommend action to the surgeon general of the 
Public Health Service. The councils are assisted by 
nearly 40 study sections—panels of outstanding 
specialists, mostly nonfederal—who provide initial 
review of research project applications for scientific 
merit. In addition to these specific functions, the 
councils and study sections, as well as various spe¬ 
cial committees and review groups, contribute over¬ 
all guidance to the research grant and training 
activities. 

In fiscal year 1959, approximately 8,500 people 
in nearly 400 schools and research centers were 
aided through the training grants and fellowships 
programs. In the same year, an estimated 9,250 
research projects were supported through grants 
totaling about $142,000,000. These grants provide 
indirect educational and teaching values. 

These, and other kinds of Public Health Service 
programs of interest to medical education through 
both direct and indirect educational relationships, 
are presented in tlie following brief summaries. 
(Further information may be obtained from tlie 
Division of Research Grants, National Institutes of 
Health, Bethesda 14, Md.) 

Research Fellowships 

Research fellowships are intended to increase the 
number of scientists qualified to carry on inde¬ 
pendent research. Seven types of fellowships are 
presently available; 

1. Predoctoral research fellowships are awarded 
to students with a bachelor’s degree or equivalent, 
for the pursuit of graduate research training in the 
fields related to the health sciences. Stipend rates 
are $1,800, $2,000, and $2,200 for the first, second, 
and third years, respectively. Allowances for de¬ 
pendents, travel, and tuition are added to the 
stipend. An allowance of $250 may be paid to the 
sponsoring institution to defray unusual e.xpenses. 

2. Postdoctoral research fellowships are awarded 
to qualified persons holding a Doctor’s degree in 
medicine, dentistry', or related fields. Stipend rates 
are $4,500, $5,000, and $5,500 for the first, second, 
and third years, respectively. Allowances for de¬ 
pendents, tuition, and travel are added to the 
stipend. 

3. Special research fellowships are awarded to 
qualified candidates who have demonstrated un¬ 
usual competence in research or who require spe¬ 


cialized research training. The stipend, including 
necessary allowances, is determined at the time of 
the award. 

4. Student part-time research fellowship grants 
are awarded to schools of medicine, dentisby', nurs¬ 
ing, and public health. The awards are designed to 
give students in the health sciences an opportunity 
to explore the research field in the hope that many 
of those supported will enter into full or part-time 
research careers. Units of $600 are provided for 
part-time research work during the school term or 
full-time research work for two months during any 
time when curriculum work is not scheduled for 
the student. 

5. Senior research fellowship grants are awarded 
to schools of medicine, dentistry, and public health 
in support of competent scientists who wish to 
conduct research and teaching in the preclinicai 
sciences. These fellowships provide support be¬ 
tween the completion of postdoctoral trainmg and 
the time of eligibility for appointment to perma¬ 
nent or higher academic posts. The awards are 
made for five-y'ear periods, are renewable, and 
provide for salary plus partial research expenses 
not exceeding $2,000. Senior research fellows may 
also apply for additional support for their research 
needs. t 

6 . Post-sophomore research fellowship grants are 
awarded to schools of medicine and dentistry for 
support of students who wish to obtain research 
training prior to completion of their professional 
degrees. Participants must be willing to drop out of 
regular courses for one, two, or three years. The 
stipend is set by the school in amounts not to 
exceed $3,200 annually. Allowances for dependents 
and tuition are added to the stipend. A special 
allowance of $250 may be paid to the sponsoring 
institution to defray unusual expenses. 

7. Foreign research fellowships are awarded to a 
limited number of scientists who wish to study in 
United States laboratories. Tire purpose of the 
program is to provide an opportunity to strengthen 
medical research by mutual exchange of research 
methods, scientific philosophy, and cultural values. 
Nominations are made by respective national re¬ 
search organizations in each western European 
country. Candidates must have (a) completed a 
doctoral degree in one of the medical , or related 
sciences and demonstrated proficiency in research, 
(b) made satisfactory arrangements with the labora¬ 
tory in the United States where training will be 
obtained, and (c) acquired a workable reading and 
speaking knowledge of the English language. Scien¬ 
tists will be brought to the United States on an 
exchange visitor’s visa, which requires return to tlie 
homeland for a period of at least two years at the 
end of the training period. The basic stipend is 
$4,500 per year. Dependency, travel, and certain 
other allowances are added to the stipend. 
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Training Grant.s mrcl Trainccsliips 

Training grant.s are intended to augment the 
nation’s supply of qualified scientific investigators 
by assisting in the establishment, expansion, and 
improvement of training and instnictional programs 
in universities and other institutions. Aid to the 
institution is provided by grants in two general 
classes—undergraduate and graduate. 

1. Undergraduate training grants are awarded to 
schools of medicine, dentistry, nursing, and public 
health to assist in developing expanded and better 
integrated undergraduate instruction relating to the 
prer’ention, diagnosis, and treatment of cancer, 
mentiil illness, and cardiovascular diseases. It is the 
responsibility of the institution to determine the 
most appropriate use of the funds. 

2 . Graduate training grants are awarded by all the 
Institutes and by the Dh-ision of General \Iedical 
Sciences to public and prix’ate nonprofit institutions 
interested in providing special training for research¬ 
ers, teachers, and prospective practitioners inter¬ 
ested in public service. Funds may be used to 
improve facilities and to prox’ide salaries for facultx' 
and staff, stipends for trainees and necessary sup¬ 
plies and materials. 

Special new training grants programs are being 
established also in fields of special need through 
the Dixision of General Medical Sciences and 
other NIH units. For information on these pro¬ 
grams, WTite either to the Dix'ision of General 
Medical Sciences, NIH, or to the Associate Director 
for Training, NIH. 

Traineeship awards are inttmded to increase the 
number of investigators by encouraging advanced 
training in specialized lueas of medical research. 
Examples of interest are the neurological diseases, 
ophthalmolog)' and sensors^ diseases, diagnosis and 
treatment of cancer, and arthritis, diabetes, and 
other metabolic diseases. 

Regular or special traineeships are awarded di¬ 
rectly to American citizens and to aliens who have 
signed a Declaration of Intent. A doctoral degree 
in health fields, including related biological and 
behavioral sciences, is also a prerequisite. Trainee- 
ships are available through the National Cancer 
Institute, the National Institute of Arthritis and 
Metabolic Diseases, imd the National Institute of 
Neurological Diseases and Blindness. The National 
Heart Institute and the National Institute of 
Mental Health provide traineeships under training 
grants awarded to institutions for this purpose. 

The regular traineeship award carries a stipend 
level that begins at $3,800 per year (with the excep¬ 
tion of the National Institute of Arthritis and 
Metabolic Diseases traineeships, wliich start at 
$4,500) and includes dependency allowances and 
certain travel allowances. No allowances are made 
for tuition or supplies. 


Special traineeships are awarded by the National 
Institute of Neurological Diseases and Blindness 
and the National Institute of Arthritis and Meta¬ 
bolic Diseases in varying amounts to qualified 
individuals who possess unusual competence for 
training or who require specialized training for a 
specific problem. Tire trainee may study at the 
institution of his choice. The stipend is determined 
by the cost of training and by the particular quali¬ 
fications of the applicant; it ranges between $6,500 
and $17,500. 

Public Health and Professional Nurse Traineeships 

The public health traineeship program of the 
Public Health Service supports graduate and spe¬ 
cialized public health training for indivdduals who 
have completed their basic professional education 
and plan employment in the field of public health. 
Awards are made directly by the Public Health 
Service, by schools of public health, and by nursing 
schools that prepare graduate nurses for beginning 
positions in public health. These traineeships are 
awarded to physicians and to members of other 
professions who engage in public health work, such 
as dentists, veterinarians, nurses, sanitary' engi¬ 
neers, health educators, sanitarians, nutritionists, 
and others. The traineeships include paxrment of 
stipends, tuition and fees, and certain fravel ex¬ 
penses. About 650 traineeships are awarded each 
year, appro.ximately half of which support public 
health training for nurses. 

A limited number of similar traineeships are 
available to professional personnel who are or plan 
to be engaged in the prevention and abatement of 
community air pollution. These traineeships sup¬ 
port specialized training related to the effects, 
extent, assessment or control of air pollution. 

Applications for public health or air pollution 
traineeships may be obtained from any of tlie 
regional offices of the Public Health Serx'ice or 
from the Chief, Division of the General Health 
Services, Bureau of State Serx'ices, Public Health 
Service, Washington 25, D. C. 

Another Public Health Service program prox'ides 
traineesliips for professional nurses who are inter¬ 
ested in teaching, superx'isory, and administrative 
positions. Stipends of $2,400 to $3,600 plus tuition 
certain travel fees, and dependency allowances of 
$360 are available through schools of nursin<T, This 
program is administered by the Division of Nursing 
Resources, Bureau of Medical Services. ° 

Research Grants 

Research grants are made to universities, medical 
schools, hospitals, laboratories, and other public or 
private institutions and to individuals for support 
of research in health, medicine, and allied fields 
The major objectives are: to e.xpand medical and 
biological research in scientific institutions through¬ 
out the cormtry, and to stimulate new investigations 



234/1S62 


MEDICAL EDUCATION 


J.A.M.A., Nov. 14, 1959 


in fields needing exploration. The program also 
provides training, indirectly, for the scientific per¬ 
sonnel engaged in the research work. The funds 
provide for salaries, equipment, supplies, travel, 
overhead, and certain other expenses. 

Each institute makes grants for research within 
its area of interest, and a general NIH appropria¬ 
tion supports studies outside the scope of the seven 
Institutes. 

Tliis year there will be some 9,250 research grants 
awards in every part of the country. Some 5,000 or 
so professional papers will be published by re¬ 
search grantees in a wide varietj^ of journals as a 
result of this work. 

Field investigation grants, awarded by tlie Na¬ 
tional Cancer Institute, support developmental re¬ 
search, community studies, and surveys that will 
contribute to the jjrevention, control, diagnosis, 
and treatment of cancer in the general population. 

The Public Health Service also administers grants 
for special research projects. Among these are 
investigations of the health aspects of air and water 
pollution, projects for the development and utiliza¬ 
tion of hospital facilities and resources, and studies 
to improve ninsing education and service. The 
projects are administered by the Division of Gen¬ 
eral Medical Sciences, NIH, for the sponsoring di¬ 
visions in the Bureau of State Services (the Division 
of Sanitary Engineering Services and the Division 
of General Health Services) and in the Bureau of 
Medical Services (the Division of Hospital and 
Medical Facilities and tlie Division of Nursing 
Resources). 

Health Research Facilities Grants 

Under the Health Research Facilities Act of 
1956, the Congress authorized a program to assist 
in the construction of laboratories and other facili¬ 
ties for tire conduct of health research. The pro¬ 
gram provides grants-in-aid on a matching basis 
to public and private nonprofit institutions. The 
amount of federal funds awarded may not exceed 
50% of the total costs of the research portion of the 
facility, and tire remaining sum must be provided 
from nonfederal sources. Each year since 1956, the 
sum of $30,000,000 has been appropriated for tliis 
program, and several hundred awards have been 
made to institutions in all parts of the country. As 
a result, many new research facilities are now in 
operation that would not otherwise have been made 
possible. 

Training for Public Health Service Careers 

The Public Healtlr Serruce, in its widespread and 
diversified programs, offers many career opportuni¬ 
ties to competent physicians. Training is provided 
in various areas of medicine, including patient care, 
clinical research, basic laboratory' research, epi¬ 
demiology, preventive medicine, quarantine duty, 
foreign service, and public health administration. 


Most of the Service’s physicians are officers in the 
Commissioned Corps, which has served this coun¬ 
try with distinction since 1873. A young physician 
or medical student may enter the Corps (1) through 
the Commissioned Officer Student Training and 
Extern Program (COSTEP), (2) as an intern upon 
graduation from medical school, and (3) as a medi¬ 
cal officer after nonservice internship. 

Clinical assignments are available in most of the 
Service’s 16 general and special hospitals and in 
many of its 56 hospitals for American Indians and 
Alaskan natives. Postgraduate medical education in 
the teaching hospitals is conducted by chiefs of 
service (who are certified or eligible for certification 
by their specialty boards), with the assistance of 
well-qualified personnel and outstanding consult¬ 
ants from local hospitals and medical schools. Ap¬ 
proved internships are also offered in dentistry, 
dietetics, and pharmacy. 

Rotating internships consisting of assignments 
planned to round out a young physician’s education 
are available in the Service’s hospitals at Baltimore, 
New Orleans, New York, Norfolk, San Francisco, 
Seattle, and Boston. The schedule provides four 
montlis of medicine, four of surgery, two of pedi¬ 
atrics, and two of obstetrics. Mixed internships, 
available at the Public Health Service hospital in 
Boston, provide six months of medicine and six of 
surgery. 

In addition to the usual educational require¬ 
ments, the applicant for appointment as a medic^ 
intern must: (1) be in good healtli, (2) be an Ameri¬ 
can citizen, and (3) submit an application for a 
reserve commission in the Public Health Service. 
Those who have satisfactorily completed the year s 
internship may apply for continuing assignment 
with the Service. They are eligible to take the 
examination for appointment in tlie regular corps. 

In addition to the internships. Public Health 
Service hospitals offer approved residency training 
in the following specialties: surgery, general prac¬ 
tice, internal medicine, orthopedics, urology, anes¬ 
thesiology, dermatology' and syphilology, ophthal¬ 
mology and otolaryngology, pathology, radiology, 
and psychiatry'. The National Institutes of Healths 
Clinical Center, a 500-bed research hospital at 
Bethesda, Md., offers residency training in internal 
medicine, neurology, ophthalmology, pathology, 
psychiatry, and radiology. Residents are usually 
selected from the Commissioned Corps. 

Through the Commissioned Officer Residency' 
Deferment (CORD) program. Public Health Service 
offers qualified physicians tlie opportunity to obtain 
deferment from the military service under the Uni¬ 
versal Military' Training and Service Act. Physicians 
are commissioned in the Reserve Corps of Public 
Health Service and deferred from active duty to 
obtain residency training in essential specialty’ 
fields. After completion of training, participants 
must serve tlieir obligatory time with Public Healm 
Service. No additional military service is require 
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The program known as COSTT^P )iro\’icles cm- 
ploymcnl for a limited number of medieal anti 
dental students during tbe vaeation months for duly 
at Public Health Service hospitals, veseavch lahora- 
torics, and other facilities. Airpointments arc olfered 
to students who will ha\'e completed their sopho¬ 
more year of profc.ssional edneation hy July ] and 
are interested in becoming resert e oiriccrs in the 
Commissioned Corps. 

Information concerning cmplo\’ment in the Pub¬ 
lic Health Service may he obtained from the Sur¬ 
geon General, United States Public Health Service 
(P) W'ashington 25, D. C. 

Visiting Scientist Program 

The visiting scientist program is a (lexihle ar¬ 
rangement for inviting outstanding American and 
foreign scientists to utilize the laboratory and clini¬ 
cal research resources of the National Institutes of 
Health, Two classes of apyiointmeirt are as'ailahlc— 
“visiting scientist” and “research associate in the 
Usiting scientist program.” Participants must have 
a doctoral degree or the eqnix'alcnt background, at 
least six years of postgraduate experience, and ex¬ 
ceptional ability in a specific research problem. The 
salary’ range is from $5,400 to $12,600 a x'ear. The 
purpose of the program is to increase the utility of 
tlie National Institutes of Health as a national 
resource and to strengthen interrelations with the 
broader scientific community. 

Conferences and Seminars 

To eneourage early and adequate exchange of 
information among investigators, numerous confer¬ 
ences, seminars, and symposiums arc supported in 
connection with the grants and ti-aining programs. 
Many of the meetings are initiated and spionsored 
by die advisory study sections of the Dix'ision of 
Research Grants. 

In addition, the Institutes and Divisions, sepa¬ 
rately or as a whole, present lectures, seminars, and 
clinical conferences. Frequently there is active 
participation by faculty members of universities 
and medical schools, staffs of other research centers 
and Public Health Service hospitals, phy’sicians in 
private practice, and other leaders in the medical 
sciences. 

CONTRIBUTIONS OF THE OFFICE OF 
VOCATIONAL REHABILITATION TO 
MEDICAL EDUCATION AND 
RESEARCH 

Since 2954 the Office of Vocational Rehabilita¬ 
tion, under authority of the Vocational Rehabilita¬ 
tion Act, has offered direct and indirect aid of five 
types to medical education and research. The fol¬ 
lowing summary of various grant programs admin¬ 
istered by the Office of Vocational Rehabilitation 
which have an impact on medical education has 
been prepared by its administrative staff for the 
Education Number of The Journal. 


The Office of Vocational Rehabilitation, Depart¬ 
ment of Health, Education, and Welfare, offers 
direct and indirect aid to medical edneation. Direct 
aid is available in the form of long-term teaching 
grants and short-term course or institute grants to 
the schools. Less direct but significant support is 
provided through research grants, research fellow¬ 
ships, and traineeships. These five types of aid, 
made possible under authority' of the Vocational 
Rehabilitation Act of 1954, may be summarized as 
follows; 

1. Teaching grants assist medical schools in ini¬ 
tiating, expanding, or improving teaching in the 
rehabilitation phases of medicine. Tbe number of 
medical schools receiving teaching grants has in¬ 
creased from 6 in 1956 to 25 during the 1958-1959 
academic year. Av’eraging from $15,000 to $25,000, 
the grants are intended to provide part of the costs 
of the teaching program. Generally, they cover the 
salary of a faculty member coordinating the pro¬ 
gram, payment for the part-time services of sup¬ 
porting staff, and the purchase of instructional 
equipment or materials. The duration of these 
grants is one year with prox'ision for reapplication 
by the institution for continued support. 

2. Grants are made for institutes or short-term 
training courses designed to stimulate interest in 
rehabilitation or to increase tlie specialized knowl¬ 
edge of rehabilitation philosophy and methods. In 
1958-1959, courses were conducted in geriatric re¬ 
habilitation, neuromuscular facilitation techniques, 
esophageal speech, aphasia, and rehabilitation in 
surgical conditions. One course was held for phy¬ 
sicians working as medical consultants in state 
vocational rehabilitation agencies on administrative 
problems encountered in such consultation, and 
others are planned for the future. In 1958-1959, 
courses in prosthetics and orthotics reached over 
1,000 physicians and surgeons, physical and occu¬ 
pational therapists, prosthetists, orthotists, and per¬ 
sonnel from State vocational rehabilitation agencies. 
Since 1954, courses in rehabilitation of the upper 
or lower extremity amputee and in functional 
bracing of the upper extremities have reached 
about 3,400 phy'sicians and associated personnel. 

3. Traineeship grants in medicine serve the pur¬ 
pose of increasing the nation’s supply of qualified 
physiatrists. They were given during the past aca¬ 
demic year to 30 institutions offering approved 
residency programs in physical medicine. From 
this source the institutions, in turn, awarded trainee- 
ships to individual physicians. The number of phy¬ 
sicians receiving this type of support has increased 
from four on July 1 , 1955, to 105 on June 30, I 959 
In these four years traineeship assistance has in¬ 
creased from about $287,500 in 1956 to over $739 
000 in 1959. 

Office of Vocational Rehabilitation funds have 
also been used in several institutions to provide 
part-time training in rehabilitation for residents in 
internal medicine, orthopedics, urology,' neuroloav 
neurosurgery, and psychiatry. 



236/1564 


MEDICAL EDUCATION 


J.A.M.A., Nov. 14, 1959 


4. Research and demonstration grants are avail¬ 
able for tlie partial support of projects aimed at 
developing more effective methods and techniques 
for the vocational rehabilitation of disabled per¬ 
sons. The grants are recommended for approval by 
the I National Advisory Council on Vocah'onal Re¬ 
habilitation which is composed of medical, educa¬ 
tional, and scientific members who are established 
authorities in fields concerned with vocational re¬ 
habilitation. Sponsors of research and demonstra¬ 
tion projects must pay part of the total cost of the 
project, but there is no specific matching require¬ 
ment. It is expected, however, tliat contiact author¬ 
ity nnll become available permitting pa}'ment of 
the full cost of selected projects. 

Projects are being encouraged in the following 
categories: (o) studies designed to determine physi¬ 
ological changes which occur during treatment and 
retraining in physical rehabilitation; (b) the devel¬ 
opment of new and improved diagnostic tech¬ 
niques; (c) investigations to elucidate the dynamics 
of individual and group motivation as a factor in 
success or failure of phvsical medicine procedures; 
and (f?) projects for developing quantitative meth¬ 
ods for evaluating Rmctional capacities of disabled 
individuals. 

As the Research and Demonstration Grant Pro¬ 
gram has developed, an increasing number of proj¬ 
ects are being caiTied on by medical schools, hos¬ 
pitals, and medically oriented organizations. In 
addition, many projects sponsored by other types of 
agencies are under medical superv'ision. 

5. Research fellowships ma)' be awarded to assist 
qualified candidates to pursue advance training for 
research or to undertake a research project which 
holds promise of advancing knowledge of the vo¬ 
cational rehabilitation of di:;abled persons. Three 

• tx’pes-of- fellmvships -are*-awrilablec'predoetmal,*.-• 
postdoetoi'al,* and siredah -Tlte-awards. are,made-on,- 

. an annual basis and ai'e subject’to' a. limitation of 
two years.- ‘ ' 

The programs of the Office of Vocational Re¬ 
habilitation in aid to medical education are based 
on long-standing practices of co-operation with 
state and local agencies and educational institu¬ 
tions. National advisors' committees pTav a major 
role in tlie administration of the office’s educational 
grants program. These committees, composed of 
leaders in the educational, research, and adminis¬ 
trative phases of the various rehabilitation dis¬ 
ciplines, have helped to formulate the policies and 
basic principles which govern the grant programs 
for medical education. Academic freedom for the 
institutions and individu-als receiving grants is a 
primary' consideration. The intent of Congress, the 
recommendations of the advisory' committees, and 
the traditions and e.xperience of the Office of Voca¬ 
tional Rehabilitation provide maximum safeguards 
for that freedom. In carry-ing out the over-all pro¬ 
gram, every' effort is made to insure tlie uidest 


distribution of funds, taking into consideration the 
number and quality' of the projects and the a\’ail- 
able resources. 

MEDICAL EDUCATION FOR 
NATIONAL DEFENSE 

The following information on the status of Medi¬ 
cal Education for National Defense, current to Jiihj 
1, 195S, was submitted bij the office of the nnfionfll 
coordinator of the program. 

The Medical Education for National Defense 
(MEND) program is at present active in 55 medical 
schools in the United States, and 15 additional 
schools have been selected for affiliation effective 
Oct. 1, 1959. Requests for affiliation have consistent¬ 
ly' been in excess of the program’s ability to expand, 
and a waiting list for affiliation is maintained. 

The 55 schools now taking part in the program 
are Albert Einstein, Baylor, Boston University, 
Bowman Gray, Buffalo, California (San Francisco), 
UCLA, Cincinnati, Colorado, Columbia, Cornell, 
Creighton, Duke, Emory', Georgetown, George 
Washington, Howard, Illinois, Indiana, Iowa, Kan¬ 
sas, Louisiana State, Louisville, Marquette, Maiy'- 
land. College of Medical Evangelists, Meharry, 
Miami, h'lichigan, Mississippi, Nebraska, State Uni¬ 
versity' of New York (Syracuse), NYU, North 
Carolina, Northwestern, Ohio State, Oklahoma, 
Pennsylvania, Pittsburgh, Puerto Rico, Rochester, 
Stritch, Temple, Texas (Galveston), Tc.xas (South¬ 
western), Tufts, Tulane, Vanderbilt, Vermont, 
Medical College of Virginia, University of Virginia, 
Washington Univer.sily (St. Louis), University of 
Washington (Seattle), IVestern Reserve and V'is- 
consin. 

The schools which ha\'e been selected for affilia¬ 
tion effective Oct. 1, 1959, arc Albany, Arkansas, 
Uhiversity'i' of ' Chicago, Halmemann,. Jefferson,-- 
Minnesota; ‘Jilissouri,- New' York- Medical-College,- 
South-. Dakota^ Southeni .California,-.-Tennessee, 
Utah, Wayne State, West Virgini-a,. .and-Womans. 

Medical College, of Pennsx'h'ania.. 

MEND is a function of the Committee on MEND 
of the Association of American Medical Colleges; 
it is endorsed by its parent organization, by the 
American-Medical Association Council on-Medical 
Education and Hospitals and the Council on Na¬ 
tional Defense, and by medical officials of the De¬ 
partment of Defense, Army', Navy, Air Force, Public 
Health Service, Atomic Energy Commission, and 
the Office of Civil and Defense Mobilization. 

The purpose of the program is to encourage the 
teaching of militiwy' and disaster medicine by regu¬ 
lar faculty members of the nation’s medical schools. 
The emphasis throughout is on medical, rather than 
military', aspects. Nothing is mandatory'; each 
faculty is free to reject any' part of the program 
which it may' deem inconsistent with the local 
principles of medical education. Through successun 
operation of the h'lEND program, the problem of 
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national preparedness in medical education can be 
solved by interested faculty members on a local 
basis and under local control rather than tbrougb 
such methods as the establishment of a federal 
medical school or through direct federal interven¬ 
tion in curricular content. 

Every year MEND sponsors a scries of symposia, 
wliicli are conducted by federal medical personnel 
for the benefit of faculty members of medical 
schools. During 1958-59, five symposia were held. 
Their topics, the agencies conducting them and 
their locations were: "Infections Disease Problems,” 
Walter Reed Army Institute of Research, Wash¬ 
ington, D. C.; "Medical Operations and Research in 
Climatic and Ens’ironmcntal Extremes,” U. S. Naval 
Medical School, Rethesda, Md.; “Resemch and 
Development in Ardation and Space Medicine,” 
USAF Aero Medical Laboratory, Wright-Patterson 
.-Vir Force Base, Dayton, Ohio; “Nutrition under 
Wartime or Disaster Conditions,” U. S. Army Medi¬ 
cal Rese.arch and Nutidtion Laboratory, Denver, 
Colo.; and "Radiation Health Problems," Division 
of Radiological Health, Public Healtli Service, 
Washington, D. C. An Average of 85 medical school 
facultj' members attended each of the symposia. 
Ever)' year MEND also conducts an Orientation 
Tour for deans and MEND coordinators of schools 
newly affiliated with the program. The tour is de¬ 
signed to introduce them to current medical re¬ 
search, practices, and facilities in the federal 
sers’ices. 

Activities at the 55 schools ha\’e included special 
lectures, conferences, and demonstrations in the 
following subjects; surgery' of trauma, wound bal¬ 
listics, war wounds, radiobiology, defense measures 
against chemical and biological w'arfare, aviation 
medicine, management of mass casualties, civil de¬ 
fense responsibilities of the medical profession, in¬ 
fectious disease problems in disaster conditions, and 
others. Several large-scale exercises have been con¬ 
ducted by the schools in cooperation with local 
civil defense authorities, using the 200-bed em¬ 
ergency hospitals provided by OCDM. 

The office of the national coordinator of MEND 
is located in the Bureau of Medicine and Surgery, 
Department of the Navy, Potomac Annex, Wash¬ 
ington 25, D. C. 

NATIONAL DEFENSE AND 
MEDICAL EDUCATION 

SELECTIVE SERVICE SYSTEM 

The following information, current as of July 1, 
1959, has been submitted by the Selective Service 
System National Headquarlers. 

The responsibility for primary classification of 
registrants rests xvith Selective Service local boards. 
If a person or his employer (college, medical school. 
Or hospital) has requested his deferment and he 
mas been classified as available for military service, 
me person or his employer may', within 10 days of 
Ole mailing of the notice of classification, file an 


appeal. The appeal will be reviewed ordinarily by 
the appeal board having jurisdiction where the 
registrant’s local board is located, but it may be 
transferred for review to the appeal board having 
jurisdiction in the area wliere tlie registrant is 
worhing or attending college if this is requested in 
writing when the appeal is made. If the state ap¬ 
peal board .should sustain the classification, the 
registrant or his employer may, if there is a dis¬ 
senting vote in the appeal board, file a written 
request w'ith the local board to have the decision 
appealed to the President. If there is no dissenting 
vote, the state or national director of Selective 
Service may appeal the case to the President. 

The Undergraduate College Student Certificate 
(SSS form 109) will be used for undergraduate 
students entering institutions of higher learning. 
The Graduate or Healing Arts College Student 
Certificate (SSS form 103) will be used for post¬ 
graduate students entering medical school in fur¬ 
nishing the Selective Service local boards with 
information regarding registrants who are enrolled 
as students in these institutions. These forms should 
be submitted to the local boards by the educational 
institution on request of the registrant. However, 
the mere filing of such a form does not constitute 
a req[uest for occupational deferment, since, in 
order to establish the right of appeal as an inter¬ 
ested party', a written request from the college or 
employer for occupational deferment must accom¬ 
pany the form. The registrant has the right of 
appeal if exercised in the prescribed 10 days. He 
may make his appeal informally in w'riting. 

Eligibility for Consideration for Deferment 

The law empow'ers the President to provide for 
the deferment of any person whose deferment is 
equitable and in the national interest. Furtliermorc, 
it is the sense of Congress that provision should be 
made for the annual deferment from training and 
service of premedical, predental, and allied pre¬ 
professional students in numbers equal to those at 
present (1950) in attendance at colleges and univer¬ 
sities as outlined in the general student deferment 
program. 

Sections 1622:15 and 1622:25 of the Selective 
Service Regulations specify the conditions under 
which students pursuing programs of higher educa¬ 
tion may be considered for deferment. Within these 
specified requirements, students of the healing arts 
are considered for deferment in the same manner 
as students pursuing other undergraduate or grad¬ 
uate courses at colleges, universities, and similar 
schools. 

Any student not previously deferred w'ho is pur¬ 
suing a full-time course of study is entitled to a 
single period of statutory deferment, class 1-S 
until the end of the academic y'ear. Such deferment 
does not preclude tire possibility of later deferment 
in class 2-S. Students w'hose activity in study', re¬ 
search, medical, or otlier endeavors is found neces¬ 
sary' to maintenance of the national health, safety' 
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or interest may be deferred in class 2-S until com¬ 
pletion of their college training, provided they 
maintain satisfactory scholastic records. A student 
who is deferred for study extends his liability for 
military training and service up to his 35th birthday 
instead of his 26th, as prescribed for registrants 
who have never enjoyed a deferment. 

In selecting a student for deferment in class 2-S, 
the Selective Service local boards may, at their 
discretion, be guided either by the score made by 
the student on the Selective Service College Quali¬ 
fication Test or by his record of academic perform¬ 
ance. The college qualification test is given for the 
Selective Service System by the Science Research 
Associates, Inc., of Chicago. At present, in order to 
be eligible for deferment on the basis of this test, 
an undergraduate student must make a score of 70 
Or more. SSS Form 108 has been prescribed for 
furnishing to the local board the score made on this 
test. This score is confidential and may be divulged 
by the local board only to the registrant or to one 
holding his written consent. 

To qualify for deferment on the basis of aca¬ 
demic performance, the nonprofessional student 
must have maintained tlie following standing 
among the male members of his class; freshman 
year, upper one-half; sophomore year, upper two- 
thirds; and junior year, upper three-fourthST- A 
student accepted for admission to medical school 
after July 1, 1951, for the class next commencing 
may be deferred, provided that, during his last 
full-time year at college or university, he was 
ranked among the upper one-half of the male mem¬ 
bers of his class or had a score of 70 or more on 
the Selective Service College Qualification Test. 

A student accepted for admission by a graduate 
school after July 1, 1951, as a full-time student for 
the class next commencing may be deferred pro¬ 
vided that, in his last full-time academic year in a 
college or university, he achieved a scholarship 
standing among the upper one-fourth of the male 
members of his class or scored 80 or more on the 
qualification test and provided that the graduate 
school certifies that he is meeting the degree re¬ 
quirements. Decisions concerning deferment of 
American students enrolled in foreign universities, 
including medical students, are the responsibility 
of the local boards. The local board may accept or 
reject any claims or evidence presented for defer¬ 
ment. 

Status of Interns and Residents 

The Selective Service System has always recom¬ 
mended the deferment of graduates of medicine to 
complete one year of internship training. Selective 
Service has stated that men, to be given favorable 
consideration for deferment to complete a resi¬ 
dency or more than one year of internship, should 
be absolutely essential to the operation or main¬ 
tenance of the hospitals where they are employed 
or that they be among those selected by the As¬ 
sistant Secretary' of Defense, Health and Medical, 


to participate in the Armed Forces Reserve Medical 
Officer Commissioning and Residency Considera¬ 
tion Program or by the Surgeon General of the 
United States Public Health Service and recom¬ 
mended for specialty training necessary in the staff¬ 
ing of hospitals of the Armed Forces or the United 
States Public Health Service. The Selective Service 
System is of the opinion that there is a sufficient 
number of young physicians who have satisfied 
their military liability or who are physically dis¬ 
qualified for military service to satisfy the require¬ 
ments of the hospitals for residents and to provide 
for specialty training for civilian needs. 

The Director of the Selective Service System has 
agreed to recommend to the Selective Service local 
boards the deferment of the men selected by the 
Department of Defense and by the United States 
Public Health Service, the latter not to exceed 300 
as an over-all total for the Public Health Service. It 
is expected that these programs may be continued 
from year to year dependent upon the needs. 

All young physicians participating in these pro¬ 
grams must be commissioned in a Reserve com¬ 
ponent of the Armed Forces or the Public Health 
Service and agree to serve two years active duty 
following the completion of such training. The re¬ 
quest for deferment is to pass from the individual 
to the Department of Defense, attention of the 
Assistant Secretary of Defense, Health and Medi¬ 
cal, or the Surgeon General of the United States 
Public Health Service. Then, if recommended, it 
will be forwarded through national headquarters 
of the Selective Service System to the respective 
local boards of that system. 

Those graduates of medicine who accept a com¬ 
mission in the medical corps reserve of an armed 
force will not be used, according to present Selec¬ 
tive Service policy, to fill a regular call; therefore, 
such young men who are accepted in the Armed 
Forces Reserve Medical Officer Commissioning and 
Residency Consideration Program and who accept 
reserve commissions will be classified by their 
Selective Service local boards in a class indicating 
that they are members of the reserve forces. Should 
it become necessary for the Department of De¬ 
fense to place with Selective Service a special call 
for doctors of medicine, such inen will then be 
given consideration for deferment from active duty 
for such period of time necessary to complete their 
training. 

A young physician who has established himselt 
in a community where he has been found by his 
local board essential. to the maintenance of an 
adequate medical service in that community may be 
deferred by his Selective Service local board or 
such a physician may be deferred for teaching, 
research, or Public Health work when these are 
considered by the local board to be essential in 
the national interest. 

For the academic year 1958-1959, the Public 
Health Service has arranged certain research grants 
for students who have completed two years m 
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medicine. These grants will he fnr one year, and 
the deferment of these special men will be re¬ 
quested by the individual registrant and recom¬ 
mended by the surgeon general, United States 
Public Ileallh Service. 

Status of Faculty Members 

No policy has been announced by the Selective 
Service System on the granting of deferment to 
faculty memlrers, c.vccpt that teachers of medicine 
ba\'e i)ccn mentioned in a Selccti\'e Ser\’ice Oper¬ 
ations Bulletin as being in a critical occupation to 
which local boards .should gi\’c special con.sider- 
ation. It has been recommended that as a general 
policy, essential members of the medical, dental, 
and veterinary faculties be held in tbeir teaching 
positions until such time as replacements are found. 
Tliis recommendation applies especially to persons 
in the basic science departments. This policy is not 
a blanket recommcnclation for deferment from 
militiiiy service for all teachers. Part-time teachers, 
who devote only a small portion of their time to 
teaching, will be expected to enter the military' 
services. The President is also directed to establish 
a national advisory' committee to advise the Selec- 
tix’e Service System and to assist state and local 
advisory boards in selecting the needed medical, 
dental, and allied personnel. 

Expiration of the “Doctor-Draft” Law 

The August, 1957, issue (vol. 7, no. 8) of Selec¬ 
tive Service carried a statement regarding the ex¬ 
piration of the “Doctor-Draft” law and the new 
legislative provisions for “Specialists’ Service.” Be¬ 
cause of its importance from the standpoint of 
medical education as well as its implication in medi¬ 
cal practice, this statement is presented in full in 
the following paragraphs. 

“Doctor-Draft” Law Expires; New Legislation 
Provides for Speeialisls’ Service 

Amendments to the Universal Military Training 
and Service Act, as amended, adopted in June, 1957, 
replace the former “Doctor-Draft” law and provide 
for meeting the requirements of the armed forces 
for medical, dental, and allied specialists until 
June 1,1959. Under the new amendments only those 
specialists who are otherwise liable as regular regis¬ 
trants are subject to induction under the Selective 
Service law. 

The old “Doctor-Draft” law under which medical, 
dental, and allied specialists had been liable since 
1950 expired July 1, 1957. It had placed liability 
for service on older doctors, dentists, and allied 
specialists, at one time up to the age of 51. 

One of the principal effects of the new amend¬ 
ments to the basic Selective Service Law is to limit 
liability of doctors, dentists, and allied specialists 
to age 35 for those deferred on or after June 19, 
1951, and to age 26 for others. Public Law 85-62, ^ 
which amends the basic Selective Service Law 
with respect to these specialists, was signed b)' die 


President on June 27, 1957. By placing medical, 
dental, and allied specialists under the same pro¬ 
visions of law and regulations as other registrants 
with respect to the upper limit of the age of lia¬ 
bility, the 1957 amendments relieve from liability 
under the Universal Military Training and Service 
Act, as amended, any such specialist over the age of 
32 on the date the amendments became effective— 
July 1, 1957. This is true because in order to have 
acquired extended liability under the June 19, 1951, 
amendments, a registrant not only must have been 
deferred on or after that date but also must not 
have attained the 26th anniversary of his birth by 
that date. Any man u'ho was 26 on June 19, 1951, 
would, on July 1, 1957, have been 32 years old. 

The amendments in addition provide that; 

1. No person in the medical, dental, and allied 
specialist categories shall be inducted if he applies 
for an appointment as a reserve officer and is or 
has been rejected for such an appointment on the 
sole ground of physical disqualification. 

2. The President may order to active duty for 
not more than 24 consecutive months any member 
of a reserve component who is such a specialist, 
who is under 35, and who has not performed at least 
one year of active dut)' in the armed forces. 

3. Any such person called or ordered to active 
duty from a reserve component of the armed forces, 
and who serves on active duty as a specialist for 
12 months or more, shall on release from active 
duty or within six months be given an opportunity 
to resign the commission unless he is otherwise 
obligated to serve in active training and service in 
the armed forces or in training in a reserve com¬ 
ponent by law or contract. 

4. Any physician or dentist qualified for a reserve 
commission shall, so long as need for his services 
exists, be given an opportunity to volunteer for 
active duty of not less than 24 months. 

5. The President may prescribe rules.and regula¬ 
tions for the selection or induction of persons by age 
group or groups and for the selection and induction 
of persons qualified in needed medical, dental, or 
allied specialist categories pursuant to requisitions 
submitted by the Secretary of Defense. 

6 . Qualified specialist aliens liable for induction 
shall not be held ineligible for appointment as com¬ 
missioned officers solely on the grounds that such 
alien specialists are not citizens or have not de¬ 
clared their intention of becoming citizens. 

7. Any qualified person who is liable for induc¬ 
tion or who is ordered to active duty as a member 
of a reserve component as a physician, or a dentist 
or in an allied specialist category, shall be ap¬ 
pointed, reappointed, or promoted to such grade or 
rank as may be commensurate with his professional 
education, experience, or ability provided that any 
person in a needed medical, dental, or allied 
specialist category who fails to qualify for, or who 
does not accept a commission, or whose commis¬ 
sion has been terminated, may be used in his 
professional capacity in an enlisted grade. 
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8. Periods of active duty performed by such 
specialists in student programs prior to receipt of 
appropriate professional degree or in intern train¬ 
ing shall not be counted toward establishing the 
qualification of such specialists for classification as 
a veteran exempt from liability for training and 
service. 

9. It is the sense of Congress that the President 
provide for deferment of optometry' students and 
premedical, preosteopathic, preveterinary, preop- 
tometr>% and predental students in numbers at least 
equal to the numbers of such male students now 
studying in colleges and universities. 

10. Public Law 62, 85tli Congress, amending the 
Universal Military Training and Service Act, as 
amended, to provide service liability for persons in 
medical, dental and allied specialist categories, 
expired July 1, 1959, and was reenacted by Public 
Law 86-4, 86th Congress, and expires July 1, 1963. 

With the expiration of the requirement for special 
registration of medical, dental, and allied special¬ 
ists, such specialists under the amendments of June 
27, 1957, should notify their local boards within 
10 days of the attainment of degrees in these fields. 

ARMY, NAVY, AND AIR FORCE 
PROCUREMENT PROGRAMS 

The folloiving information summarizing the 
Army, Navy, and Air Force procurement programs 
has been submitted by the office of the Assistant 
Secretary of Defense (Health and Medical), current 
to June 26, 1958. It has been prepared so as to 
present a general portrayal of current procurement 
programs in the medical branches of the armed 
services insofar as they concern undergraduate and 
graduate medical education. 

ARMY 

Early Commissioning Program 
for Medical Students 

Medical students may apply for commissions in 
the grade of second lieutenant. Medical Service 
Corps, Army Reserve, while attending medical 
school. Students participating in this program will 
be obligated to accept superseding appointments 
in the grade of first lieutenant. Medical Corps, Army 
Reserve, on graduation and, in accordance with the 
needs of the active Army, may be required to serve 
on active dufy for a period of two years on com¬ 
pletion of internship. Persons appointed under this 
program are assigned to Ready Reserve Units in 
appropriate medical corps vacancies in TOE and 
TD troop program units, USAR Schools, and USAR 
Control Groups (Annual Training). 

Every effort will be made to place officers com¬ 
missioned under this program on active duty on 
a date desired by them; however, no assurance can 
be given that they will be ordered to active duty 
at a particular time, since such action is contingent 
on programmed requirements of the active Army. 


J.A.M.A., Nov. I< 

f 

Participation in this program will nqf 
increase the active service liability or o^ 
the participant. However, participant' 
quired to certify to their understar 
pointment prior to attaining agr 
obligation for active participatin’ 
training unless excused unde’ 
scribed by the Secretary of the 

Clinical Clerkship Tr 

Participants in the Clinicai * 

Program will be medical studeni. 
more-junior and/or junior-senior levti, 
hold appointments in the Medical Corps, . 
Reserve, as lieutenants, or will be commissiouL 
in sufficient time to participate in the program. A 
limited number may also participate in the program 
as “student employees” under Civil Service. Stu¬ 
dents in Army Reserve status who are selected for 
this clinical clerkship must volunteer to perform not 
more than 60 days of active duty for training, in¬ 
cluding travel. Students who are assigned to a USAR 
Control Group (annual training) and are selected 
for the clerkship will fulfill their annual require¬ 
ment for active Reserve participation by performing 
the above period of active duty for training. The 
students who are assigned to a TOE or TD Reserve 
Unit, or a USAR School will perform this training 
“in lieu of’ the annual unit training (summer 
camp) requirement with their imit. 

The program wiU consist of approximately eight 
weeks of instruction at Army teaching hospitals, 
which n-ill be devoted to military medicine md 
other military instruction, and the remaining time 
xvill be divided into two equal periods, one em¬ 
bracing internal medicine and its subspecialties, ffie 
other surgery and its subspecialties. A preventive 
medicine program will also be available and will 
include one week of general orientation in military 
organizations, its functions and procedures, fol¬ 
lowed by detailed observation and assistance in a 
comprehensive preventive medicine program. R^ 
search clerkships are also available in a limited 
number for selected individuals at several medical 
facilities. . 

The program commences on July 1 each year and 
is of 45-60 days duration. A student selected for a 
clerkship between his sophomore-junior year is not 
eligible to apply for the clerkship between his 
junior-senior year. 

Senior Medical Student Program 

Selected senior medical students will be com¬ 
missioned as second lieutenant. Medical Semce 
Corps, Army Reserve, and will be permittra o 
continue their studies in their respective schoos 
as officers on active duty with full pay and allow 
ances until they complete their academic requme 
• ’ ments for the degree of doctor of medieme, or 
until completion of the academic year in which en 
rolled at the time of entry on active duty, wmc ^ 
ever occurs earlier. On completion of their medica 
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education, seloctod students will be required to 
accept appointments in the griulc of first lieutenant. 
Medical Corps, Army Resers’e; tlu')’ must agree to 
p,irticipalc in flic Natioiml Intern Matching Pro¬ 
gram, Incorporated, and servo on aeti\’e' duty for 
tlircc years immediately following their civilian or 
milifar}' internship. This includes time, obligated 
under (he Universal Military Training and Service 
Act, if applicable. Participants who arc not matched 
for .an Ann\' internship will be released from active 
duh’ for one year to allow them to complete a 
Chilian internship, and they will then be recalled 
to active duty for three years at the end of the 12- 
montli period. 


Military Intern Program 

Selected graduates of approved medical schools 
will be cmniissioncd as first lieutenants. Medical 
Corps, Army Reserve, and will be ordered to active 
duh' for the purpose of completing a 12-month in¬ 
ternship in a military hospital. Indisiduals par¬ 
ticipating in the program will not incur obligatory’ 
serrice; however, those individuals who will be 
liable for military sers'ice under the prorision of 
any law will be required to serve that obligation im¬ 
mediately upon completion of their internships. 
Military interns will be encouraged to apply for 
Regular Army and residency training. 

Applicants must agree to participate in die offi¬ 
cial co-operative plan of internship appointments 
for first-year internships as conducted by the Na¬ 
tional Intern Matching Program, Incorporated. 


Military Resident Program 

The Military’ Resident Training Progimm is 
established for the purpose of providing the num¬ 
ber of specialists required to meet the needs of the 
Army for career Medical Corps officers. Residencies 
. are sponsored in both military' and civilian hospitals. 

Officers of the Regular Army Medical Corps and 
individuals who meet the appointment criteria for 
the Regular Army are eligible to compete for resi¬ 
dency’ training. Although appointment in the Regu¬ 
lar Army is not a requirement for appointment as 
a resident, the purpose of the program is to pror i e 
the Army with sufficient career personnel Iiavmg 
the required specialty training. Accordingly’, ^PP^ 
cants will be considered on the following pnonty 
basis: (1) Regular Army Medical Coq« officers, 
(2) Reserve Medical Corps officers on actue u ,, 
including interns who are concurrently app y mg 
for Regular Army appointment, (3) civi ban p ly si 
cians, including interns, who apply or 
Army appointment, and (4) all other app 

Inasmuch as the number of applications recei 
for participation in the Army residency progam ar 
e.\ceeds the number of appointments aval a 
sideration should be given to seeing a Rega m 
Army commission in order to estab is i a pr 
for consideration for the residency progam. Ap¬ 
pointment for the program ordinan y wi 


made more tlian one y’ear in ad^’imce, and appli¬ 
cations for Regular Anny in connection wth resi¬ 
dency training wll not be considered for appoint¬ 
ment in a grade higher than captain. IndiMduals 
selected for training who have not completed the 
appropriate Army’ Medical Service orientation 
course, or an equis'olent period of actn’e duty’ as a 
medical officer, as determined by’ the surgeon gen¬ 
eral in each case, will be required to undergo such 
training prior to entering residencies. Selections 
u’ili be made in November of each y’ear. Appoint¬ 
ments to fill remaining vacimcies will be made from 
applications as received. 

Indh'iduals placed in residencies in Army hospi¬ 
tals will be required to serve one y'ear on a duty’ 
status for each year of training recei'’ed. 

In the event training is not a\’ailable in Army’ 
hospitals on the ne.\t starting date after appro\’al of 
an application in a specialty’ that is critical to the 
needs of the Army’, an opportunity n’t!! be offered to 
applicants approved for Regular Army' to obtain 
such training-in a ciMlian hospital approved by the 
Council on Medical Education and Hospitals of 
the American Medical Association. Indis’iduals 
participating in the program in ciMlian hospitals 
imder this policy’ are required to sen'e on active 
duty for Rvo years for the first y'ear of training re¬ 
ceived and one year for each subsequent year. 

NANT 

The Ensign 1915 USNR Program 

After passage of the Selective Sen’ice Act of 
1940, many medical students who were obligated 
for military’ sen’ice by’ the Act indicated tlieir de¬ 
sire to affiliate witli the Na^’a! Resen’e in order to 
assure that tlieir period of active duty' would be 
with the Nax'y’s Medical Department. To make this 
possible and to provide deferment from active duty’ 
until graduation, the Ensign, Probationary’ (Med¬ 
ical) Program was established before the onset of 
World M^ar 11. The first appointments late in 1941 
were limited to third-year and fourth-year medical 
students attending class “A” (appro\'ed) medical 
schools. Witliin a few montlis, however, the program 
was e.\-panded to include first-y’ear and second-year 
medical students, and it has since come to be 
known as the Ensign 1915 Program. 

The qualifications for appointment as Ensizu, 
1915, are as follou’s: 

A. Sex: Men and "Women 

B. Age 

(1) Candidates with no prior military' service 
should be at least 19 and of such age that uryjn 
e.xpected-date of graduab'on, tbe\' will be under Si. 

The maximum age limit with prior active militarr 
serWee may be adjusted on a monib-to-mrjrsth hash, 
depending upon die number of months of seih't 
military’ sen’ice performed, but in no case to eund <■ 

36 months. Applications cannot he accepted 

y person ivho uil] have passed his or 
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8. Periods of active duty performed by such 
specialists in student programs prior to receipt of 
appropriate professional degree or in intern train¬ 
ing shall not be coimted toward establishing the 
qualification of such specialists for classification as 
a veteran exempt from liability for training and 
service. 

9. It is the sense of Congress that the President 
provide for deferment of optometry students and 
premedical, preosteopathic, preveterinary, preop¬ 
tometry, and predental students in numbers at least 
equal to the numbers of such male students now 
studying in colleges and universities. 

10. Public Law 62, 85tli Congress, amending the 
Universal Military Training and Service Act, as 
amended, to provide service liability for persons in 
medical, dental and allied specialist categories, 
expired July 1, 1959, and was reenacted by Public 
Law 86-4, 86th Congress, and expires July 1, 1963. 

With the expiration of the requirement for special 
registration of medical, dental, and allied special¬ 
ists, such specialists vmder the amendments of June 
27, 1957, should notify their local boards within 
10 days of the attainment of degrees in these fields. 

ARMY, NAVY, AND AIR FORCE 
PROCUREMENT PROGRAMS 

The following information summarizing the 
Army, Navy, and Air Force procurement programs 
has been submitted by the office of the Assistant 
Secretary of Defense (Health and Medical), current 
to June 26, 1958. It has been prepared so as to 
present a general portrayal of current procurement 
programs in the medical branches of the armed 
services insofar as they concern undergraduate and 
graduate medical education. 

ARMY 

Early Commissioning Program 
for Medical Students 

Medical students may apply for commissions in 
the grade of second lieutenant, Medical Service 
Corps, Army Reserve, while attending medical 
school. Students participating in this program will 
be obligated to accept superseding appointments 
in the grade of first lieutenant. Medical Corps, Army 
Reserve, on graduation and, in accordance with the 
needs of the active Army, may be required to serve 
on active duty' for a period of two years on com¬ 
pletion of internship. Persons appointed under this 
program are assigned to Ready ReseiA'e Units in 
appropriate medical corps vacancies in TOE and 
TD troop program units, USAR Schools, and USAR 
Control Groups (Annual Training). 

Every effort will be made to place officers com¬ 
missioned under this program on active duty on 
a date desired by them; however, no assurance can 
be given that they will be ordered to active duty 
at a particular time, since such action is contingent 
on programmed requirements of the active Army. 


Participation in tliis program will not in itself 
increase the active service liability or obligation of 
the participant. However, participants will he re¬ 
quired to certify to their understanding that ap¬ 
pointment prior to attaining age 26 incurs an 
obligation for active participation in the Reserve 
training unless excused under regulations pre¬ 
scribed by the Secretary of the Army. 

Clinical Clerkship Training Program 

Participants in the Clinical Clerkship Training 
Program will be medical students at the sopho¬ 
more-junior and/or junior-senior level, who now 
hold appointments in the Medical Corps, Army 
Reserve, as lieutenants, or will be commissioned 
in suflficient time to participate in the program. A 
limited number may also participate in the program 
as "student employees” under Civil Service. Stu¬ 
dents in Army Reserve status who are selected for 
this clinical clerkship must volunteer to perform not 
more than 60 days of active duty for training, in¬ 
cluding travel. Students who are assigned to a USAR 
Control Group (annual training) and are selected 
for the clerkship will fulfill their annual require¬ 
ment for active Reserve participation by performing 
the above period of active duty for training. The 
students who are assigned to a TOE or TD Reserve 
Unit, or a USAR School will perform this training 
"in lieu of’ the annual unit training (summer 
camp) requirement vvith their unit. 

The program will consist of approximately eight 
weeks of instruction at Army teaching hospitals, 
which \vill be devoted to military medicine and 
other military instruction, and the remaining time 
will be divided into two equal periods, one em¬ 
bracing internal medicine and its subspecialties, Ae 
other surgery' and its subspecialties. A preventive 
medicine program will also be available and will 
include one week of general orientation in military 
organizations, its functions and procedures, fol¬ 
lowed by detailed observation and assistance in a 
comprehensive preventive medicine program. R^ 
search clerkships are also available in a limited 
number for selected individuals at several medical 
facilities. 

The program commences on July 1 each year and 
is of 45-60 days duration. A student selected for a 
clerkship between his sophomore-junior year is not 
eligible to apply' for the clerkship between his 
junior-senior year. 

Senior Medical Student Program 

Selected senior medical students will be com¬ 
missioned as second lieutenant, Medical Semce 
Corps, Army Reserve, and will be permitted to 
continue their studies in their respective schoo s 
as officers on active duty with full pay and allow¬ 
ances until they complete their academic require¬ 
ments for the degree of doctor of medicine, or 
until completion of the academic year in which en¬ 
rolled at the time of entry on active duty, whic 
ever occurs earlier. On completion of their medica 
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education, selected students will he required to 
accept appointments in tlio grade of first lieutenant, 
Medical Corps, Army Reserve; they must agree to 
participate in the National Intern Matching Pro¬ 
gram, Incorporated, and serve on aetirc duty for 
three years immediately following tlu'ir cir ilian or 
military internship. This includes time obligated 
under the Universal Military Training and Serrice 
Act, if applicable. Participants who are not mafclieil 
for an Army internship will be released from .ictir e 
dutj' for one year to allow them to complete a 
civUian internship, and they will then be recalled 
to active duh' for three years at the end of the 12- 
nionth period. 

Military Intern Program 

Selected graduates of appros'od medical schools 
will be emmissioned as first lieutenants. Medical 
Corps, Army Reserve, and will be ordered to active 
duh' for the purpose of completing a 12-month in¬ 
ternship in a military hospital. Indix'iduals par¬ 
ticipating in the program will not inenr obligatory 
senice; however, those individuals who will be 
liable for military service under the pros ision of 
any lawm’ll be required to serve that obligation im¬ 
mediately upon completion of their internships. 
Militars’ interns will be encouraged to appK’ for 
Regular Army and residency training. 

Applicants must agree to participate in the ofii- 
cial co-operative plan of internship appointments 
for first-year internships as conducted by the Na¬ 
tional Intern Matching Program, Incorporated. 

Military Resident Program 

The Military Resident Training Program is 
established for the puqrose of providing the num¬ 
ber of specialists required to meet the needs of the 
Army for career Medical Corps officers. Residencies 
are sponsored in both military and civilian hospitals. 

Officers of the Regular Army Medical Corps and 
individuals who meet die appointment criteria for 
the Regular Army are eligible to compete for resi¬ 
dency training. Although appointment in the Regu¬ 
lar Army is not a requirement for appointment as 
a resident, the purpose of the program is to provide 
the Army with sufficient career personnel having 
the required specialty training. Accordingly, appli¬ 
cants will be considered on the following priority 
basis; (1) Regular Army Medical Corps officers, 
(2) Reserve Medical Corps officers on active duty, 
including interns who are concurrently applying 
for Regular Army appointment, (3) civilian physi¬ 
cians, including interns, who apply for Regular 
Army appointment, and (4) all other applicants. 

Inasmuch as the number of applications received 
for participation in the Army residency program far 
e.vceeds the number of appointments available, con¬ 
sideration should be given to seeking a Regular 
Army commission in order to establish a priority 
for consideration for die residency program. Ap¬ 
pointment for the program ordinarily will not be 


made more dian one year in advance, and appli¬ 
cations for Regular Army in connection with resi¬ 
dency training will not be considered for appoint¬ 
ment in a grade higher than captain. Indiidduals 
selected for training who have not completed the 
appropriate Army Medical Sendee orientation 
course, or an equivalent period of active duty as a 
medical officer, as determined by the surgeon gen¬ 
eral in each case, will be required to undergo such 
training prior to entering residencies. Selections 
will be made in November of each year. Appoint¬ 
ments to fill remaining vacancies will be made from 
applications as received. 

Indiidduals placed in residencies in Anny hospi¬ 
tals will be required to serve one year on a dut)' 
status for each year of training received. 

In the event training is not available in Army 
liospjtals on the next starting date after approval of 
an application in a specialty that is critical to the 
needs of the Army, an opportunity will be offered to 
applicants approved for Regular Army to obtain 
such training in a civilian hospital approved by the 
Council on Medical Education and Hospitals of 
the American Medical Association. Indivaduals 
participating in the program in cmlian hospitals 
under this policy are required to sen'e on actir^e 
duty for Uvo years for the fii'St year of training re¬ 
ceived and one year for each subsequent year. 

NA\^’ 

The Ensign 1915 USNR Program 

After passage of the Selective Service Act of 
1940, many medical students who were obligated 
for military' ser^^ce by the Act indicated their de¬ 
sire to affiliate with tlm Naval Reserve in order to 
assure that their period of active duty would be 
with the Naty's Medical Department. To make this 
possible and to provide deferment from active duty 
until graduation, the Ensign, Probationary (Med¬ 
ical) Program was established before the onset of 
World War 11. The first appointments late in 1941 
were limited to third-year and fourth-year medical 
students attending class “A” (approved) medical 
schools. Within a few months, however, the irrogram 
was e.xpanded to include first-year and second-year 
medical students, and it has since come to be 
knosvn as the Ensign 1915 Program. 

The qualifications for appointment as Ensign, 
1915, are as follows: 

A. Sex: Men and Women 

B. Age 

(1) Candidates with no prior military seix'ice 
should be at least 19 and of such age that upon 
e.\pected.date of graduation, they will be under 33. 
The ma.ximum age limit with prior active militaty 
senuce may be adjusted on a montli-to-month basis, 
depending upon tlie number of montlis of activ'e 
military service performed, but in no case to e.xceed 
36 months. Applications cannot be accepted from 
any person who will have passed his or her 36th 
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8. Periods of active duty performed by such 
specialists in student programs prior to receipt of 
appropriate professional degree or in intern train¬ 
ing shall not be counted toward establishing the 
qualification of such specialists for classification as 
a veteran exempt from liability for training and 
service. 

9. It is tlie sense of Congress that the President 
provide for deferment of optometry students and 
premedical, preosteopathic, preveterinary, preop¬ 
tometry, and predental students in numbers at least 
equal to the numbers of such male students now 
studying in colleges and universities. 

10. Public Law 62, 85th Congress, amending the 
Universal Military Training and Service Act, as 
amended, to provide service liability for persons in 
medical, dental and allied specialist categories, 
expired July 1, 1959, and was reenacted by Public 
Law 86-4, 86th Congress, and expires July 1, 1963. 

With the expiration of the requirement for special 
registration of medical, dental, and allied special¬ 
ists, such specialists under the amendments of June 
27, 1957, should notify their local boards within 
10 days of the attainment of degrees in these fields. 

ARMY, NAVY, AND AIR FORCE 
PROCUREMENT PROGRAMS 

The following information summarizing the 
Army, Navy, and Air Force procurement programs 
has been submitted by the office of the Assistant 
Secretary of Defense (Health and Medical), current 
to June 26, 1958. It has been prepared so as to 
present a general portrayal of current procurement 
programs in the medical branches of the armed 
services insofar as they concern undergraduate and 
graduate medical education. 

ARMY 

Early Commissioning Program 
for Medical Students 

Medical students may apply for commissions in 
the grade of second lieutenant. Medical Service 
Corps, Army Reserve, while attending medical 
school. Students participating in this program will 
be obligated to accept superseding appointments 
in the grade of first lieutenant. Medical Corps, Army 
Reserve, on graduation and, in accordance with the 
needs of the active Army, may be required to serve 
on active dut)' for a period of two years on com¬ 
pletion of internship. Persons appointed under this 
program are assigned to Ready Reserve Units in 
appropriate medical corps vacancies in TOE and 
TD troop program units, USAR Schools, and USAR 
Control Groups (Annual Training). 

Every effort will be made to place officers com¬ 
missioned under this program on active duty on 
a date desired by tliem; however, no assurance can 
be gir'en diat they will be ordered to active dutj' 
at a particular time, since such action is contingent 
on programmed requirements of the active Army. 


Participation in this program will not in itself 
increase the active service liability or obligation of 
the participant. However, participants will be re¬ 
quired to certify to their understanding that ap¬ 
pointment prior to attaining age 26 incurs an 
obligation for active participation in the Reserve 
training unless excused under regulations pre¬ 
scribed by the Secretary of the Army. 

Clinical Clerkship Training Program 

Participants in the Clinical Clerkship Training 
Program will be medical students at the sopho¬ 
more-junior and/or junior-senior level, who now 
hold appointments in tlie Medical Corps, Army 
Reserve, as lieutenants, or will be commissioned 
in sufficient time to participate in the program. A 
limited number may also participate in the program 
as “student employees” under Civil Service. Stu¬ 
dents in Army Reserve status who are selected for 
this clinical clerkship must volunteer to perform not 
more than 60 days of active duty for training, in¬ 
cluding travel. Students who are assigned to a USAR 
Control Group (annual training) and are selected 
for the clerkship will fulfill their annual require¬ 
ment for active Reserve participation by performing 
the above period of active duty for framing. The 
students who are assigned to a TOE or TD Reserve 
Unit, or a USAR School will perform this framing 
"in lieu of’ the annual unit training (summer 
camp) requirement with their unit. 

The program will consist of approximately eight 
weeks of instruction at Army teaching hospitals, 
which vvill be devoted to military medicine and 
other military instruction, and the remaining time 
will be divided into two equal periods, one em¬ 
bracing internal medicine and its subspecialties, the 
other surgery' and its subspecialties. A preventive 
medicine program will also be available and will 
include one week of general orientation in military 
organizations, its functions and procedures, fol¬ 
lowed by detailed observation and assistance in a 
comprehensive preventive medicine program. Re¬ 
search clerkships are also available in a limited 
number for selected individuals at several medical 
facilities. 

The program commences on July 1 each year and 
is of 45-60 days duration. A student selected for a 
clerkship between his sophomore-junior year is not 
eligible to apply' for tlie clerkship between his 
junior-senior year. 

Senior Medical Student Program 

Selected senior medical students will be com¬ 
missioned as second lieutenant. Medical Semce 
Corps, Army Reserve, and will be permitted to 
continue their studies in their respective schoo s 
as officers on active duty with full pay and allow¬ 
ances until they complete their academic require 
ments for the degree of doctor of medicine, or 
until completion of the academie year in which en 
’ rolled at the time of entry on active duty, wluc 
ever occurs earlier. On completion of their medica 
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education, selected students will be required to 
accept appointments in the grade of first lieutenant. 
Medical Corps, Army Reserve; they must agree to 
participate in the National Intern Matching Pro¬ 
gram, Incorporated, and serve on aetir e duty for 
three years immediately following their civilian or 
militar)’ internship. This includes time obligated 
under the Universal Military Training and Service 
Act, if applicable. Participants who arc not matched 
for an Army internship will be released from active 
duh’ for one year to allow them to complete a 
cmlian internship, and they will then be recalled 
to active duh' for three years at tlic end of the 12- 
month period. 

Militarj' Intern Program 

Selected graduates of appror’cd medical schools 
will be emmissioned as first lieutenants. Medical 
Coqrs, Army Reserve, and will be ordered to active 
duh' for the purpose of completing a 12-month in¬ 
ternship in a military hospital. Indi\’iduals par¬ 
ticipating in the program will not incur obligator)' 
ser\'ice; however, those individuals w’ho will be 
liable for militar)' ser\'ice under the prordsion of 
any law will be required to serve that obligation im¬ 
mediately upon completion of their internships. 
Militar)' interns will be encouraged to apply for 
Regular Army and residency training. 

Applicants must agree to participate in the offi¬ 
cial co-operative plan of internship appointments 
for first-year internships as conducted by the Na¬ 
tional Intern Matching Program, Incorporated. 

Military Resident Program 

The Military Resident Training Program is 
established for the purpose of proMding the num¬ 
ber of specialists required to meet the needs of the 
Army for career Medical Corps officers. Residencies 
are sponsored in both military and civilian hospitals. 

Officers of the Regular Army Medical Corps and 
individuals who meet tlie appointment criteria for 
the Regular Army are eligible to compete for resi¬ 
dency training. Although appointment in the Regu¬ 
lar Army is not a requirement for appointment as 
a resident, the purpose of the program is to provide 
the Army with sufficient career personnel having 
the required specialty training. Accordingly, appli¬ 
cants will be considered on the following priority 
basis: (1) Regular Army Medical Corps officers, 
(2) Reserve Medical Corps officers on active duty, 
including interns who are concurrently applying 
for Regular Army appointment, (3) civilian physi¬ 
cians, including interns, who apply for Regular 
Army appointment, and (4) all other applicants. 

Inasmuch as the number of applications received 
for participation in the Army residency program far 
e.xceeds the number of appointments available, con¬ 
sideration should be given to seeking a Regular 
Army commission in order to establish a priority 
for consideration for the residency program. Ap¬ 
pointment for the program ordinarily will not be 


made more than one year in advance, and appli¬ 
cations for Regular Army in connection with resi¬ 
dency training will not be considered for appoint¬ 
ment in a grade higher than captain. Individuals 
selected for training who have not completed the 
appropriate Army Medical Service orientation 
course, or an equivalent period of active duty as a 
medical officer, as determined by the surgeon gen¬ 
eral in each case, will be required to undergo such 
training prior to entering residencies. Selections 
will be made in November of each year. Appoint¬ 
ments to fill remaining vacancies will be made from 
applications as received. 

Individuals placed in residencies in Army hospi¬ 
tals will be required to serve one year on a dut)' 
status for each year of training received. 

In the event training is not available in Army 
hospitals on the next starting date after approval of 
an application in a specialty that is critical to the 
needs of the Army, an opportunity will be offered to 
applicants approved for Regular Army to obtain 
such training in a ciMlian hospital approved by the 
Council on Medical Education and Hospitals of 
the American Medical Association. Individuals 
participating in the program in civilian hospitals 
under this policy are required to serve on active 
duty for two years for the first year of training re¬ 
ceived and one year for each subsequent year. 

NA^'Y 

The Ensign 1915 USNR Program 

After passage of the Selective Serwee Act of 
1940, many medical students who were obligated 
for militar)' service by the Act indicated their de¬ 
sire to affiliate with the Naval Reserve in order to 
assure that tlieir period of active duty would be 
with the Nas'y’s Medical Department. To make this 
possible and to provide deferment from active duty 
until graduation, the Ensign, Probationar)' (Med¬ 
ical) Program was established before the onset of 
World War II. The first appointments late in 1941 
were limited to third-year and fourdi-year medical 
students attending class “A” (approved) medical 
schools. Within a few months, however, tlie program 
was e.xpanded to include first-year and second-year 
medical students, and it has since come to be 
known as the Ensign 1915 Program. 

The qualifications for appointment as Ensign, 
1915, are as follows: 

A, Sex: Men and Women 

B. Age 

(1) Candidates with no prior military service 
should be at least 19 and of such age that upon 
expected date of graduation, they will be under 33. 
The maximum age limit with prior active militar)' 
service may be adjusted on a month-to-montli basis, 
depending upon tlie number of months of active 
military service performed, but in no case to exceed 
36 months. Applications cannot be accepted from 
any person who will have passed his or her 36th 
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birthday when he or she becomes eligible for super¬ 
seding appointment in the Medical Corps, U. S. 
Naval Reserve following graduation from medical 
school. 

C. Educational 

(1) Should be within 120 days of completion of 
all academic work required for enrollment in medi¬ 
cal school. 

(2) Should be in attendance or have been ac¬ 
cepted for and be witliin six months or less of tire 
date of the next entering elass at one of tire Ameri¬ 
can or certain of die Canadian medical schools 
accredited b}' the Council on Medical Education 
and Hospitals of the American Medical Association, 
including approved schools of die basic medical 
sciences in the United States and Canada. Applica¬ 
tions cannot be accepted from students who will 
attend a medical school in a foreign counbyf other 
dian Canada. 

(3) Should NOT have commenced the final year 
of medical school. 

D. Professional 

(1) Applicants are required to establish pro¬ 
fessional fitness and aptitude for the Naval Service 
tlirough intendews and a rerdew of college and 
emplojTnent records. 

E. Physical Standards 

(1) Should be found physically qualified for 
appointment to commissioned status in accordance 
with established regulations. 

The primary objectives of this program are to 
proNdde (1) an opportunity for qualified medical 
students to affiliate with the Naval Reserve as com¬ 
missioned officers while still in medical school; (2) 
assurance that these officers will be able to com¬ 
plete tlieir medical studies and internship prior to 
fulfilling their obligation for active military duty; 
(3) assurance tliat, when tliey do enter die service, 
it will be wthin die Na-\tys Medical Department; 
and (4) a primary source of qualified candidates 
for die Naval Intern Program and for the Medical 
Corps of die Nai'j’ and Naval Reserve. 

As an added incentive for membership in die 
Ensign 1915 Program, diere has been established 
a 30-60 day active duty research clerkship training 
program at naval research activities throughout the 
United States. Tliis program provides orientation 
and indoctrination into medical research as well as 
on-the-job training for the undergraduate medical 
student during his vacation from medical school. 
Full pay and allowances are authorized for these 
selected officers while so seri'ing on active duty. 
Medical students who are commissioned as Ensign, 
1915 USNR, and who have successfully completed 
the first year of medical school are eligible to par¬ 
ticipate in diis program. Research clerkships offer 
a detailed review of the specific research program 
being conducted at the training activity. A part of 
die training is spent in each research department, 
and die trainee sen’es as an assistant in actual 
laboratorv’ research on a specific project under way 
at that time. 


Also established are clinical clerkships at Naval 
teaching hospitals throughout the United States. 
Beginning July 1 of each year, this program offers 
quotas for selected medical students who have 
completed the second year of medical school, 30 to 
60 days of active duty for training during vacation 
from medical school. Clinical clerkships are planned 
to proinde indoctrination and orientation into naval 
medicine, rotation through the major professional 
ser\aces of a naval teaching hospital, and perform¬ 
ance of on-the-job training duties commensurate 
with the individual’s professional attainments. 

Normally each year during the summer months 
a limited number of matm-e medical students hold¬ 
ing commission as Ensign, 1915, are authorized to 
participate in NROTC-Midshipmen Cruises. Selec¬ 
tions for this important training are made from 
students who have completed at least their second 
year of medical school with priority being given 
those who have completed their third year. Trainees 
receive an excellent indoctrination and orientation 
into tire practices of naval medicine aboard ship 
under the supervision of experienced medical offi¬ 
cers of the Regular Navy and Naval Reserve. 

To assist die medical student financially, and to 
attract future doctors of medicine toward a career 
in die Navy Medical Corps, the Senior Medical 
Student Program was authorized by die Secretarj’ 
of die Na57. To be eligible for participation, the 
individual student must be an Ensign, 1915 USNR, 
or agree to accept such an appointment if selected. 
Further, he must have completed his third year 
of medical school and be eligible for enrollment in 
the ensuing year. During attendance in medical 
school, diese officers serve on active duty, receiving 
die full pay and allowances of dieir rank. In re¬ 
turn for participadon in this program, the individual 
serves one year plus the 24 mondis obligated by 
the Universal Military' Training and Service Act, 
as amended. 

Here are some important facts concerning die 
Senior, Medical Student Program: 

(1) This program is open to qualified students 
enrolled at medical schools accredited by the Coun¬ 
cil on Medical Education and Hospitals of the 
American Medical Association. Students who have 
completed dieir second year of medical school may 
make application for this training at an Office of 
Naval Officer Procurement. Active duty commences 
and continues while in attendance during their 
senior academic y'ear. To be eligible for participa¬ 
tion, he must be an Ensign, 1915 U. S. Naval Re¬ 
serve, or agree to accept such an appointment it 
selected. A board convened in the Bureau of Medi¬ 
cine and Surgery selects die candidates for partici¬ 
pation in this program. 

(2) Phy'sical standards of this program are the 
same as tliose established for Regular Navy stan 
corps officers. 

(3) Active duty orders are mailed to the student 
via the Professor of Naval Science or the District 
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Commandant. Active duly coinnK'ncc.s upon receipt 
of such ovdcv.s and completion of proper reporting 
endorsements. 

(4) The .student agrees, in writing, to accept a 
Regular Navy commission, and if a Regular Navy 
commission is not tendered, to accept an appoint¬ 
ment in the Naval Reserve. 

(5) In accepting an appointment in the Regular 
Na\y or Naval Reserve, as a result of having active 
ser\ice in the Senior Medical Student Program as 
an Ensign, 1915, he is ohligatcd to serve on active 
duty and to retain the commission for a period of 
three years. This active service will commence 
upon completion of not more than 12 months of a 
Chilian or Naval Internship. Providing that the 
student has 24 months obligated military serrice 
to perforin, this active duty affords a sirlendid op- 
portunit)' to discharge the militaiy obligation and 
sers’e an additional year in return for the benefits 
received in the Senior Medical Student Program. 
With no obligated militarr' service to perform, upon 
enrollment in the Senior Medical Student Program, 
the student obligates himself to serve for the same 
period of three years. 

(6) As a medical student, he receh’es the full 
pay allowances of an Ensign, 1915, while so en¬ 
rolled on active duts'. Pay and allowances are based 
on longernh' as follows; 

(a) Less tlian two years and no dependents, he 
receives $338.58 per month; with dependents (a 
member of his family or household dependent upon 
liim for financial support) he receives 8355.68 per 
month. 

(h) Over two but less than three years and no 
dependents, he receives $366.28 per month; with 
dependents, he receives $384.38 per month. 

(c) Over three and no dependents, he receives 
$429.28 per mondi; with dependents he receives 
$447.38 per month. 

(7) In addition to the pay and allowances, the 
student is credited with 21^ days of annual leave 
for each 30 days of active duty served. 

(8) The wearing of the Naval uniform is per¬ 
mitted only when authorized by appropriate naval 
authority, 

(9) Timing is very important. An average of four 
months is required to completely process each ap¬ 
plication. Feb. 1 each year is the absolute deadline 
that completed applications must be forwarded to 
tile Bureau of Naval Personnel, Navy Department, 
Washington, D. C. This is necessary so that suffi¬ 
cient time is given to the board in the Bureau of 
Medicine and Surgery to pass on the professional 
qualifications and the board in the Bureau of Naval 
Personnel to pass on the over-all qualifications of 
each applicant. Those selected are required to meet 
the moral, mental, and physical standards of_Navy 
acceptance. AU applicants will be notified by 
individual letter of their acceptance or rejection not 
later than the first week in May. 


Naval Internships 

Naval internships are 12 months in duration, are 
rotating in type, and conform in all respects with 
the requirements of the Council on Medical Educa¬ 
tion and Hospitals of the American Medical Asso¬ 
ciation. These compare most favorably with the 
best civilian internships, and each year the number 
of .apjdicants considerably exceeds the number of 
available naval internships. Internships are offered 
at the U. S. Naval Hospitals located at Camp 
Pendleton, Calif.; Oakland, Calif.; San Diego, 
Calif.; Jacksonville, Fla.; Pensacola, Fla.; Great 
Lakes, Ill.; Bethesda, Md.; Chelsea, Mass.; St. 
Albans, N. Y.; Philadelphia; Newport, R. I.; Char¬ 
leston, S. C.; Portsmouth, Va.; and Bremerton, 
Wash. 

All naval interns are selected and matched to the 
Nax'y by the National Intern Matching Program, 
Incorporated. It is not necessary' for the medical 
student to be a jrarticipant in the Ensign 1915 
USNR Program in order to apply and be accepted 
for a naval internship. On the other hand, if the 
Ensign 1915 USNR candidate does not desire a 
naval internship, he should list only the civilian 
hospitals in the order of his yrreference, and in this 
way he will not be competing with those who desire 
a naval internship and who request to be so 
matched. The Ensign 1915 candidate who is 
matched to a civilian internship will be placed on 
inactive duty- during the period of his internship, 
following completion of which he will be called to 
active duty in compliance with his previous serx'ice 
agreement. 

The basic requirements for a naval internship in¬ 
clude the following; (1) be a graduate or potential 
graduate of a medical school approved by the 
American Medical Association; (2) be a citizen of 
the United States; (3) be registered with and his 
name appear in the Official Directory of Students 
published by the National Intern Matching Pro¬ 
gram, Inc.; and (4) meet the prescribed physical 
standards for a commission in the U. S. Naval Re¬ 
serve. 

In order to become eligible for consideration for 
a naval internship, candidates must first make appli¬ 
cation for a commission in the Naval Medical Corps. 
This can be accomplished by visiting or miting to 
the nearest Office of Naval Officer Procurement or 
the nearest U. S. Naval Hospital in the continental 
United States. In applying for a naval internship it 
is recommended that five (5) naval hospitals be 
listed in the order of preference. Generally assign¬ 
ments are made from among the first three listed. 
The candidate applies, as far as the matching is 
concerned, directly to the Navy' and not to the 
specific hospital. If matched to the Navy, every 
effort is made to place the candidate in his first 
choice, but if this is not possible, he will be assigned 
to another hospital of his choice. In the matching 
program the student is matched to the service and 
not to a particular hospital within it. 
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Applications for commission in the Naval Medi¬ 
cal Corps for intern training are accepted between 
Sept. 1 and Dec. 1 each year. That portion of the 
application pertaining to internship is accepted 
between Oct. 1 and Dec. 1. Early submission of 
applications is strongly recommended. 

Any additional information may be obtained from 
the Chief, Bureau of Medicine and Surgery, De¬ 
partment of the Navy, Washington 25, D. C. 

Naval Residency Training Programs 

Eight U. S. naval hospitals are now approved for 
residency training in the various clinical specialties 
of medicine and surgery by the Council on Medical 
Education and Hospitals of the American Medical 
Association and by the respective American 
Specialty Boards. These naval hospitals are located 
at Chelsea, Mass.; St. Albans, N. Y.; Philadelphia; 
Bethesda, Md.; Portsmouth, Va.; Great Lakes, Ill.; 
Oakland, Calif.; and San Diego, Calif. Residency 
training for medical officers is ;ilso actively spon¬ 
sored by the U. S. Navy in selected outstanding 
eivilian hospitals, schools, and medical centers of 
the United States in those few specialties wherein 
the Navy does not operate formalized training 
programs. U. S. Naval Hospital residency training 
activities embrace the specialties of anesthesiology, 
cardiovascular disease, dermatology and syphil- 
ology, general practice, internal medicine, neu¬ 
rology, obstetrics and gynecology, ophthalmology, 
orthopedic surgery, otolaryngology, pathology, 
pediatrics, psychiatry, radiology, surgery, thoracic 
surgery, and urology. Formally approved training 
in civilian institutions is conducted in allergy, 
plastic surgery, neurological surgery, preventive 
medicine and public health, and in children’s 
orthopedic surgery. 

Medical officers eligible for assignment to duty 
as a resident are Regular Navy officers and those 
Reserve medical officers who are willing to accept 
and can qualify for a commission in the Regular 
Navy. Requests for residency training duty should 
be forwarded to the Chief of the Bureau of Medi- 
c ne and Surgery, NaN^y Department, Washington 
25, D. C. All such requests are acted upon by the 
Bureau Advisory Board on professional training 
matters. This board makes recommendations in 
accordance with the merits of each case, taking into 
consideration the professional experience, back¬ 
ground, and aptitude of tire candidate and the needs 
of the service in the particular specialty in which 
training is desired. One year of obligated service 
is required for each year of training received in a 
Naval hospital. Two years of obligated service are 
required for the first year of training received in 
civilian institutions and one year of obligated serv¬ 
ice for each successive year so spent. 

It is the policy of the Bureau of Medicine and 
Surgeiyf to continue a resident in training until 
formal requirements, leading to eligibility to under¬ 
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go examination by an Ameriean Specialty Board 
have been met. This procedure will be strictly 
adhered to in every case where the needs of the 
service permit, barring national emergencies, pro¬ 
vided that such an arrangement remains mutuallv 
agreeable and satisfactory aptitude and progress as 
a resident are demonstrated. The highest priority in 
the assignment of naval medical officers to residency 
training is given those who have completed or are 
about to complete a normal tour of active duty 
with an operational unit of the U. S. Navy at sea 
or on foreign shore stations. 

Other Graduate Training for Naval Medical 
Officers, Including the Military 
Medical Specialties 

Aviation Medicine.—The School of Aviation Med¬ 
icine at Pensacola, Fla., convenes three classes an¬ 
nually of approximately 40 students, for didactic 
instruction in aviation medicine and actual instruc¬ 
tion in flight and gi-ound school. Each class is of 
about six months duration. On completion of this 
course of instruction they are designated naval 
flight surgeons and assigned to a two-year period 
of operational duty. Additionally, the School of 
Aviation Medicine is approved for residency train¬ 
ing in aviation medicine. This training may be 
requested after completion of the two-year opera¬ 
tional duty assignment and consists of one year of 
public health at a civilian institution and two years 
of residency training in aviation medicine at the 
school in Pensacola or any of tlie approved aviation 
research laboratories. They are then considered 
board eligible for certification in aviation medicine 
after another two-year operational tour. Further 
opportunities are available in several large naval 
laboratories for work in research related to aviation 
medicine. The laboratories are located at Johns- 
ville. Pa.; Philadelphia; the School of Aviation 
Medicine, Pensacola, Fla.; and the Naval Medical 
Research Institute, National Naval Medical Center, 
Bethesda, Md. A medical officer interested in the 
aeronautical aspects would do well to consider this 
advanced training. 

Submarine Wcc/ichie.—This military medical 
specialty supports all phases of underwater opera¬ 
tions in the Navy. Training in this specialty is 
particularly applicable to those having an interest 
in occupational medicine, public health, radiobi¬ 
ology, or research. The basic six months’ course of 
training includes lectures, demonstrations, labora¬ 
tory work, practical experience, and cruises m 
submarines, rescue vessels, and tenders as available. 
The major part of the course is given at the Sub¬ 
marine School and Medical Research Laboratory at 
the Submarine Base, New London, Connecticut. 

On completion of the first four months, two alter¬ 
natives are available to the student. During tlie last 
eight weeks he may elect to either take a course m 
radiobiology or underwater physiology. 
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The course in radiobiology is tauglit at the 
Nuclear-Power Division of the Submarine School. 
The subject matter embraces the essentials of 
nuclear physics, miclc : 1 .llh physics, 

and the biological i.':! ;■ ■ Medical 

officers who complete this course will be assigned 
to duty with the Nuclear Power Submarine Pro¬ 
gram. 

Tlie course in underwater physiology is taught 
at the U. S. Nhaval Deep Sea Diving School, Naval 
Weapons Plant, Washington, D. C. Here the student 
learns about the physiological problems involved 
in dmng and undenvater swimming. He also learns 
about diving by completing deep sea diving e.ver- 
cises. The course also covers the recognition and 
treatment of pathological conditions resulting from 
e.vposure to high atmospheric pressures. Those 
completing this course will be assigned duties with 
conventional submiu-ine squadrons or operational 
units employing divers and underwater swimmers. 

Career medical officers will be provided with an 
opportunit)' for cross-training at a later date. That 
is, they may complete the course, radiobiology or 
underwater physiolog)', they did not elect in the 
basic training program. 

On completion of a tour of dufy with an opera¬ 
tional unit the medical officer may apply for post¬ 
graduate training in various fields. He may prepare 
for certification in preventive medicine by attending 
one of the public health schools and subsequent 
field duty ashore and afloat. He may prepare him¬ 
self for a career in research by a postgraduate year 
at the Universitj' of Pennsylvania College of Medi¬ 
cine followed by duty at naval laboratories and with 
operational units. Clinical medical specialty train¬ 
ing in all fields is available and basing sers'ed svith 
an operational unit adds weight to one’s application. 

Research Program.—The Nasq"^ offers medical 
officer billets for military' medical research careers. 
These opportunities embrace basic medical re¬ 
search in aviation medicine, submarine medicine, 
clinical specialties, amphibious and field medicine, 
tropical and e,xotic diseases, and in the areas of the 
medical problems of nuclear, biological, and chemi¬ 
cal svarfare defense. These billets are distributed 
among 15 in-service laboratories, strategically lo¬ 
cated throughout the world, and represent the 
program indicated above. 

Amphibious and Marine Corps Field Medicine.— 
Recognized as an important military operational 
medical specialty, this training is conducted at Camp 
Lejeune, N. C., Camp Pendleton, Calif., and the 
Marine Corps Educational Center, Senior School, 
Quantico, Va. This specialty offers valuable training 
m the methods of sorting (triage), management, 
mid evacuation of mass casualties, research and 
development of field medical equipment, field sani¬ 
tation methodology and practices, medical logistic 
support, large scale medical planning, and efficient 
patient care in field combat. 


Nuclear Medicine.—Graduate courses for medical 
officers are conducted at several U. S. Naval Hos¬ 
pitals, in affiliation with civilian institutions. Addi¬ 
tional graduate courses in radiobiology are spon¬ 
sored by the Natty for medical officers at Reed 
College, Portland, Ore., and tlie University of 
Rochester, Rochester, N. Y., to meet present and 
future needs of the Navy for personnel trained in 
the fields of nuclear propulsion, radiological safety 
and special weapons effects. Formal long courses for 
radiology and other residents are conducted in the 
clinical use of radioisotopes at the U. S. Naval 
Medical School, National Naval Medical Center, 
Bethesda, Md. This latter course is approved by the 
Atomic Energy Commission and is designed to ful¬ 
fill the needs of those who wish to appear for future 
examination for certification by the American Board 
of Radiology, as well as those residents in other 
specialties who may need to acquire a better under¬ 
standing of the clinical utilization of radioisotopes 
in diagnostic and therapeutic procedures. 

AIR FORCE 

The Air Force presently conducts tlie Senior 
Medical Student Program, as well as Sponsored 
Internships and Residencies in military and cisilian 
hospitals. Applicants must be United States citizens, 
be morally, physically and educationally qualified, 
and must not be nor have been conscientious ob¬ 
jectors. Complete details on any of the following 
programs may be obtained by writing to the Sur¬ 
geon General, United States Air Force, Washing¬ 
ton 25, D. C. 

The Senior Medical Student Program 

The Air Force Senior Medical Student Program is 
available to Junior Medical Students. The applica¬ 
tion period for this program is Nov. 1 to March 1 of 
tlie student’s jxmior year. Those selected are com¬ 
missioned as Second Lieutenants and are called to 
active duty about Sept. 15. Selected applicants 
agree to accept reappointment as First Lieutenants 
on graduation and to apply for a sponsored intern¬ 
ship, either military or civilian. Those not selected 
for sponsored intern training are released from 
active duty for one year to intern under private con¬ 
tract. Selected applicants incur a three-year obliga¬ 
tion, which must be served immediately upon 
completion of internship. No additional obligated 
service is incurred through the combination of the 
student program and either of the intern programs. 
Tuition, books, and other related e.xpenses must be 
paid for by tlie student. 

Air Force Sponsored Military and 
Civilian Internships 

The Air Force Intern Training Program, begun 
in 1950, is designed as a Regular Officer Procure¬ 
ment Program. To be considered, applicants must 
meet general eligibility requirements stated above 
must not be more than 32 years of age, and must be 
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graduates of medical schools acceptable to the Sur¬ 
geon General. Selections are made on the basis of 
scholastic standing, physical fitness, and militarj' 
aptitude and inclination. 

Military Internships 

For the year beginning July 1, 1960, the Air 
Force will sponsor nineb'-two (92) interns in mili¬ 
tary' hospitals, selected through the National Intern 
Matching Program. Interested students must submit 
their applications to the Surgeon General, United 
States Air Force, not later than Dec. 1, 1959. Se¬ 
lectees are appointed First Lieutenants, Reserve of 
the Air Force (Medical Gorps), and agree to serve 
on active duty' for three years including the x'car of 
internship. This concurrently satisfies the indi¬ 
vidual’s obligation under the Universal Military' 
Training and Ser^'ice Act. In applying for m Air 
Force internship, it is recommended that five Air 
Force hospitals be listed in the order of preference. 
Generally' assignments are made from among the 
first three listed. Internships are of one year dura¬ 
tion and are of the general rotating ty'pe. Training is 
directed by military' and civilian phy'sicians and 
includes a wide range of clinical material, using 
modem medical, surgical, and radiological facili¬ 
ties. It fully satisfies the requirements of the Coun¬ 
cil on Medical Education and Hospitals of the 
American Medical Association. 

Civilian Internships 

For the year beginning July 1, 1960, the Air 
Force will sponsor approximately' 80 interns in ap¬ 
proved civilian hospitals. The application period 
for internships commences on July' 1, closes on 
April 1 of each year. Applicants for off-term in¬ 
ternships should apply approximately six months 
prior to the starting date of the tiaining. Selected 
applicants serve on active duty' as First Lieutenants, 
Reserve of the Air Force (Medical Corps), and 
must agree to serve for a total of four years, in¬ 
cluding the year of internship. This concurrently' 
satisfies the individual’s obligation under the Uni¬ 
versal Military Training and Service Act. 

Residency Training Program 

This program is designed to pro^'ide competent, 
well-trained career officer specialists for responsible 
positions in Air Force medical facilities. Participa¬ 
tion is normally' limited to members of the Regular 
Air Force- mth outstanding qualifications who are 
genuinely motivated for careers in the Air Force. 
Physicians accepted for the program are trained 
in Air Force, Army, and civilian hospitals (includ¬ 
ing nonmilitary Government hospitals). For the 
year beginning July 1, 1960, tire program provides 
for a maximum of 375 residents, about equally' 
dix’ided between military’ and civilian hospitals. 
Appro.ximately 120 first-year residency' spaces are 
available; 40 in Air Force hospitals, 30 in Army 
hospitals, and 50 in cmlian hospitals. 


Training is available in the recognized medical 
specialties according to the needs of the Air Force. 
Competition is keen since many more applications 
are usually received than may be approved. The : 
chances of an applicant for acceptance are natural- i 
ly better if he desires training in a specialty in 
demand. The Air Force needs specialists in psy¬ 
chiatry', neurology, general practice, otolary-ngology, 
radiology, gastroenterology, and infectious diseases. 

The USAF Hospital Lackland, Lackland Air 
Force Base, San Antonio, Texas, a new teaching i 
hospital of the Air Foree, offers approved residency 1 
training in anesthesiology, general surgery', internal i 
medicine, obstetrics and gy'necology, Ophthalmol- I 
ogy, orthopedic surgery', pathology, pediatrics, 
radiology, and urology. These programs normally 
commence on July 1. 

Phy'sicians who enter this program are expected 
to remain in training until they have completed the 
minimum formal training requirements of the speci¬ 
alty' boards, provided that progress is satisfactory. 
Applications for a Regular Air Force commission 
and residency training may be initiated simultane¬ 
ously' and at any' time following the beginning of 
the internship. The Air Force Medical Sen'ice pre¬ 
fers to select residents from among those highly 
qualified physicians who have had an opportunity 
to observe the practice of medicine in the Air Force. 

A period of active duty' permits the indb'idual to 
evaluate the service from a career viewpoint. It 
also affords the Air Force an opportunity' to evalu¬ 
ate the performance of the individual in terms of 
his suitability' and adaptability' for a career in Air 
Force medicine. 


Normally, approximately six or more months are 
required to process the applications for a Regular 
Air Force commission and residency training. It is 
recommended, however, that the applications be 
submitted in August or September for training to 
begin betxveen the following July and January'- 
Such applications must reach Headquarters United 
States Air Force not later than Nov. 15. 

The USAF Aviation Medicine Specialty' Training 
Program leading to board certification in Aviation 
Medicine is a comprehensis'e program of five years 
duration. Applicants must be graduates of the Pn- 
mary' Course of Aviation Medicine and have had 
a minimum of nine months practice as an Aviation 
Medical Examiner. Applicants must be officers o 
the Regular Air Force, phy'sically' and professionally 
qualified, and be no more than 34 years of agn 
when the class convenes. Applications must arrive 
at Headquarters United States Air Force not later 
than Jan. 1 for entrance into program beginning the 
following September. 

Further information pertaining to the program, 
including the application procedures, may be o 
tained from die Chief, Medical Education Division, 
Office of the Surgeon General, USAF, IVashington 
25, D. C. 
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UNDERGRADUATE AND GRADUATE 
MEDICAL TRAINING PROGRAMS IN 
THE VETERANS ADMINISTRATION 

The following material reviewing the Undcr- 
gniduntc and Graduate Medical Training Pro¬ 
grams in the Veterans Administration has been 
submitted Inj the Director, Education Service, De¬ 
partment of Medicine and Surgery of the Veterans 
Administration. 

Tile Veterans Administration-Medical School re¬ 
lationship continues to pror'ide the basic medium 
for undergraduate and graduate medical training 
in VA hospitals. Confidence in the principles of this 
association and acceptability of the current work¬ 
ing relationships has been strongly reaffirmed by a 
letter survey of opinions from all VA hospital man¬ 
agers and deans of associated medical schools. The 
results of this survey were published in the Journal 
of Medical Education.'" 

As of May 30, 1959, there were 2,669 physician 
residents on duh’, of whom 265 were in career 
status. Those in the latter group receive the pay of 
full-time physicians in return for a specified period 
of assigned service at the conclusion of their resi¬ 
dency training. The career residents were distrib¬ 
uted in si.v specialty groups as shown in table 48. 

Due to a temporar)' suspension of reporting in 
1959, e.xact data are not available for the distribu¬ 
tion of noncareer residents by specialt)' or for the 

Table 48.—Veterans Administration Career Residents, 
Maij, 1959 


Anesthesiology ...... 2.3 

Neurology . 12 

Pathology . 24 

Physlcaniedlclne. 2.'» 

Psychiatry . 157 

Radiology. 24 

Total.2a5 


number and administrative type of programs in 
operation during this year. We will resume the 
reporting of these data in the next year. 

The assignment of medical students to Veterans 
Administration hospitals for clinical clerkship train¬ 
ing has continued at a level appro.ximating that for 
the previous academic year. A numerical survey 
was not made for the year 1958-1959. 

Foreign Medical School Graduates 

During the academic year 1958-1959, 194 non¬ 
citizen residents were assigned to VA programs for 
limited periods of service averaging slightly less 
than five months. Of these, 171 served on a “with¬ 
out compensation” basis by assignment from uni¬ 
versity hospitals. Twenty-three were employed 
under contract privileges which are currently ex¬ 
tended to noncitizens who are graduates of ap¬ 
proved Canadian or American medical schools. 
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A HISTORICAL NOTE ON THE ANNUAL 
REPORTS ON iMEDICAL EDUCATION 

HEN the Council on Medical Education 
and Hospitals was formed in 1904 as a 
standing committee of the American 
Medical Association, one of the tliree gen¬ 
eral responsibilities it was charged to assume was 
'To make an annual report to the House of Dele¬ 
gates on the e.xisting conditions of medical educa¬ 
tion in the United States.” The report of the Council 
which appears in this issue of The Journal is in 
response to this early charge. However, the current 
report is the 59th of the series which obviously had 
its beginning prior to the formation of tlie Council. 

The first Educational Number of The Journal 
appeared in 1901. Whether this was due to the 
interests and efforts of tlie Committee on Education 
which preceded the Council or was an independent 
venture of the editorial staff is not now clear. The 
initial report contained descriptive paragraphs 
which summarized the information found in the 
catalogs of 158 medical schools and presented 
statistical data in two tables. One was entitled 
“Medical Colleges of the United States,” which 
portrayed for each school such matters as the 
numbers of students registered, the number of 
graduates and teachers, and the physician popula¬ 
tion ratio in the states concerned. The second 
table gave the geographical source of students 
enrolled. 

Fourteen pages of the issue were devoted to a 
discussion of matters related to medical education. 
These matters were considered under such titles 
as: “Universit)' Work in Medicine,” “Research Work 
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for Undergraduates in Medical Schools,” “Inde¬ 
pendence of Study and Thought in Medical Edu¬ 
cation,” “The Elective System in the Medical 
School,” “Value of the Fundamental Branches,” 
“Changes in our Medical Schools Necessaw to 
Meet Modem Conditions,” and “The Medical Col¬ 
lege Association and Their Influence on Higher 
Standards of Medical Education.” 

The reader of the 59tli Annual Report and other 
recent writings on medical education perhaps will 
share Whitman s thought quoted from his “Passage 
to India”— 

The past! the infinite greatness of the pa.sf! 

For what is the present after all, but a growth 
out of the past? 


AN OPEN-ENDED MEDICAL EDUCATION 

Many physicians are familiar with experiments 
in medical education which are designed, in part 
at least, to break the barrier that has tradifionally 
existed beriveen colleges and schools of medicine. 
The Hopkins experiment which went into effect this 
fall is but one example of several that either are 
planned or have been implemented. These programs 
allow selected students at the end of the second or 
third college year to begin medical school studies 
while at tlie same time continuing liberal arts college 
courses. Such e-xperiments are being watched witli 
interest, for they embrace the advantages not only 
of relating the medical school faculty' and students 
more closely to the parent university but abo of 
shortening by one year the formal educational span 
in medicine. 

This effort to present medical study as a continuum 
of liberal arts study rather than to view each as 
separate segments, and on occasion as necessary 
hurdles, appears to be a principle that may he more 
widely applicable. Traditionally, education in medi¬ 
cine has been viewed as a series of distinct steps, 
i. e., college premedical study, medical school, 
internship, and residency training. Whether or not 
it will be possible to merge a part of college and 
medical school studies is dependent on the attimdes 
and actions not only of medicine but also of higher 
education in general. Medicine can, largely within 
itself, work toward a blending of all formal medical 
education. 

There is a real unifying thread that binds together 
the segments of medical education beginning with 
the clinical clerkship in the third medical school 
year and running tlirough the internship and resi¬ 
dency programs. Throughout these various steps, 
there are tlie common and continuing-objectives oi 
providing students the opportunity to acquire clini¬ 
cal knowledge, skills, aptitudes, e.xperience, wbdom, 
and judgment. The significant difference between 
the clerk, intern, and resident is largely one m 
degree of knowledge, skill, experience, and juog- 
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mcnt wliicli is reflcclccJ in iho iimoinU of respon¬ 
sibility delegated to the clerk, intern, or resident 
for patient care. 

Viewed from this pcrspoclis'c, it is logical that 
tlic total clinical educational irrogram should be 
constantly in mind as any of the stages within it 
arc designed. Under these circumstances, each step 
can be planned to place particular emjrhasis u'here 
it siuniid most logically rest. The clerkship could 
be fully developed to provide the student with a 
depth ot knowledge of how clinical problems are 
rationally approached and rcsoK’od in the various 
clinical disciplines. The student could also acquire 
a beginning understanding of the particular diag¬ 
nostic and therapeutic competences, techniques, and 
tools peculiar to major clinical disciplines. The 
depth of knowledge accompanied by onl\' begin¬ 
ning responsibility for patient care at the student 
clerkship level would be replaced in the succeeding 
levels of internship and residency In- greater 
breadth of knowledge and experience and greater 
patient responsibility. 

By opening the early years of medical school 
study to allow for concomitant learning of college 
and medical disciplines, it is hoped that the two may 
better augment one another. It seems reasonable 
to expect that by opening the later years of medical 
school so that they may influence and be influenced 
more easily by tbc succeeding years of internsliip 
and residenc}’, similar benefits ma\' be obtained. 

AMERICA’S RESPONSIBILITY TO IHE 
FOREIGN MEDICAL GRADUATE 

The recent Second World Conference on Medi¬ 
cal Education, held under the auspices of the 
World Medical Association in Chicago, August 30- 
September 4, 19.59, afforded the opportunity for 
discussion with leading medical educators from 
many nations. That the medical profession through¬ 
out the world looks toward the United Stites for 
leadership and assistance has been an important 
factor in bringing so many gi-.iduaics from foreign 
medical schools to the United States for graduate 
medical education and training experiences during 
recent years. 

Although some of the graduates of foreign medi¬ 
cal schools have enjoyed e.vcellent opjjortunitios 
during their graduate medical education assign¬ 
ments in the United States, disappointment has 
been expressed by many others. There appeal- 
to he three general reasons why many foreign 
graduates have found their e.xperiences disappoint¬ 
ing,- and even frustrating. 

Many a foreign medical graduate has come to 
the United States to serve an internship in which 
he expected to obtain further education, but found 


that his real assignment was for basic service. Many 
a foreign medical graduate has found that what¬ 
ever educational aspect rvas included in bis pro¬ 
gram was a veneer so thin as to be almost non¬ 
existent. The interest and concern of die hospital 
administration and of the professional staff in the 
service functions of the intern in such instances, 
and their feigned or almost complete absence of 
sincere interest or recognition of their responsibility 
to the foreign graduate, has been a genuine dis¬ 
appointment for many a young pliysician. Although 
this situation has been improving in recent years 
with the appointment of directors of medical edu¬ 
cation in many hospitals which are not integrated 
with teaching institutions, there is still much to be 
desired, in general. A hospital staff or administra¬ 
tion that anpoints foreign medical graduates should 
accept and be prepared to meet, because of the 
varied educational b-ickyrounds and partial lan¬ 
guage barriers, an educational challenge even more 
demanding than that presented by graduates of 
our own schools. 

The Educational Council for Foreign Medical 
Graduates now makes it possible to screen such 
persons nrior to their house staff annointments. It 
will ev-aluate their- medical credentials and test 
their knowledge of medicine and their command 
of English. Certification by the Educational Coun¬ 
cil for Foreign Medical Graduates will indicate 
that, on the basis of this screening, the individual 
possesses the background knowledge considered 
essential foi appointment as an intern in a hospital 
approved for such gradu.-ite medical education 
Thus the hospital administration and its professional 
staff now have a mechanism that should eliminate 
some of the inadequately prepared foreign grad¬ 
uates who have been accepted in the past and who. 
in some instances, were unable to benefit from 
their opportunities. However, with this mechanism 
the hospital administrators, boards of trustees, and 
professional staffs should recognize their respon¬ 
sibility and challenge to offer the foreign graduate 
whom they accept an educational e.xperience 
worthy ot American medicine and one that will 
serve him well when he returns to his own coimtrv. 

A second cause for disappointment was expressed 
on the p.nt of some who had received resident or 
fellowship .ippointments in some of the well-known 
teaching centers. Although some hud enjoyed thor¬ 
oughly e.xcellenl experiences, others had found that 
they were just part of a crowd. This latter group 
found that they were always on the periphery, look¬ 
ing on but never really participating. Participation 
in such instances seemed to be centered around the 
few favored persons who were destined to climb 
the pyramid to its apex. Highly competent foreign 
graduates have found this a disillusioning experi¬ 
ence. Many of the graduates of our own schools 
have had similar experiences, so that' this t}q)e of 
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disappointment has, by no means, been restricted 
to foreign graduates. On the other hand, if our in¬ 
stitutions and our educators in graduate medicine 
are to accept foreign physicians for such advanced 
education and training, it would appear tliat they 
have an obligation and challenge to afford these 
physicians the kind of opportunity tliat is meaning¬ 
ful and not just a grandstand side-line view. This 
general problem suggests the need for review of the 
current top-heaw graduate education program in 
some of our institutions. 

The remaining cause for disappointment has been 
e.xpressed by the foreign physician who has taken 
his complete graduate medical education and train¬ 
ing in one of our appror'ed residency programs and 
then found, in some instances, he was ineligible to 
be certified by the American specialty' board con¬ 
cerned. A number of specialty boards currently 
admit properly qualified foreign medical graduates 
to their e.\'aminations with subsequent certification. 
Hower’er, well over half of the specialty boards 
have as eligibility requirements that the candidate 
should be a graduate of a medical school approved 
by the Council on Medical Education and Hos¬ 
pitals of the American Medical Association or tliat 
he should be a citizen of the United States. While 
this is sound policy for American citizens, it can 
almost nullify the possibility of certification of the 
foreign medical graduate. Such eligibility require¬ 
ments have, therefore, made it impossible for some 
highly trained and otlierwise completely qualified 
persons to obtain evidence, tlirough American spe¬ 
cialty board certification, of graduate educational 
e.xperiences in tlie United States. 

In times like these, when international under¬ 
standing and cooperation are of paramount impor¬ 
tance, it would appear higlily desirable that re¬ 
strictions of this type be given careful reconsidera¬ 
tion. After all, tlie true function of a certifying 
agency, whetlier it be an American specialty board 
in the field of medicine or in some other area, 
should be tlie evaluation of the individual for com¬ 
petence in tlie field concerned and not concern with 
all of the details as to just how this competence has 
been developed. It is recognized that this latter 
contention may meet with difference of opinion, 
but from the objective point of view it would ap¬ 
pear that some of the specialty boards are currently 
far too deeply involved in the details of the gradu¬ 
ate educational e.x-perience and not sufficiently con¬ 
cerned wath the total qualifications of the individ¬ 
ual physician. 

Has the time not arrived when all of the Ameri¬ 
can specialty boards can, through tlie Advisory 
Board for Medical Specialties, reach a common 
agreement in regard to basic eligibility of the 
fully qualified foreign physician who has completed 
his specialty preparation in the United States? 


Such an agreement would remove one of the cur¬ 
rent barriers to international cooperation in the 
field of graduate medical education. It would make 
it possible for the well-qualified foreign physician 
to return to his homeland witli the evidence he 
needs and should be privileged to enjoy. After all, 
a specialty certificate is not a license to practice 
but, rather, evidence of proficiency in a given field. 
This is an immediate challenge and sincere effort 
should be made to meet it. 


THE BALANCE BETWEEN RESEARCH AND 
TEACHING IN MEDICAL SCHOOLS 

All institutions of higher learning have in com¬ 
mon the obligation to transmit and advance knowl¬ 
edge. The acceptance of dual responsibility of 
teaching and research in medical schools has posed 
in itself no serious problem, but the relationship 
behx'een tlie two functions is not always as secure 
and comfortable as it should be. This has been 
particularly true in recent years, during which the 
ready availability of research funds has fostered 
great interest and growth in research activity'. 

Discussions about what constitutes a proper 
balance between these functions sometimes ap¬ 
pears to indicate a belief that at worst research 
and teaching are antagonistic or at best that they 
are unhappy bedfellows. When these apparent be¬ 
liefs are e.vplored almost invariably tliey are denied, 
but still the controversy continues. 

The attributes of critical intelligence, imagina¬ 
tive curiosity, controlled compassion, and a per¬ 
sistent ivill to find solutions to problems are equally 
basic and valuable to good students, teachers, 
investigators, and practitioners. The more of these 
separate identities that are merged into one indi¬ 
vidual the better will he perform his chosen task. 
Under these circumstances it would seem most 
natural that research and teaching should comple¬ 
ment and strengthen one another. 

In visiting many medical schools, one is 
pressed that this expected situation does not in¬ 
evitably prevail. Initially it is not difficult to become 
convinced tliat the complementary relationship 
tends to suffer as the research effort of the schoo 
acquires bigness. Furtlier e.xperience makes it ew- 
dent that tlie major factor is not the amount o 
research, the size of the grants or their souths, 
nor the number of investigators involved but rather 
the attitudes and interests of the faculty members 
responsible for the research which determine 
whether it shall complement and strengthen or 
dilute and weaken the teaching program. 

As has been stated elsewhere research is one 
component of good teaching balance. Selection o 
faculty members capable of and dedicated to t e 
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two medical school obligations of teaching and 
resaveh can as.snre tlmt ji favorable balance will 
he achieved. 

MEDICINE’S GROWING DEPENDENCE 
ON ALLIED SCIENTISTS 

The important role of the Ph.D. scientist as 
teacher and investigator in the basic medical 
sciences has long been recognized. Data presented 
by the Council on Medical Education and I lospitals 
in its current report indicate that almost 70% of 
full-time faculh' members in the five major Irasic 
sciences do not hold the M.D. This represents a 
considerable decrease in the number of physician 
teachers in departments of anatomy, biochemistry, 
microbiology, pharmacology, and physiologs’ since 
a similar analysis by Hinsey in 1950.' The greatest 
concentration of physician teachers in these sub¬ 
jects is in the most senior academic ranks so that 
the trend already clearly evident can be expected 
to continue. 

The diminishing role of the physician in the 
basic science departments would be of serious con¬ 
sequence if it indicated that toda)'’s students have 
lost the opportunity' to relate these disciplines to 
current clinical problems. There are tliree safe¬ 
guards against this consequence: (1) tlie free inter¬ 
change and easy communication that generally 
e.vist behveen basic science and clinical faculty; 
(2) the perceptiveness of students within whose 
minds the correlation of basic and clinical phe¬ 
nomena ultimately must take place; and (3) the 
increasing segment of career clinical teachers who 
have a sound backgroimd in one or more of the 
basic medical sciences as a necessary' qualification 
for their ow'n teaching and research. 

Of even greater moment than tire clinical orien¬ 
tation of these disciplines is that fundamental prin¬ 
ciples of the disciplines themselves, whether or not 
of current clinical significance, become a part of 
the student’s knowledge. The important principles 
rather than facts of present clinical applications will 
prow'de tlie basis for understanding of future de¬ 
velopments. 

The impressive pace of medical advance gives 
ample proof drat medicine’s dependence on Ph.D. 
colleagues is well placed. The future will see an 
increase in the inherent interdependence of medi¬ 
cine and related sciences. The challenges posed 
"’ill he met best as the relationships among all 
concerned continue to grow in mutual understand¬ 
ing and respect. The future will hold opportunities 
for increasing interdependence between medicine 
and related sciences and the rewards will be great¬ 
est as the relationships continue to grow in mutual 
understanding and respect. 

Hinsey, J. C,: Maintenance of Continuing Supply of New Fac- 

^^erabers (Presidential Address) J. A. Am.M. Coll. S5:379-395 

pt, 1) 1950. 


MEDICOLEGAL INVESTIGATIONS 

In The Journal September 1, 1956, page 40, 
under the heading Medical Examiner Versus Cor¬ 
oner System, a report was made of the tlien current 
legislative attempts to establish state medical exam¬ 
iner systems or to improve existing coroner systems. 
In 1954 the National Conference of Commissioners 
on Uniform State Laws approved a “Model Post- 
Mortem E,xaminations Act,” which was the collabo¬ 
rative effort of the American Medical Association, 
the American Bar Association, the American 
Academy' of Forensic Sciences, the American Judi¬ 
cature Society', the National Municipal League, 
and tlie National Civil Service League. At the time 
of the last report, the model law, or provisions 
similar to it, had been adopted in Massachusetts, 
Maryland, Virginia, Arkansas, Rhode Island, North 
Carolina, Georgia, Vermont, Louisiana, and parts 
of other states. 

Since 1956 there has been considerable legisla- 
ti\'e activity' but there have been relatively few en¬ 
actments. Proposals patterned after the “model act” 
were introduced in many states but enacted in only 
one, Oregon, in 1959. According to a recent release 
of the National Municipal League relating to 1959 
legislation in this field, the Oregon law creates a 
chief medical examiner in tlie state board of liealdi 
and makes existing county or district health officers 
medical examiners. In other states: Iowa abolished 
the office of county coroner; Illinois created a cen¬ 
trally controlled autopsy service; Indiana created a 
Commission on Forensic Sciences; and North Caro¬ 
lina established a state toxicological laboratory'. 
Qualified medical examiners have replaced elective 
coroners in parts of Florida, Michigan, New York, 
North Dakota, Pennsylvania, and Texas. 

iVIany of the proposals that have been considered 
by the legislatures have been introduced and sup¬ 
ported by local physicians and state medical society 
legislative committees. They are to be congratulated 
for giving their time in the interests of improving 
the quality of medicolegal investigations. It is to 
be hoped that the National Municipal League will 
continue its excellent work of acquainting legisla¬ 
tors with the provision of, and need for, a model 
postmortem examinations act. 

CHANGE OF ADDRESS 

If y'ou change your address please notify The 
Journal at least six weeks before the change is 
made. Include the address label clipped from your 
latest copy of The Journal, being sure to clearly 
state both your old and new address. If your city' 
has Postal Zone Numbers, be sure to include this 
Zone Number in y'our new address. 
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CALIFORNIA 

Veterans Honor Dr. Geiger.—The National Com¬ 
mander of tlie Regular Veterans Association be¬ 
stowed on Dr. Jacob C. Geiger, San Francisco, the 
Distinguished and Meritorious Service Ribbon and 
Gold Star in San Francisco, Oct. 28. The citation 
reads as follows: “For ^^aluable Medical and Pub- 
hc Healtli assistance rendered specifically to Vet¬ 
erans, o^’er the many years; for services to this 
and other countries of the world and for being an 
outstanding citizen and public official.” 

DISTRICT OF COLUMBIA 
Annual Scientific Assembly.—The Medical Society 
of tlie District of Columbia will hold its 28th annual 
scientific assembly Nov. 23-25 at the Statler-Hilton 
Hotel, V^ishington, under the presidency of Dr. 
W. Leroy Dunn, who will open the meeting. The 
program is arranged as a schedule of 19 panel dis¬ 
cussions. A clinicopathological conference the after¬ 
noon of No\’. 25 will be moderated by Dr. Louis B. 
Thomas, Seattle, head, surgical patholog)' and post¬ 
mortem service. National Cancer Institute. A film¬ 
reading session is planned for the afternoon of Nov. 
24, moderated b>’ Dr. Fred O. Coe, chief of staff. 
Doctors Hospital, Washington. There is no registra¬ 
tion fee. A socieh' luncheon is planned for Nov. 23. 
Scientific and technical exhibits and motion pic¬ 
tures are planned. 

INDIANA 

State Medical Election.—Officers of the Indiana 
State Medical Association for 1959-1960 elected 
at 110th annual convention are: president-elect. 
Dr. Guy A. Owsley, Hartford City; treasurer. Dr. 
Okla IV. Sicks, Indianapolis; assistant treasurer. 
Dr. Hariy Pandolfo, Indianapolis. Delegates to the 
American Medical Association for a term ending 
Dec. 31,1961, are Dr. Gordon B. Vhlder, Anderson, 
and Dr. M'^endell C. Sto^'er, Boon\'ille. Dr. Earl W. 
Mericle, Indianapolis, elected president-elect in 
October, 1958, was installed as president for 1959- 
1960. 

MARYLAND 

Dr. Heller Receh’es Cytology Award.—The Wien 
Award for 1958 was presented to Dr. John R. 
Heller, Betliesda, at a citation dinner Nov. 7. Each 
year, the Wien Award is presented to tlie scientist 

Ph>'sicians are invUed to send to this department items of ne\'*5 of 
genei^ interest, for e.xample, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


whose work or projects represent “outstanding re¬ 
search in cancer cytology.” Initiated in 1953 by 
Leonard A. ^Vien, past-president of the Cancer 
Institute at Miami, the award consists of §1,000 
and a bronze plaque. The first Wien Award was 
conferred on Dr. George N. Papanicolaou, New 
York City\ Dr. Heller is director of the National 
Cancer Institute of the U. S. Public Health Senice 
and earlier this year was appointed head of the 
cancer control section of the International Union 
Against Cancer. 

Library of Health Sciences.—Construction of the 
new Health Sciences Librarv’ on the Baltimore 
campus of the University' of Maryland is nearing 
completion. The library, which w'ill be ready for 



Heallli Sciences Librarj' on Baltimore Campus of tlw 
Universit>’ of Maryland nears completion. 


occupancy' early in 1960, w’ill serve the schools of 
dentistry, medicine, nursing, and phannacy as 
W'ell as University' Hospital. The new’ milHon- 
dollar hbraiA' consists of three stories and a base¬ 
ment. It will have space for 200,000 volumes, a 
study seating capacity’ for 400, and an auditorium 
that W'ill seat 400. There w’ill be individual study 
carrels, group study rooms, and faculty' studies, m 
addition to the larger reading rooms. Historica 
collections of the four schools w'ill be placed in a 
special room, arranged to show’ the development 
of each field separately. 
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JIASSACHUSETTS 

Dr. Thorn Honored.—Dr. George W, Tliorn, Bos¬ 
ton, was the recipient of tlic 1959 Honor Award 
given by the American Medical liters’ Associa¬ 
tion. Dr. Thorn is professor of cliiue.il medicine at 
Har\'ard University School of Medicine. Tlie Honor 
Award is given from time to time to nonniembers 
of the association “wlio liar'c made distinguished 
contributions in witing, editing, publishing, or 
other means of communication in medieine or 
allied sciences.” 

Personal.—Dr. Crete L. Bibring, associ.ile eliincal 
professor in prsychiatx}'. Harvard Medical School. 
Boston, was elected vice-president ot the Inter¬ 
national Psycho-analytic Association. Dr. Bibring 
is past-president of die Boston Ps\ choan.iK tie So¬ 
ciety and Institute.-Dr. Charles C. i.nnd was 

appointed acting head of tire Fifth Surgical Si’rviet 
and tire Sears Surgical Laboratorc at the Bo.ston 
City Hospital. Dr. Lund, clinical profis^or ot 
surgerj' in Harvard Medical School, was siimil- 
taneously appointed as acting head of the Harr ai d 
department of surgery at tlie Boston City Ih.spital. 

Project to Train Psychiatric Aides.—.A two-reai 
project to train psychiatric aides at the Boston 
State Hospital in cooperation with the Unir ersity’s 
School of Medicine wdil be under the .supervision 
of Dr. Walter E. Barton, Boston, associate pro¬ 
fessor of psychiatry at Boston Unir ersity's School 
of Medicine and superintendent of Boston State 
Hospital. The project is supported by a $54,717 
grant from the U. S. Department of Health, Edu¬ 
cation and Welfare, National Institute of Mental 
Health. Dr. Rufus M. Vaughn, of Anihurst, re¬ 
search assistant in psydiiatry' at the Unix’ersity of 
Massachusetts, is director of the project. A model 
ward of “chronically ill” mental patients will be 
set up witli a team of specialists who ssall demon¬ 
strate to attendants how to dev'elop interpersonal 
relationships and stimulate ward group activity. 
The aim of the program is “to shdt the attitude 
and emphasis away from ‘custodial care toward 
the idea of a true ‘therapeutic community. 

MINNESOTA 

Foreign Lecturer.—Dr. G. L. Montgomery, pio- 
fessor of pathology in the University of Edinburgh, 
Scotland, gave a lecture, “Chronic Thyroiditis, at 
the Mayo Clinic, Rochester, Oct. 9. 

Institute to Study Water Resources.-An institute 
for the scientific study of the state’s water resources 
Including Lake Superior is being esablished at the 
University of Minnesota as a result of a Louis ^d 
Maud Hill Foundation grant of $207,721. The 
Srant, accepted by tlie university board of regents 
on May 8, is for a period of five years. The limno¬ 


logical institute is an outgrowth of scientific studies 
made on Lake Superior and its tributaries by 
personnel in tlie University’’ of Minnesota’s School 
of Public Health under contract witli the Minne¬ 
sota Department of Health. The studies were fi¬ 
nanced by the Minnesota Water Pollution Control 
Commission. These studies of Lake Superior and 
its tributaries began in 1956 “to gain a better 
understanding of the full potential of Lake Su¬ 
perior from the standpoint of waste disposal, water 
supply, transportation, commercial fishing, tourist 
attractions, and other factors of economic im¬ 
portance to the state.” Over-all project adminis¬ 
tration has been under the direction of Prof. Her¬ 
bert M, Bosch, Minneapolis, with Prof. Theodore 
-A. Olson, Minneapolis, in charge of technical work. 

NEW YORK 

Glaucoma Clinic in Schenectady.—The opening of a 
glaucoma detection clinic at St. Clare’s Hospital, 
Schenectady, was held recently. The organization of 
the clinic was conducted by Dr. Peter Sykowski, 
cine'' I ’■ — ■’ 'ipartment, and will be imder 

his '' ■ ■ 1 has been set up for families 

who can not afford a family eye physician. Patients 
will only be received by appointment which will be 
made through the social service director of tlie 
hospital. 

New York City 

Fraterm'ty Lecture.—Omicron Chapter of Phi Delta 
Epsilon Fraternity announced tliat Dr. Ralph A. 
Reis, Chicago, will give tlie Aaron Brown Memorial 
Lecture at New York Medical College, in the school 
auditorium, Tuesday, Nov. 24, at 4:30 p.m. His 
topic wll be “Diabetes in Pregnancy.” 

Awards for Papers in Gastroenterology.—The Ameri¬ 
can College of Gastroenterology announced tlie 
1959 Ames Awards for “the best papers published 
during tlie past year” in its official publication, 
The American Journal of Gastroenterology. First 
prize went to Dr. Edward J. Nightingale for liis 
paper, "Gastroenterological Asjiects of Periarteritis 
Nodosa.” The second prize was awarded to Drs. 
Abraliam J. Brenner, Adolph Komstein, Martin 
Bandler, and Milton J. Matzner, of Brooklyn, for 
their paper, “Present Status of Gastric Cytology.” 
The third prize was given to Dr. Burrill B. Crohn 
for “Regional Ileitis, Ileojejunitis, Combined Ileo¬ 
colitis.” 

Directory of Healtli Services.—“How to Secure 
Help for Tliose Who Need It," a free 32-page di¬ 
rectory to information services in tlie welfare and 
healtli field in New York City, has been published 
by the Community Council of Greater New York. 
The booklet is designed to help people find tlie 
proper agency for their problem. It lists infonna- 
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tion senices on every welfare and health topic 
including adoption, alcoholism, the blind, camps, 
child guidance, con\'alescent care, dnig addiction, 
emplo\Tnent, and vocational counselling, public 
assistance, housing, mental health, nursing homes, 
social security, rehabilitation, tra\'e!ers, unmarried 
mothers, and \’eterans. Copies are a\ ai]able to in¬ 
dividuals who send a stamped, self-addressed en- 
^'elope with their request to the Information 
Bureau Communits- Council of Greater New York, 
345 East 45th St., Neu’ York 17. The booklet will 
be distributed to all city policemen, physicians, taxi 
cab drivers, lawyers, libriwians, personnel directors, 
and others “who come in daily contact with persons 
who may need help.” 

NORTH CAROLINA 

Dedicate Medical School Addition—In observance 
of the 20th anni\'ersary of the founding of the 
Bowman Gray School of Medicine of Mkike Forest 
College, M^inston-Salem, the school's neu' 2-milIion- 


r ^ 



Tlie new J.imes A. Gray Memorial Building of Bowman 
Graj' School of Medicine, Mh’nston-Salem. In the foreground 
is the Research Center being eonstructed with funds derived 
from a campaign among the medical alumni. 

dolhir addition u'as dedicated Oct. 23. Known as 
the James A. Gray Memorial Building, the five- 
stor\' structure more than doubles space previously 
available to the school since its completion in 
1941. The Gray Memorial Building honors tlie late 
brother of the man for whom the school is named. 
A'former president and chairman of the board of 
directors of R. J. Reynolds Tobacco Co., James A. 
Gra)' was for man\' years a benefactor of the 
school endowing it mth one million dollars. The 
opportunitj’ to transform the two-year M^ake Forest 
Medical School, founded in 1902, into a four-year 
school was afforded by a bequest from the late 
Bowman Gra\', at his deatli chairman of the board 
of directors of R. J. Rejoiolds Tobacco Co. Dr. C. C. 
Carpenter, who in 1935 became dciin of the two- 
year Wake Forest Medical Scliool, has continued as- 


dean of Bomnan Gray. Judge Hubert E. Olive, of 
Shelby, president of the Wake Forest board of 
trustees, presided at the dedication. The entire 
James A. Gray Memorial Building was open to 
the public Oct. 22-23, and special e.vhibits and 
demonstrations of aids and techniques used in 
medical education u'ere shown. 

TEXAS 

Grant for Research in Genetics.—The Univ'ersity of 
Te.xas has received a grant of $1,482,4S0 for basic 
research in genetics and cell biology over a five- 
>'ear period. The grant, from the National Institutes 
of Health, the Public Health Service research center 
of Bethesda, Md.. will support research in the 
areas of population genetics; genetic effects of 
radiation and cosmic rays; chromosome shidies of 
cancer and normal cell strains; cytogenetics; and 
the physiological and biochemical aspects of ge¬ 
netics. Principal investigators will be Wilson S. 
Stone, Ph.D., Austin, zoology department chairman; 
and Clarence P. Oliver, Ph.D., Austin; Robert P. 
M'agner, Ph.D., Austin; John J. Biesele, Ph.D., 
New York City; Marshall R. Wheeler, Ph.D., Aus¬ 
tin; Burke H. Judd, Ph.D., Austin; and Hugh S, 
Forrest, Ph.D., Pasadena, Calif., of the university’s 
genetics and cell biolog)' group. The unir'ersity was 
selected for the grant by the National Advisor)’ 
Health Council. 

MTEST VIRGINIA 

Unit for Cardiac M'ork Classification.—Mr. F. Ray 
Power, Charleston, state director of the division of 
c'ocational rehabilitation, announced that West 
Virginia’s first cardiac work classification unit will 
begin oireration at Institute during November. The 
facility is being sponsored in cooperation with the 
Kanawha Medical Society, the Kanawha Heart 
Association, and the V^est Virginia Heart Associa¬ 
tion. The unit is designed to assess the potentials 
of persons with definitely diagnosed cardiac con¬ 
ditions. It is for evaluation purposes only and 
will in no way serve as a diagnostic or treatment 
facility for persons with suspected heart condi¬ 
tions. Referrals wll be through the Vocational 
Rehabilitation Division and private physicians 
throughout the state. Tu’O Charleston physicians. 
Dr. William C. Stewart and Dr. William C. Rever- 
comb, Jr., u'iJl serr'e on the staff’s evaluation team, 
together with Miss Aria Tucker, a registered nurse 
technician. A \'Ocational counselor and a social 
worker will be added as members of the staff. 

GENERAL 

Surgeons Meeting in Las Vegas.—The International 
College of Surgeons, United States Section will 
hold its second western surgical meeting in Los 
Vegas, Nev., at the Star Dust South Hotel, Nov. 
22-24. A total of 15 papers is scheduled on die pro- 
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gram. A liinclieon panel, “Intestinal Surgery,” is 
planned for noon, No^^ 23, and a general luncheon 
panel will be held Nov. 24. E.'chibits and motion 
pictures are planned. On the e\'ening of Nov. 23 a 
banquet will be lield. Begistration fee is $25. A 
ladies’ program is arranged. For information write 
Dr. Frederick M. Turnbull Jr., 1930 Wilshire Blvd., 
Los Angeles 57, Secretar)'. 

Medical Conference in Nassau.—The eighth Ba¬ 
hamas Medical Conference will be held Nov. 27- 
Dec. 17 in Nassau, Bahamas, with headquarters at 
the British Colonial Hotel. The program includes 
over 20 speakers and more than 45 papers. Dr. 
P. David Wheatley, vice-president, section of gen¬ 
eral practice. Royal Society of Medicine, London, 
England, will present “The English National Health 
Scheme” the morning of Nov. 29. Mr. .Marlin E. 
Lerch, eastern director of public relations, House- 
liold Finance Corporation, Philadelphia, \\'ill pre¬ 
sent “Tlie Littlest Giant—Your Patient; His Finan¬ 
cial Needs Can be Solved” Dec. 6. The ninth 
Bahamas Medical Conference will be held April 
1-14, 1960. For information, write Mr. Irvin M. 
Wechsler, General Manager, Bahamas Conferences, 
P. 0. Box 1454, Nassau, Bahamas. 

Hematology Meeting in St. Louis.—The second an¬ 
nual meeting of the American Societj' of Hema¬ 
tology will be held Nov. 22-24 in St. Louis. Papers 
on antibody synthesis will be presented the morn¬ 
ing of Nov. 23 with the following titles and par¬ 
ticipants: 

The Acquisition of Immunologic Specificit)’, Fred K.iru.sh, 
Ph.D., Fbiiadelpbia. 

“Selection” versus "Instruction" in tlie Synthesis of Anti¬ 
bodies, Dr. David W. T.ilmage, Denver. 

Antibody Production by Single Cells, Edwin S. Lennox, 
Ph.D., Ann Arbor, Mid). 

Studies on Antibody Synthesis, Dr. Albert H. Coons, Boston. 
Immune Tolerance and Autounmune Disease, Rupert E. 
Billingham, Ph.D., Philadelphia. 

Other major program subjects include, viral eti¬ 
ology, chemical and hormonal factors, and genetics. 
On Nov. 24 general papers will be presented from 
the membership at large. For information, write 
Dr. John W. Rebuck Henry Ford Hospital, Detroit, 
Secretary. 

Dr. Flexner Dies.—The founder and first director 
of the Institute for Advanced Study at Princeton, 
N. J., Dr. Abraham Flexner, died Sept. 21 at age 
92. Born Nov. 13, 1866, in Louisville. Ky,, Dr. 
Flexner was appointed by Mr. Henry S. Pritchett, 
head of the Carnegie Foundation for the Advance¬ 
ment of Teaching, to direct an investigation of 
medical schools that led to tlie Fle.vner Report, 
‘Medical Education in the United States and 
Canada,” in 1910. Dr. Flexner visited 155 medical 
colleges in the United States and Canada. From 
1913 to 1929 he served on the staff of the General 


Education Board and used the office to enlist the 
elder John D. Rockefeller, its benefactor, in his 
efforts to revamp medical education. In 1930 Dr. 
Flexner came out of his first retirement to organize 
the Institute of Adimnced Study. He was awarded 
the degree of M.D., honoris causa, from the Uni¬ 
versity of Berlin and the Unh'ersity of Brussels. 


Prevalence of Poliomyelitis.—According to the 
National Office of Vital Statistics, the following 
number of reported cases of poliomyelitis occun'ed 
in the United States, it territories and possessions 
in the weeks ended as indicated: 
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Program for Research in Sex.—The Division of Med¬ 
ical Sciences of tlie National Academy of Sciences- 
National Research Council is accepting applications 
for grants-in-aid on research for consideration by 
the Committee for Research Problems of Sex. The 
funds for support of this program are provided bv’ 
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the Rockefeller Foundation and the Ford Founda¬ 
tion. The committee is concerned primarily with 
encouraging research on the mechanisms under¬ 
lying se.sual behavior, with special emphasis on 
the higher mammal and man. Proposals involving 
endocrinological, neurological, psychological, an¬ 
thropological, phylogenic, and genetic studies are 
invited. Requests that deal with the physiology of 
reproduction or with related biological and bio- 
chemic fields should be addressed to the committee 
“only if they give promise of shedding light upon 
behavioral mechanisms.” Inquiries should be ad¬ 
dressed to Room 411, Division of Medical Sciences, 
National Academy of Sciences-National Research 
Council, 2101 Constitution Ave., N. W., Washington 
25, D. C. Completed applications for 1960-1961 
should be postmarked on or before Jan. 15, 1960. 

Commission of Neurochemistry.—The Commission 
of Neurochemistiy of the World Federation of 
Neurology met for the first time at the Institut 
Bunge in Antwerp, Belgium, Sept. 29-30. Dr. Ludo 
van Bogaert, Antwerp, president of tlie federation, 
and Dr. Charles M. Poser, Kansas City, Kan., 
medical executive officer, assisted at the meeting. 
The commission discussed the participation of 
neurochemists in the different international con¬ 
gresses. A permanent secretariat is to be estab¬ 
lished at the Institut Bunge, in Antwerp. Dr. A. 
Lowenthal, Antwerp, was named secretary. Plans 
were laid for holding a “Symposium on Neuro¬ 
chemistry” in Rome during the Congress on Neu¬ 
rology of 1961. The major tonics to be covered 
are (1) lipids, lipoproteins and their metabolism; 
and (2) disorders of mj'elin (not including dissemi¬ 
nated sclerosis). The commission plans to establish 
a registry of neurological material available for 
neurochemical investigation. Requests and inquiries 
should be addressed to the secretaiy of the com¬ 
mission. 

Fellowsliips for Research.—The National Science 
Foundation announced the award of 35 fellowships 
for advanced study and research in the sciences in 
the foundation’s Postdoctoral Fellowship Program. 
All aw'ards w'ere approved by the National Science 
Board upon the recommendation of Alan T. Water¬ 
man, Ph.D., Washington, D. C., director of the 
foundation. Fellows were selected “on the basis of 
abilit)' as evidenced by letters of recommendation, 
academic records, and other evidence of scientific 
attainment.” Final selection of fellows was made 
by tlie National Science Foundation. The post¬ 
doctoral fellows received an annual stipend of 
$4,500, an allowance for dependents, and a limited 
allowance to aid in defraying the cost of travel to 
tlie affiliated institution. 'These awards will enable 
the recipients to study or carry on tlieir research at 
IS institutions in the United States and in 17 
foreign institutions. The National Science Founda¬ 


tion is accepting applications for awards to be 
made in March, 1960, in its graduate and post¬ 
doctoral fellowship programs. For information, 
write the National Science Foundation, 1951 Con¬ 
stitution Ave., N. W., Washington 25, D. C. 

Society News.—At its 13th general assembly the 
World Medical Association elected the following 
officers: president, 1959-1960, Dr. Renaud Lemieux, 
Canada; president-elect, 1959-1960, Dr. Paul Eckel, 
Germany; members of council, 1959-1962, Dr. 
Romeo Y. Atienza, Philippines; Dr. Gunnar Gun¬ 
derson, La Crosse, AVis.; Dr. A. P. Mittra, India; 
and Dr. M. Poumailloux, France.—The American 
Academy of Physical Medicine and Rehabilitation 
elected the following officers for 1959-1960: presi¬ 
dent, Dr. Clarence W. Dail, Los Angeles; president¬ 
elect. Dr. Ray G. Piaskoski, Milwaukee; vice- 
president, Dr. Robert W. Boyle, Milwaukee; secre¬ 
tary, Dr. Harriet E. Gillette, Gainesville, Fla.; 
treasurer. Dr. James W. Rae Jr., Ann Arbor, Mich.; 
and executive secretary, Mrs. Dorothea C. Augus¬ 
tin, Chicago.—Dr. Harold G. Reineke, Gincinnati, 
was named president-elect of American Roentgen 
Ray Society, succeeding Dr. Edward B. D. Neu- 
hauser, Boston, who became society president. Dr. 
Reineke assumes the presidency in 1960. Other 
officers elected include Dr. C. Allen Good, Ro¬ 
chester, Minn., secretary, and Dr. Robert K. Ar- 
buckle, Oakland, Calif., treasurer. Dr. John F. 
Holt, Ann Arbor, Mich., was elected chairman of 
the executive council. The society’s 1960 meeting 
will be held Oct. 4-7 in Atlantic City at the Am¬ 
bassador Hotel. 

CANADA 

Physicians Meet in Winnipeg.—The American Col¬ 
lege of Physicians will hold a Prairie Regional 
Meeting for Manitoba, Saskatchewan, and Alberta 
at the Auditorium of the Faculty of Medicine, Uni¬ 
versity of Manitoba, and Fort Garry Hotel, Winni¬ 
peg, No. 20-21. Dr. Percy H. Sprague, governor of 
the college for Alberta, will open the program with 
an address. The following papers include invited 
participants: 

Pulmonary Hypertension, Dr. Richard E. Rossall, Edmonton. 
Hypertension in the Male, Dr. Ashley E. Thomson, Winni¬ 
peg- 

Thyroid Disease, Dr, John P, Gemmell, M6nnipog. 

Use of Fluorescent Antibody Technique in the Diagnosis of 
Systemic Lupus, Dr. Charles Baugh, Saskatoon. 
Macroglobulinaemia—Its Clinical Implications, Drs. David E. 

Rodger and S. R. Meighen, Regina. 

Recognition and Diagnosis of Metabolic Bone Disease, Dr. 
Ceorge Jaworski, Saskatoon. 

Diabetes and Pregnancy, Dr. Morris Bertrand, Edmonton. 
Assessment of Mitral Regurgitation, Dr. Charles P. New- 
combe, Rochester. 

Dr. Irving S. Wright, New York City, will be the 
speaker at the evening dinner, presenting The 
Role of the American College in Internal Medi- 
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cine.” For informiilion, write Dr. John F. S. Hughes, 
326 Medical Arts Building, Winnipeg, Manitoba, 
Canada. 

CORRECTIONS 

Hypertension, Pregnancy, and Phcochromocytoma. 
-In the Sept. 12 issue on page 151, the clause be- 
£;inning on line 13 under Report of Cases should 
have read “lahor was induced with intravenously 
given o.vytocin (Pitocin).” 

Newer Concepts of Jaundice.—In the Oct. 24 issue, 
in the editorial on page 1110, right-hand column, 
the sentence beginning on line 11 should have read 
“Dutton and Storey" demonstrated that the syn¬ 
thesis of iironides in the li\'er is dependent on the 
presence of two factors, a heat-stable coenzyme 
and a heat-labile enzyme.” Line 25 should have 
read “and amines. Included are drugs, e. g., salicy¬ 
lates.” In the last paragraph the word “unronide” 
should has-e read “uronide.” 

EXAMINATIONS 

AND 

LICENSURE 



EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 
GRADUATES, INC. 

Educational Council for Foreign Medical Graduates; Sta¬ 
tions around the world. March 16, 1960 and Sept. 21, 
1960. Exec. Director, Dr. Dean F. Smiley, 1710 Orrington 
Ave., Evanston, Ill. 

NATIONAL BOARD OF MEDICAL EXAMINERS 
National Board of Medical Examiners: Part I, Various Cities, 
June 21-22 and Sept. 7-8. Part II, Various Cities, April 
19-20. Applications must be received at least six weeks 
before the date of the examination. Exec. Sec., Dr. John 
P. Hubbard, 133 South 36th St., Philadelphia. 

BOARDS OF MEDICAL EXAMINERS 

Alabama: Examination. Montgomery, June 21-23, 1960. 

Sec., Dr. D. G. Gill, State Office Bldg., Montgomery. 
Alaska:' On application in Anchorage or Fairbanks. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 
Califorkia: Oral. San Francisco, November 14. Oral and 
Clinical. San Francisco, Nov. 15. Sec., Dr. Lous E. Jones, 
Room 536, 1020 N Street, Sacramento. 

Colorado:' Examination. Denver, Dec. 8-9. Reciprocity. 
Denver, Oct. 14. Exec. Sec., Miss Mary M. McConnell, 
715 Republic Bldg., 1612 Tremont Place, Denver 2. 
Delaware: Examination. Dover, Jan. 12-14. Endorsement. 
Dover, Jan. 21. Sec., Dr. Joseph S. McDaniel, Professional 
Bldg., Dover. 

District of Columbia:' Examination. Washington, Dec. 
14-15. Reciprocity. Deputy Director, Mr. Paul Foley, 1740 
Massachusetts Ave., Washington 6. 

Florida:' Examination. Miami Beach, Nov. 22-24. Sec., 
Dr. Homer L. Pearson, 901 N.W. 17th St., Miami 36. 
Guam: Subject to Call. Act. Sec., Dr. F. L. Conklin, Agana. 
Hawah: Examination. Honolulu, Jan. 11-12. Sec., Dr. I. L. 

Tilden, 1020 Kapiolani St., Honolulu. 

Idaho: Examination and Reciprocity. Boise, Jan. 11, 12, 13. 
Exec. Sec., Mr. Armand L. Bird, 364 Sonna Bldg., Boise. 


Indiana: Examination. Indianapolis, June 1960. Reciprocity. 
Indianapolis, fourth Wednesday of each month. Ex. Sec., 
Miss Ruth V. Kirk, 538 K. of P. Bldg., Indianapolis. 
Kansas:' Examination and Reciprocity. Kansas City, Jan. 
15-16. Sec., Dr. F. J. Nash, New Brotherhood Bldg., 
Kansas City. 

Kentucky: Examination. Frankfort, Dec. 14-15. Asst. Sec., 
Mrs. Ray Wunderlich, 620 South Third St., Louisville 2. 
Louisiana: Examination and Reciprocity. New Orleans, 
Dec. 3-5. Sec., Dr. Edwin H. Lawson, 930 Hibernia Bank 
Bldg., New Orleans 12. 

Maiiyland: Examination. Baltimore, Dec. 8-11, Sec., Dr. 

Frank K. Morris, 1211 Cathedral St., Baltimore I. 
Massachusetts: Examination. Boston, Jan. 12-15. Sec., Dr. 

David W. Wallwork, Room 37, State House, Boston. 
Minnesota:' Examination. Jackson, June 1960. Reciprocity. 

Jackson, Dec. 7, Sec., Dr. A. L. Gray, Old Capitol, Jackson. 
Nebraska:' Examination. Omaha, June 13-15, 1960. Dir., 
Bureau of Examining Boards, Room 1009, State Capitol 
Bldg., Lincoln 9. 

New Jersey: Examination. Jan. 19-22. Reciprocity. Monthly, 
Sec., Dr. Royal A. Schaaf, 28 West State St., Trenton. 
New Me.\tco:' Examination and Reciprocity. Santa Fe, 
Nov. 16-17. Sec., Dr. C. Derbyshire, 227 East Palace 
Ave., Santa Fe. 

New York: Examination. Albany, Buffalo, New York and 
Syracuse, Dec. 8-11. Sec., Dr. Stiles D. Ezell, 23 South 
Pearl St., Albany. 

North Dakota: Examination. Grand Forks, Jan. 6-8. Reci¬ 
procity. Grand Forks, Jan. 9. Sec., Dr. C. J. Glaspel, Box 
228, Grafton. 

Ohio: Examination. Columbus, Dec. 15-17. Endorsement. 
Columbus, Oct. 5. Sec., Dr. H. M. Platter, 21 W. Broad 
St., Columbus 15. 

Pennsylvania: Examination. Philadelphia, January. Sec.. 

Mrs. Margaret G. Steiner, Box 911, Harrisburg. 

South Carolina: Examination and Endorsement. Columbia, 
Dec. 8. Sec., Dr. H. E. Jervey, Jr., 1329 Blanding St., 
Columbia. 

Texas:' Examination. Fort Worth, Dec. 3-5. Sec., Dr. M. H. 

Crabb, 1714 Medical Arts Bldg., Fort Worth 2. 

Utah: Examination. Salt Lake City, July 6-8. Reciprocity. 
Salt Lake City, Nov. 17. Director, Mr. Frank E. Lees, 324 
State Office Bldg., Salt Lake City 1. 

Virginia; Reciprocity. Dec. 1, Examinations Dec. 2-4 inclu¬ 
sive, Richmond. Address: Board of Medical Examiners, 631 
First St. S. W., Roanoke. 

Washington:' Examination. Seattle, Jan. 11-13. Administra¬ 
tor, Professional Division, Capitol Bldg., Olympia. 

West Virginia: Examination. Charleston, January. Sec., Dr. 

Newman H. Dyer, State Office Bldg., No. 3, Charleston 5. 
Wisconsin:' Examination. Madison, Jan. 14-16. Sec. Dr. 
Thomas W. Tormey, Jr., 1140 State Office Building 
1 West Wilson St., Madison. 

Wyoming: Examination and Reciprocity. Cheyenne Feb. 1. 
Sec., Dr. James W. Sampson, State Office Bldg., Cheyenne. 

BOARDS OF EXAMINERS IN THE BASIC SCIENCES 
Alaska: Examination and Reciprocity. Juneau, November 
Sec., Dr. R. Harrison Leer, Alaska Office Bldg., Juneau! 
District of Columbia: Examination. Washington Nov! 
23-24. Deputy Director, Mr. Paul Foley, 1740 Massachu! 
setts Ave., Washington 6. 

Rhode Island: Examination. Providence, Nov. 18. Reciproc¬ 
ity. Providence, Nov. 4. Administrator, Mr. Thomas B 
Casey, 366 State Office Bldg., Providence. 

South Dakota: Examination. Vermillion, Dec. 4-5 Dr 
Gregg M. Evans, 310 East 15th St., Yankton. 

Washington: Exammotion. Seattle, Jan. 6-7. Sec. Mr Thom 
as A. Carter, Capitol Bldg., Olympia. 

Wisconsin: Examination. Milwaukee, Dec. 5 Madison An 
9, Sec., Mr. Wm. H. Barber, 621 Ranson St., Ripon 

•Basic Science Certificate required. 
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Arnold, Elmer William ® Adrian, Minn.; Univer¬ 
sity of Nebraska College of Medicine, Omaha, 1907; 
member of the American Academy of General Prac¬ 
tice; veteran of World War I; formerly mayor of 
Bigelow; served as president of the school board, 
the Southwestern Minnesota Medical Societ)', and 
the Sioux Valley Medical Association; surgeon for 
the Northwestern Railroad; the Dr. Arnold Me¬ 
morial Hospital was named in his honor; died Sept. 
2, aged 77. 

Bailey, Edward B. ® Wichita Falls, Texas; Balti¬ 
more Medical College, 1909; formerly practiced in 
Austin; died Aug. 22, aged 73. 

Baird, Homer Dale ® Montreal, Wis.; University 
of Pennsylvania School of Medicine, Philadelphia, 
1911; member of the Industrial Medical Associa¬ 
tion; for many years on tlie staff of the York (Pa.) 
Hospital; died in the Trinity Hospital, Ashland, 
Aug. 25, aged 69. 

Beigler, Sydney Karl ® Detroit; Univ'ersity of 
Michigan Medical School, Ann Arbor, 1924; at one 
time taught at the University of Wisconsin Medical 
School in Madison; fellow of the American College 
of Surgeons; on the staffs of the Sinai and Harper 
hospitals; died Sept. 5, aged 60. 

Benton, Charles Crisp ® Macon, Ga.; born in Mon- 
ticello May 30,1919; University of Georgia Medical 
Department, Augusta, 1944; specialist certified by 
the American Board of Anesthesiology; member of 
the American Society of Anesthesiologists, Inc.; 
interned at the Jefferson and Hillman Hospital in 
Birmingham, Ala.; served a residency at the Craw¬ 
ford W. Long Memorial Hospital in Atlanta, Ga., 
and the Universitj' Hospital in Augusta, Ga.; served 
as a lieutenant commander in the medical corps of 
the U. S. Naval Reserve; associated with the Macon, 
Parkview, Middle Georgia, and St. Luke hospitals; 
died Aug. 22, aged 40. 

Bintakys, Ericas Martynas, Brooklyn; Vytauto 
Didziojo Universiteto Medicinos Fakulteto, Kaunas, 
Lithuania, 1941; interned at the Prospects Heights 
Hospital; died Sept. 3, aged 48. 

Boggs, Nathan ® Goodwell, Okla.; Rush Medical 
College, Cliicago, 1906; veteran of World War I; 
for many years practiced in Oklahoma City, where 
he served a term as trustee of the Oklahoma City 
University, and was on the staff of the Wesley 
Hospital; at one time on the faculty of die Univer¬ 
sity Medical College in Kansas City, Mo.; from 

(g) Indicates Member of the American Medical Association. 


1952 to 1957 on the medical staff of tlie Panhandle 
A. & M. College; died in the Guymon (Okla.) Mu¬ 
nicipal Hospital Aug. 31, aged 80. 

Bowman, Douglas Clyde ® Naches, Wash.; Wash¬ 
ington University School of Medicine, St. Louis, 
1928; member of the American Academy of Gen¬ 
eral Practice; died in the Yakima Valley Memorial 
Hospital Aug. 29, aged 58. 

Brown, Clarence Morgan, Adairville, Ky.; Univer¬ 
sity of Tennessee Medical Department, Nashville, 
Tenn., 1898; died in the Baptist Hospital, Nashville, 
Tenn., Aug. 15, aged 84. 

Camp, Donald Evans, West Union, Iowa; State Uni¬ 
versity of Iowa College of Medicine, Iowa City, 
1924; veteran of World War II; died in Detroit 
Aug. 28, aged 62. 

Camp, Harold Manlove ® Monmouth, Ill.; born in 
Brookljm, Ill., July 24, 1885; Northwestern Univer¬ 
sity Medical School, Chicago, 1909; councilor from 
1922 to 1924 of the Fourth District of the Illinois 
State Medical Society of which he was secretary 
from 1924 to 1942, when he became secretary 
treasm'er; from 1912 to 1924 secretary of the Warren 
County Medical Society; served as president of the 
National Conference on Medical Service, formerly 
the Northwest Regional Conference, of which he 
was secretary; served as vice-president of the Aero 
Medical Association; first medical examiner for the 
Civil Aeronautics Administration in Monmouth; in 
1937 appointed a member of the committee to the 
then newly created advisory board of the Division 
for Handicapped Children, State Department of 
Public W^elfare; formerly member of the House of 
Delegates of the American Medical Association; 
past-president of the Monmouth Medical Club; 
member of the World Medical Association; an hon¬ 
orary member of the Fifty Year- Club of the Texas 
Medical Association; during World War II, served 
as state chairman for Procurement and Assignment 
Service for Physicians under the IVar Manpower 
Commission; on Sept. 24, 1959 the Warren County 
Medical Society and the Monmouth Medical Club 
honored him; the occasion marked his fifty years as 
a physician; in June 1958 Northwestern University 
honored him with a Merit Award; past-president of 
the Monmouth Rotary Club; on the staff of the 
Monmouth Hospital; in September 1959 honored 
by the Chicago, Burlington and Quincy Railroad 
for his many hrmdred miles of traveling, commuting 
behveen the offices of the Illinois State Medical So- 
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ciety in Chicago and Monmouth; since 1941 editor 
of the lUiiwis State Medical Journal; died in St. 
Mar)'’s Hospital, Galcshurg, Oct. 17, aged 74. 

Carroll, Harry Roland, Baltimore; University of 
M.arj'land School of Medicine and College of Phy¬ 
sicians and Surgeons, Baltimore, 1917; veteran of 
World ^^^n• I; formerly associated with the U. S. 
Public Health Service, serving for many years as 
director of the Custom House out-patient annex of 
the U. S. Publie Health Service Hospital, where he 
died Sept. 7, aged 65. 

Colwell, John Bruner @ Champaign, Ill.; Rush 
Medical College, Chicago, 1902; from 1904 to 1911 
assistant warden at the Cook Count)' Hospital in 
Chicago; served as attending irhysician on the staff 
of the Cunningham Children’s Home in Urbana; on 
the staff of the Burnham Cit)' Hospital; died in 
the Carle Memorial Hospital in Urbana Sept. 17, 
aged 86. 

Comfort, John Burke, Trenton, N. J.; University of 
Pennsylvania School of Medicine, Philadelphia, 
1919; past-president of the Mercer County Medical 
Society; veteran of World M^ar I; on the staff of 
St. Francis Hospital, where he died Aug. 27, aged 
66 . 

Darling, Earl H., Milwaukee; W^isconsin College of 
Physicians and Surgeons, 1907; associated with 
St. Mar>'’s and Columbia hospitals; died Aug. 25, 
aged 76. 

Dillingham, Frank Stinson <S) Los Angeles; Univer¬ 
sity of Southern California College of Medicine, Los 
Angeles, 1900; specialist certified by the American 
Board of Urology; member of the American Urolo¬ 
gical Association and served as secretarj' of the 
M^estem Branch; for many years on the staff of the 
California Hospital; died in St. John’s Hospital in 
Santa Monica Aug. 31, aged 80 

Doimelly, James Herbert ® Buffalo, N. Y.; McGill 
University Faculty of Medicine, Montreal, Que., 
Canada, 1906; specialist certified by the American 
Board of Internal Medicine; member of the Amer¬ 
ican College of Chest Physicians; fellow of the 
American College of Physicians and past president 
of the New York State Chapter; past-president of 
the Buffalo Academy of Medicine; member of the 
Catholic Physicians Guild; served on the faculty of 
the University of Buffalo School of Medicine; for 
many years director of tuberculosis for the city 
health department; examiner for the Selective Serv¬ 
ice during World War I; honorary consultant at the 
Edward J. Meyer Memorial Hospital and Sisters 
of Charity Hospital, where he died Aug. 31, aged 84. 

Dunn, Biurton Leonard, Babylon, N. Y.; Syracuse 
University College of Medicine, 1897; died in the 
Oneida City Hospital in Oneida Aug. 24, aged 88. 


Dunscombe, William Colby ® Mayaguez, P. R.; 
American Medical Missionary College, Battle 
Creek, Mich., and Chicago, 1906; L.R.C.P. and 
L.R.C.S., of Edinburgh, and L.R.F.P.&S., of 
Glasgow, Scotland, 1912; for many years a medical 
missionar)’; served with the U. S. Public Health 
Service; at one time superintendent of the Wabash 
Valley Sanitarium in Lafayette, Ind.; died Aug. 24, 
aged 78. 

Egenolf, George Franklin ® San Diego, Calif.; 
bom in Orange, N. J., July 6, 1920; Stanford Uni¬ 
versity Sehool of Medicine, San Francisco, 1945; 
interned at the Naval Hospital in San Diego; 
served a resideney in patliology at St. Vincent’s 
Hospital in Los Angeles; served a residency in 
surger)' and obstetrics and g>'necology at the San 
Diego County General Hospital; veteran of World 
War 11; specialist certified by the American Board 
of Obstetrics and Gynecology; associated with the 
Scripps Memorial Hospital in La Jolla and tlie 
Sharp Memorial Hospital and Mercy Hospital; died 
in La Paz, Baja California, Me.xico, Aug. 21, aged 
39. 

Etheridge, Isaae Holder, Atlanta, Ga.; Emor)’ Uni¬ 
versity School of Medicine, Atlanta, 1917; for many 
years county physician; trustee of Ardmore Chil¬ 
dren’s Convalescent Hospital; associated with the 
Jesse Parker Williams Hospital and the Crawford 
W. Long Memorial Hospital, where he died Aug. 
26, aged 71. 

Evans, Alexander Leon, Brooklyn; Universitat Bern 
Medizinische Fakultiit, Switzerland, 1935; member 
of the American Academy of General Practice; 
veteran of World War II; served on the staffs of 
the Doctors Hospital in New York City, Coney 
Island, Madison Park, Kingshighway, and Brooklyn 
hospitals; died Sept. 10, aged 49. 

Evans, Mary Louise, Doylestown, Pa.; Woman’s 
Medical College of Pennsylvania, Philadelphia 
1906; died in New Britain June 15, aged 77. 

Foster, Maude Elizabeth ® Atlanta, Ga.; Medical 
College of South Carolina, Charleston, 1922; died 
July 30, aged 75. 

Fox, Carl Alexander ® Birmingham, Ala.; Medical 
Department of Tulane University of Louisiana 
New Orleans, 1900; served on the staff of the 
Children’s Hospital; died in ^^^oodmere, N. Y. 
Aug. 20, aged 80. 

Freeman, Robert Herman, Raleigh, N. C.; Jefferson 
Medical College of Philadelphia, 1908; died in the 
Rex Hospital Aug. 22, aged 74. 

Frenldel, Henry ® New York City; Uniwersytet 
Jozefa Pilsudskiego, Warszawa, Poland, 1925- in¬ 
terned at the Fordham Hospital, where he ser\'ed 
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a residency; formerly a resident at tlie Roosevelt 
Hospital in New York City and tlie Kings County 
Hospital in BrookR-n; died Jime 14, aged 64. 

Gibson, William John ® Hollj-wood, Fla.; Univer¬ 
sity of Buffalo School of Medicine, 1917: for many 
years practiced in Rochester, N. Y.; veteran of 
il^orld War I; died Sept. 6, aged 72. 

Glassman, Joseph ® New York City: University and 
Belle\'ue Hospital Medical College, New York City, 
1915; e.xecutive director and cliief of internal medi¬ 
cine at Stu\wesant Polyclinic and consulting phy¬ 
sician at tlie Italian Hospital; died Sept. 10, aged 76. 

Goode, Jolm William ® San Antonio, Te.xas; Uni¬ 
versity of Te.\as School of Medicine, Galveston, 
1912; fellow of tlie American College of Surgeons; 
past-president of tlie Be.\ar County Medical So¬ 
ciety; associated uadi the Baptist Memorial Hospi¬ 
tal and the Ni.\ Memorial Hospital; died Aug. 30, 
aged 73. 

Gutierrez, Juan Bautista, Brownsville, Texas; Uni- 
versidad Nacional Facultad de Medicina, Mexico, 
D. F., 1913; died in tlie Mercy Hospital June 15, 
aged 76. 

Heilbnmn, Max ® Lockwood, Mo.; Ludwig-Maxi- 
milians-Unii’ersitat Medizinische Fakultat, Miin- 
chen. Bavima Germany, 1924; interned at the 
Menorali Hospital in Kansas City, Mo.; associated 
with the Lockwood Memorial Hospital, where he 
died .\ug, 26, aged 62. 

Herbst, Frank ® Kansas City, Mo.; Harvard Medi¬ 
cal Sdiool, Boston, 1901; died July 26, aged SI. 

Jackson, Henry Bruce, Newman, Ga.; Hospital Med¬ 
ical College, Eclectia Atlanta, 1909; died in tlie 
Newman Hospital July 2S. aged 73. 

Jefferson, Charles William @ Louisville, Ky,; Uni¬ 
versity of Louisville Medical Department, 1910; 
served in the medical corps of tlie .American and 
British armies during World War I; member of die 
Soutiieastem Surgical Congress and die Industrial 
Medical .Association; fellow’ of die International 
College of Surgeons: past-president of die staffs of 
the Jewish Hospital ;md St. .Andiony Hospital, 
where he died Sept. 2, aged 70. 

Johnson, Mars-in Anthon @ Plainxiew, Neb.; Uni¬ 
versity of Nebraska College of Medicine, Omalia, 
1935; interned at die Douglas County Hospital in 
Omalia; member of die .American Academy of 
General Practice; died in die PlainWew General 
Hospital -Aug. 19, aged 49. 

Jones, Harold Walter ® Philadelphia; bom in 
Newark, N. J., Feb. 1, 1S91; Jefferson Medical Col¬ 
lege of Philadelphia. 1917; specialist certified by 
the .American Board of Internal Medicine; professor 


of clinical medicine, emeritus, at his alma mater, 
w'here he wms die first person to hold the Thomas 
Drake Martinez Cardeza Chair of clinical medicine 
and hematologx' established in 1941; member of die 
Association of American Physicians; fellow' of die 
American College of Physicians; founder and first 
president of die Jefferson Society of Clinical Inves¬ 
tigation; in 1941 received a certificate of merit from 
the American Medical Association for an e.xhibit on 
infusions of blood and other fluids into the circula¬ 
tion via the bone marrow; veteran of World War I; 
a member of die board of corporators of the Peddie 
School in Hightstown; served as director of the 
Charlotte Drake Cardeza Foundation and Labora¬ 
tories of the div’ision of hematologj' at Jefferson 
Medical College; died Sept. 2, aged 6S. 

Jones, Ransom Julaney ® Kinston, N. C.; Emory 
University School of Medicine, Atianta, 1932; 
healdi officer of Lenoir and Jones counties; veteran 
of World M'ar II; died Aug. 20, aged 51. 

Kimbrough, Charles Talmage, New’ York City; 
Syracuse University' College of Medicine, 1925; 
veteran of World War I; died in die Veterans Ad¬ 
ministration Hospital Aug. 14, aged 65. 

Lewis, Michael, Georgetownn, Mass.; Kansas City 
(Mo.) University’ of Phy’sicians and Surgeons, 1938; 
for many’ y’ears associated w’ith die Baldpate Hos¬ 
pital; died in Portsmouth, N. H., Sept. 1, aged 51. 

Lippman, Louis Simeon ® Chicago; Cliicago Col¬ 
lege of Medicine and Surgery, 1911; died Sept. 1, 
aged 79. 

McLaughlin, Ralph Lenard ® San Antonio, Texas; 
University of Louisx’ille (Ky’.) School of Medicine, 
1917; sen'ed wudi die U. S. A^eterans Administra¬ 
tion; veteran of World M'ar I; died in die Scott and 
White Memorial Hospital in Temple June 5, aged 
67. 

MLxson, Harold Joy’ce ® Beamnont, Texas; Tulane 
University School of Medicine, New’ Orleans, 1921; 
at one time associated widi die Soudi Mississippi 
Charity’ Hospital in Laurel; died in die Baptist 
Hospital of Southeast Texas Aug. 29, aged 64. 

Mundell, Joseph Joshua @ Washington, D. C.; born 
in .Anacostia Dec. 22, 1S79; Georgetow’n University 
School of Medicine, Wasliington, 1903; specialist 
certified by’the American Board of Obstetrics and 
Gynecology’; fellow’ of die American College of 
Surgeons; resigned from die regular Naw on Feb. 
6, 1942; professor of obstetrics from 1934 to 1947, 
when he became professor of obstetrics emeritus at 
his alma mater; charter member and past-president 
of the Washington Gy’necological Society'; helped 
found the Georgetown Clinical Society', w’hich in 
1945 presented him w’idi its first G aw’ard for dis- 
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tiimuishecl service in the priielice of meclicine or 
surgery; consuit;\nt to the U. S. iVaval Hospital in 
Bethcsda; associated witli the Providence Hospital, 
Gcorgetomi Hospital, and Columbia Hospital for 
Women; died at Ocean City, Md., Ang. 30, aged 79. 


North, Frank Raymond @ Winfield, Iowa; Keokuk 
(low.a) Medical College, College of Physicians and 
Surgeons, 1904; past-president of the Henry County 
Medic;rl Society; died in Muscatine Aug. 15, aged 
83. 


O.aklcy, E. Reed ® Pasadena, Calif.; University of 
Nebraska College of Medicine, Omaha, 1932; also 
a graduate in pharmacy; interned at the University 
of Nebraska Hospit;d in Omaha; formerl\- practiced 
in Lincoln, Nebr.; died Aug. 20. aged 60. 

Otto, Harold Lose, New York City; University and 
Bellevue Hospital Medicml College, New lork Cits’. 
1920; ;rssociated with the Beth Israel Hospital and 
the Hospital for Joint Diseases; died in S.iratog.i 
Springs, N. Y., Sept. 9, aged 65. 


Powers, Edward Pamcll ® Boston; Ceorgetown 
University School of Medicine, Washington, D. C., 
1905; associated with the Milton (Mass.) Hospital, 
New England Hospital, and the Parker Hill Medi¬ 
cal Center; died Sept. 2, aged 78. 

Pratt, George OHn ® Alburg, Vt.; born in Enosburg 
Falls, June 5, 1910; University of Vermont College 
of Medicine, Burlington. 1935; interned at tlie 
Bishop De Goesbriand Hospital in Burlington; dur¬ 
ing World War II served overseas in the European 
Theater as commanding ofRcer of the 70th Station 
Hospital, during which time he received numerous 
commendations and decorations; in 1946 discharge 
from Army notli the rank of colonel; member o t re 
Association of Military Surgeons of tlie United 
States and the Reserve Officers Association, ecame 
associated with the Veterans Administration and 
after a short time in the Shreveport, La., regiona 
office became manager of the Veterans Adrnmis ra 
tion Hospital in Amarillo, Texas; later became 
assistant director of the New England-i eu or 
area of the Veterans Administration; serve as 
ager of the Veterans Administration lospi ^ * 
Manchester, N. H., Brookljm, and Syracuse R -.’ 
in 1956 established the Pratt Clmic Alburj 
serving as director as well as count>' me ica - 
aminer and health officer; associated "alh he 
Kak Manorial HosplMl and St. ““J®' 

In St. Albans; a nronrba of Eot.ry Club; d.ed Aug. 

26, aged 49. 

Quirk, William Ambrose, , I , ,'o 

ville (Ky.) Medical College, 1889; died July 18. 

aged 93. 


Randall, Joseph Alexander ® Harrisburg, Pa.; 
Howard University College of Medicine, Washing¬ 
ton, D. C., 1931; civilian chief of occupational med¬ 
icine at the Olmsted Air Force Base in Middletomi, 
where he died Sept. 2, aged 54. 

Rcetz, Frederick August @ Shelby, Mich.; the 
Hahnemann Medical College and Hospital, Chi¬ 
cago, 1905; at one time practiced in Muskegon, 
Mich., where he was on the staff of tlie Hackley 
Hospital; on the staff of the Shelby Community' 
Hospital; died Aug. 17, aged 76. 

Richmond, James, Coquille, Ore.; Saginaw (Mich.) 
Valley Medical College, 1902; died in Myrtle Point 
Sept. 2, aged 85 . 

Robbins, Noel Walker, Delray Beach, Fla.; Duke 
University School of Medicine, Durham, N. C., 
1932; interned at tlie Duke Hospital in Durham, 
N. C., and the Charlotte Memorial Hospital in 
Charlotte, N. C.; died in the Bethesda Hospital in 
Boj'nton Beach July IS, aged 51. 

Rosenthal, Jacob Sontheimer, M^ashington, D. C.; 
Tulane University' School of Medicine, New Or¬ 
leans, 1915; veteran of World Mffir I; died near 
Sweetwater, Tenn., Sept. 5, aged 65. 

Rutledge, John Richard, Greenwich, N. Y.; Univer¬ 
sity of Rochester School of Medicine and Dentistry, 
Rochester, N. Y., 1958; interned at the Bellevue 
Hospital Center in New York City; captain in the 
U. S. Air Force; died Ang. 25, aged 27. 

Saviile, John William, Bethesda, Md.; George 
Washington University' School of Medicine, Wash¬ 
ington, D. C., 1953; formerly' served in the U. S. 
Naval Reserv'e; interned at the Naval Hospital in 
Bethesda, Md.; served a residency' at the Beller’ue 
Hospital Center in New York City and the Massa¬ 
chusetts General Hospital and the Children’s Medi¬ 
cal Center in Boston; ortliopedic resident at the 
District of Columbia General Hospital in Washing¬ 
ton, D. C.; certified by the National Board of Medi¬ 
cal Examiners; died in Annapolis, Md., Sept. 12, 
aged 30. 

Shapiro, Julius Robert, Belle Harbor, N. Y.; Uni¬ 
versity' of Dublin School of Physics, Trinity' College, 
Dublin, Ireland, 1935; interned at Jersey City' Hos¬ 
pital in Jersey City', N. J., and Hudson County' 
Tuberculosis Hospital and Sanatorium in Secaucus, 
N. J.; served a residency at the Boulevard Hospital, 
Long Island City', N. Y., and the Brooklyn Ey'e and 
Ear Hospital in Brookly-n; died in the Beth Israel 
Hospital in New York City Aug. 23, aged 49. 

Smith, Millicent Zenos ® Palo Alto, Calif.; Baylor 
University' College of Medicine, Dallas, 1941; in¬ 
terned at Santa Clara County Hospital in San Jose, 
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Calif.; veteran of World War II; member of the 
American Academy of General Practice; died Aug. 
30, aged 46. 

Studer, Adolph Gustav, Grosse Pointe, Mich.; De¬ 
troit Homeopathic College, 1903; retired general 
secretary of the Detroit YMCA; died in the Bon 
Secours Hospital Aug. 16, aged 91. 

Taylor, George Mosser ® Los Angeles; College of 
Medical Evangelists, Loma Linda and Los Angeles. 
1924; certified by the National Board of Medical 
Examiners; specialist certified by tlie American 
Board of Orthopaedic Surgery, Inc.; member of the 
American Academy of Orthopaedic Surgeons; fel¬ 
low of the International College of Surgeons; pro¬ 
fessor and chairman of the department of ortho¬ 
pedic surger)' at his alma mater; on the senior 
attending staff of the Los Angeles Counts' Hospital 
and the White Memorial Plospital; died Sept. 1, 
aged 61. 

Taylor, H. Williams ® Little Compton, R. I.; born 
in 1886; Columbia Unis’ersity College of Physicians 
and Surgeons, New York Cits’, 1915; fellosv of the 
American College of Surgeons; served as member 
and chairman of the Little Compton school commit¬ 
tee and as medical examiner; a staff surgeon at 
St. Anne’s Hospital in Fall Ris'er, Mass.; on the 
courtesy staffs of the Truesdale and Union hospitals 
of Fall Ris'er, Mass., and St. Luke’s Hospital in 
Nesv Bedford, Mass.; at one time practiced in 
Englesvood, N. J., ss'here he svas associated svith 
the Engless'ood Hospital; died Sept. 7, aged 72. 

Theriault, Louis Leo ® Wethersfield, Conn.; Jeffer¬ 
son Medical College of Philadelphia, 1918; died 
Aug. 30, aged 66. 

Thomas, Edward Philip ® Frederick, Md.; Univer¬ 
sity’ of Marydand School of Medicine and College 
of Phy'sicians and Surgeons, Baltimore, 1916; mem¬ 
ber of the founders group of the American Board 
of Surgery’; fellow of tlie American College of Sur¬ 
geons; past-president of the Medical and Chirurgi- 
cal Faculty’ of Mary'land and the Frederick County’ 
Medical Society’; past-president of the state board 
of medical examiners; veteran of World War I; 
associated with the Frederick Memorial Hospital; 
died Aug. 25, aged 67. 

Timm, John A., Brookly’n; University of Minnesota 
Medical School, Minneapolis, 1919; fellow of the 
American College of Surgeons; veteran of World 
War 1; served on the staffs of the Kingston Avenue, 
Methodist, and Cumberland hospitals; died in 
Altura, Minn., July 22, aged 69. 

Toller, Else ® New York City’; Ludwig-Ma.xi- 
milians-Universitat Medizinische Fakultat, Miin- 
chen, Bavaria, Germany, 1919; interned at the 
Bronx Hospital in New York City’; serv'ed a resi¬ 
dency at the Overlook Hospital in Summit, N. J., 


and the Craig House in Beacon, N. Y.; associated 
witli the U. S. Veterans Administration; died in the 
Flower and Fifth Avenue Hospitals Aug. 5, aged 66. 

Tomb, Andrew Spencer Jr. ® Victoria, Texas; 
Tulane University' School of Medicine, New Or¬ 
leans, 1933; served as vice-president of the Texas 
Medical Association; past-president of the Te.xas 
Academy of General Practice and the Victoria- 
Goliad-Calhoun Counties Medical Society’; past- 
president of the Victoria Independent School 
Board; member of the American Academy of Gen¬ 
eral Practice and the Industrial Medical Associa¬ 
tion; died in Shreveport, La., Aug. 26, aged 48. 

Ton-ence, Allen Coutler, Hot Springs National 
Park, Ark.; Meharry Medical College, Nashville, 
Tenn., 1912; died in the Quachita General Hos¬ 
pital Aug. 15, aged 70. 


Vinson, Porter Paisley ® Richmond, Va.; born in 
Davidson, N. C., Jan. 24, 1890; University of Mary¬ 
land School of Medicine, Baltimore, 1914; specialist 
certified by’ the American Board of Internal Medi¬ 
cine; member of the Southern Medical Association, 
American Broncho-Esophagological Association, 
American Association for Thoracic Surgery, Alumni 
.Association of the Mayo Foundation, of which he 
was president in 1940, Society of the Sigma Xi, 
Phi Beta Kappa, and the Nu Sigma Nu professional 
medical fraternity; fellow of the American College 
of Phy'sicians; professor of bronchoscopy, esopha- 
goscopy, and gastroscopy at the Medical College of 
Virginia; formerly associated with the May'O Clinic 
and Mayo Foundation, Graduate School, University 
of Minnesota, in Rochester, Minn.; veteran of 
World War I; on Dec. 12, 1939, delivered the thir¬ 
teenth annual Dr. Stafford E. Chaille Oration of 
the Orleans Parish Medical Society in New Orleans; 
in 1925 the Dax’idson College in Davidson, N. C., 
awarded him the honorary degree of doctor of 
science; died in St. Mary’s Plospital, Rochester, 
Minn., Aug. 28, aged 69. 


Watson, Walter Hunter, Greenville, S. C.; Medical 
College of South Carolina, Charleston, 1939; in¬ 
terned at the Roper Hospital in Charleston; vet¬ 
eran of World War II; associated with the Green¬ 
ville General Hospital and the St. Francis Hos¬ 
pital, where he served a residency, and where he 
died Aug. 15, aged 44, 


Weinreb, William Aron @ Brooklyn; Medizinische 
Fakultat der Universitiit, Vienna, Austria, 1923, 
member of the American Academy’ of General Prac¬ 
tice; died in the Jewish Hospital Aug. 23, aged 68. 


Zibel, Nathan, Quincy, Mass.; Tufts College Medi¬ 
cal School, Boston, 1926; associated with the Brook¬ 
line (Mass.) Hospital, South Shore Hospital, Wey¬ 
mouth, and the Quincy City' Hospital; died in the 
Boumewood Hospital, Brookline, Aug. 28, aged 5 - 
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BRAZIL 

Intestinal Parasitosis.—Wolffcnbuttcl and Zclman- 
owicz (/onnin/ of (he Medical Aasocialion of Rio 
Grande do Sul, Jnne, 1959) evaluated the trcatinent 
of scx’ernl intestinal parasitoses h}’ new drugs. Tlicy 
summarized their findings as follows: Oxj'tctra- 
cycline was preferred for amehiasis. Giardiasis was 
treated successfully with a coinhination of chlor- 
quinaldol, chlorhetainidc, and quinacrine. In pin- 
wonn infection good results were obtained with 
piperazine and optional results were obtained with 
dithiazanine. No completely satisfactory treatment 
for ascariasis or whipworms was found. Hcxylre- 
sorcinol in doses of 1 Gm. daily for 5 to 10 days 
proved effective in the treatment of hookworm. 
Dithiazanine given in increasing doses (100 mg. on 
the 1st day, 200 on the 2nd, 300 on the 3rd, and 
400 on the 4th to the lOtli day) is the drug of 
choice in the treatment of strongyloidiasis. In the 
treatment of tapeworms quinacrine administered 
by duodenal tube was preferred. 


CHILE 

Scleroderma.—.A. Gonzalez Salvatierra (Rev. med. 
Chile 87:498, 1959) treated a series of 17 patients 
who had scleroderma with cortisone or prednisone 
over a period of one to three years. The results were 
excellent in eight, good in six, fair in one, and poor 
in two. In some combining steroid treatment with 
chloroquine improved the results and made it 
possible to lower the dosage of cortisone. 

Iproniazid and Hepatitis.—Katz and Ducci (Rev. 
med. Chile 87:421, 1959) treated a series of 69 pa¬ 
tients (48 who had psychiab-ic disorders and 21 
who had angina pectoris) with iproniazid. Both 
groups were given an initial dose of 100 to 150 mg. 
daily, and a maintenance dose of 25 to 100 mg. 
daily. The psychiatric group was treated for an 
average of 90 days and the cardiac group for an 
average of 65 days. Only one patient developed 
hepabtis and this was a viral type. The authors 
concluded that iproniazid is not hepatotoxic and 
if hepatitis develops while it is being given some 
other explanation should be sought. 

Splenoportography.—C. Larrain (Rev. med. Chile 
87:410, 1959) performed percutaneous splenopor¬ 
tography on 56 patients, most of whom had cirrho- 

The items in these letters are contributed by regular correspondents 
hx the Various foreign countries. 


sis of the liver, and obtained positive results in 49. 
Roentgenograms were made three, six, and nine 
.seconds after injection of the contrast medium. 
Side-effects (nausea and flushing) appeared in only 
10 patients. This procedure proved to be useful in 
differentiating intrahepatic and extrahepatic portal 
hypertension and in the diagnosis of the hydatid 
di.seasc and malignant metastases in the liver. 


FRANCE 

Exophthalmic Goiter.—At the meeting of the Na¬ 
tional Academy of Medicine, on Jan. 20, De Gennes 
reported success with radioiodine (I''") in 90% of 
800 patients with exophthalmic goiter. The initial 
dose proved to be insufficient in 20% of the patients, 
and they were given another dose a few weeks 
later. There was no improvement in 3% of the 
patients. 

De Gennes and co-workers (Semaine das Hopi- 
taux, April 28, 1959) reported a series of 138 out¬ 
patients with hyperthyroidism who were given 1*“' 
intravenously in amounts producing about 10,000 
rads. Patients in whom signs of progressive hyper¬ 
thyroidism persisted were given another'dose three 
months later. All the patients in this series had 
progressive In'perthyroidism and had failed to 
respond to medical treatment. The follow-up period 
of 18 months showed that in 79% of the patients 
the thxToid state returned to normal and the cardio¬ 
vascular, neurovegetative, and metabolic manifes¬ 
tations disappeared and the body weight rebimed 
to normal. In 16% of the patients permanent post¬ 
operative hyperthyroidism was noted. The treat¬ 
ment failures in 1.4% and the incomplete cures in 
3.6% of the patients were attributable to the atypi¬ 
cal characteristics of the disease, and to the rela¬ 
tively moderate uptake of T'”. Of 109 patients 
whose thjToid state returned to normal 60 (55%) 
had no return of symptoms. Of the remaining 49, 
e.xophthalmos returned in 37, goiter returned in 12, 
and auricular fibrillation returned in 7. The basal 
metabolic rate (BMR) returned to normal in almost 
all of the patients whose thyroid state returned to 
normal without sequelae. The BMR never exceeded 
30% in the patients who were cured but who had a 
return of symptoms. None of the patients developed 
thyroid cancer, radiation sickness, or hematological 
disorders. The patients with severe exophthalmos 
were better able to tolerate large doses of than 
those with mild e.xophthalmos, and those with car¬ 
diac insufficiency or auricular fibrillation had a high 
tolerance for the drug. 
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Hyperthyroidism.—At the meeting of the Academy 
of Surgery, H. Welti reported a series of 12,000 
tliyroidectomies which he performed in a period of 
30 years. In this series 7,000 had hyperthyroidism, 
which in most of the patients was severe. They 
were medically treated before the operation for 
months or years without success. The operative 
mortality was only 0.2% despite the severity of the 
condition in some of the patients. A review of the 
6,619 thyroidectomies performed behveen January, 
1951, and October, 1955, revealed that of the 3,371 
patients subjected to thyroidectomy because of 
e.xophthalmic goiter 8 died, and of the 2,958 who 
were operated on for simple goiter 5 died. 

The great advantage of thyroidectomy over treat¬ 
ment with I'®‘ consists, according to the author, in 
the complete or almost complete cure of the hypo- 
th>Toidism. In some patients complete cure oc¬ 
curred within a few weeks, and in others even 
within a few days. In most patients the exophthal¬ 
mos disappeared promptly. On the otlier hand, the 
action of P'” is slow and in many patients dis¬ 
appointing. In some patients a severe and persistent 
myxedema develops after treatment with P^', par¬ 
ticularly in patients with exophthalmos aggravated 
by hypophysial involvement. This thyroid insuflB- 
ciency is especially imfortunate in older persons 
who are predisposed to arteriosclerosis by the 
resulting increase in their cholesterol level. The 
effect on the gonads is a reason to avoid this treat¬ 
ment in young persons. Treatment with I"‘ is 
especially contraindicated in children and preg¬ 
nant women. The author called attention to tlie fact 
tliat thyroidectomies performed after treatment 
with P“' has failed are often technically difficult 
because the goiters are difficult to exteriorize, they 
are easily tom, they bleed profusely, and great care 
is needed to protect the recurrent laryngeal nerves 
and the parathyroids. 

GERMANY 

X-ray Contrast Mediums Containing Iodine.—E. 
Schulte (Medizinische, no. 17, page 839, 1959) re¬ 
ported that die number of x-ray examinations ivith 
iodine-containing contrast mediums has increased 
in recent years. Numerous complications following 
die use of such mediums have been reported in 
Sweden and America. The author made 6,000 in¬ 
travenous urographies and 200 venographies in the 
past 10 years. In this series he observed allergic 
skin reactions with reddening of the skin, itching, 
urticaria, and edema in only three patients. These 
side-effects were successfully treated with antihis- 
taminics. Prior to the e.xaminations widi the con¬ 
trast mediums, some drops of the agent to be used 
were instilled into the patients’ conjunctivas. Since 
diese tests were negative even in the patients who 
later showed allergic reacdons, it was of no prog- 
nosdc value. With every contrast demonstradon 


with mediums containing iodine it is, however, ne^ 
essary that a sterile syringe and antihistaminics be 
kept at hand to remedy any allergic reactions at 
once. Even with slow injections patients complain 
sometimes of hot flushes, dizziness, and nausea. In 
some, vomiting may occur. These reactions subside 
completely after a few minutes. 

lodipamide used for 2,500 cliolecystograms was 
well tolerated. A severe collapse with generalized 
exanthema was observed in one patient after a dose 
of only 1.5 cc. With intra-arterial administration of 
the contrast agents the author knew of 300 such 
cases. Side-effects occurred more frequently and 
were more severe than when intravenous injections 
were given. Prior to every injection the cardiac, 
circulatory, and renal function should be e.xamined. 
With cerebral angiographies hemiplegia occurred 
in one patient but disappeared completely after dvo 
days. Allergic reactions were seen in two arteriog¬ 
raphies. A severe complication occurred in a woman 
witli peripheral circulatory disorders in the lower 
e.xtremities, after a total of 120 cc. of a contrast 
agent had been given. The patient suffered an ana¬ 
phylactic shock, anuria, and nephrotic changes. It 
is recommended that, if possible, not more than 
60 cc. of a contrast medium containing iodine be 
given at a time. 

Nicotine and Cii'culatory Diseases.—F. Lickint 
(Landarzt 85:470, 1959) reported on experimental 
investigations which showed that while smoking 
one cigarette about 1.6 mg. of nicotine is taken up 
by the lungs. The amount of the nicotine reaching 
the blood stream is sufficient to produce the typical 
effects on the circulation. The effect of nicotine on 
the capillaries can be observed on the nail-groove. 
The capillaries are constricted and partly even oc¬ 
cluded, which results in stasis. Not all parts of the 
body respond in the same manner. This phenome¬ 
non is not seen, for instance, in the ears. A marked 
fall of temperature is produced at the peak of the 
capillary constriction. This begins after about 10 
minutes and reaches the lowest value after 30 min¬ 
utes. After 60 minutes the normal temperature is 
restored. The average drop of temperature is be¬ 
tween 2.5 and 3.2 C. A constriction of the arterioles 
is also observed. This can best be demonstrated by 
the time required for the rewarming of the fingers 
after a five-minute handbath in water at 15 G. This 
time of rewarming is lengthened by smoking a 
single cigarette, and lasts one hour instead of only 
five minutes. 

Dr. Giith demonstrated that tire rewarming of 
the skin (normally achieved after massage) is com¬ 
pletely missing if the patients smoke a cigarette 
during treatment. It was shown in animal experi¬ 
ments with contrast agents that the arteries con¬ 
tracted like a string of pearls when m'cotine was 
given. Follow-up e.xaminations in patients suffering 
from vascular diseases, in whom vascular transplan- 
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trttion had to he pcM-formed, .showed (hat (he resto¬ 
ration of the normal blood supply co\dd he achieved 
only in nonsniokcrs. Cigarette smoking also played 
a great part in (he healing jn'oeess of frostbite in 
World ^^^ar II. Alterations of coronary vessels could 
be produced experimentally in animals by regular 
administration of nicotine. I'liese findings are in 
agreement with clinical exjrerienccs. Myocardial in¬ 
farction occurs much more frequently in smokers 
than in nonsmokers. In these cases, hormonal fac¬ 
tors also seem to play a part. The nicotine probably 
eliminates the vasopressin of the posterior lobe of 
the hypophysis, which, in turn, produces vasocon- 
■striction and inhibition of diuresis. 

Embryonal Carcinosarcoma.—P. Kollc {Deutsche 
nied. Wchnschr. 84:1287, 1959) stated that the 
prognosis in children with sarcoma of the kidneys 
is better than previously. Operation and immediate 
.subsequent irradiation is the method of choice, Pa¬ 
tients with nephroblastoma .should he operated on 
four or five hours after admi.ssion. Any further de- 
la)' may worsen the prognosis. Undue palpation may 
result in di.ssemination of tumor cells; therefore, e.v- 
iunination .should he performed once only and as 
eirefully as possible. Less experienced surgeons 
should choose preliminary irradiation, since a 
marked involution of the tumor is usually achieved 
bv this measure. In consequence tearing of the 
tumor during operation occurs less frequently, and 
the tumor cells do not get into the blood stream 
so easily by manipulations. An optimal result can 
only he obtained if children with nephroblastoma 
are tre.ited in suitable clinics. The decisive factor, 
hou ever, is the early diagnosis. 

Pulmonary Embolism.—Bowing and Thedering 
{Landarzt 35:464, 1959) reported that pulmonary 
embolism was found to be the cause of death in 
about 3% of autopsies. Thrombosis is found mostly 
in the region of the inferior vena cava, whereas 
thromboses in the region of the superior vena cava 
are very rare. Patients with pulmonary embolism 
do not always take the same course. Only 18% died 
within the first 24 hours, 42% in (me to seven days, 
and 40% after seven days. These figures show that 
proper therapy of pulmonary embolism is possible 
m most patients. Pulmonary embolism occurs more 
frequently in women than in men. Massive embo¬ 
lism of the main trunk or of one of the two main 
branches of the pulmonary artery leads to sudden 
death, but in most patients only the smaller arteries 
are affected. Death is probably due to an acute 
strain of the right heart, as a result of which col¬ 
lapse of the systemic circulation with cerebral an¬ 
oxemia and coronary insufficiency may occur; 75% 
of the patients complain of severe chest pain. 

Here a distinction must be made between the 
first phase of pain, due to the excessive dilatation 
of the pulmonary vessels, and the second or late 


phase of the pain. The latter is caused by the ac¬ 
companying ]>leurisy. Besides the pain there is 
often a collapse with severe dyspnea associated 
with anxiety and blood-stained sputum, especially 
when congestion of the pidmonary circulation was 
already present. General vegetative symptoms, such 
as fever, leukocytosis with a shift to the left and 
cosinopenia, accelerated sedimentation rate, and a 
shift in the region of scrum albumin occur after 
some hours. Roentgenographic findings are recog¬ 
nizable only after 24 hours, mostly in the form of 
round shadows or atelectasis. Electrocardiograms 
reveal cor pulmonale, sometimes incomplete right 
heart block, and more or less defined alterations 
of the final ventricular deflections. The findings may 
suggest pulmonary infarction, pericarditis, pleurisy, 
or acute abdominal disease. The first therapeutic 
measures are to eare for the dilatation of the bron¬ 
chial arteries, to combat the shock, and to prevent 
further embolie complications. The drugs to be 
given are papaverine, :i papaverine homolog (Eu- 
jraverine), theophylline preparations, and morphine 
for the relief of pain. 

In sex’ere embolism with shock, the shock should 
he treated first since in this state patients are not 
transportable. Circulatory stimulants and digitalis 
preparations should also be given. In order to pre¬ 
vent further embolism it is necessary to administer 
hep;irin. The doses should he large enough to re¬ 
duce the risk of further embolism. Heparin is at 
first injected every six hours. On the second or 
third dax' a change to bishydroxycoumarin should 
be made. Careful checks of the bleeding time are 
indispensable. If hemorrhages do occur while hep¬ 
arin is being given, protamine sulfate may be used 
as an antidote, and when hemorrhages occur while 
bishydroxycoumarin is being given, vitamin K is 
the preferred antidote. Special care should be taken 
with anticoagulants in the presence of liver diseases. 
Allergic reactions may occur with heparin prepara¬ 
tions which necessitate a change to another prepa¬ 
ration. 

y-globulins for Hepatitis.—H. Mittelmeier of tire 
Free University of Berlin (Miinchen. mecl.Wchnschr. 
101:1450, 19.59) reported on the treatment of viral 
hepatitis, an epidemic of which developed in an 
orthopedic ward. The epidemic lasted for about 
six months during which six children and five mem¬ 
bers of the hospital staff became victims. The serial 
immunization of the department with y-globulins 
given in two doses of 0.02 ml. per kilogram of body 
weight, at intervals of two to three weeks, resulted 
in cessation of the epidemic. 

Seborrheic Dermatitis.—G. Wolfram (Miinchen. 
med. Wchnschr. 101:1398, 1959) reported a series 
of 85 infants admitted to the hospital with sebor¬ 
rheic dermatitis who were given injections of vita¬ 
min Bi 2 in a dosage of 15 to 30 meg. weekly and 
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appropriate nourishment. A bland ointment was 
applied locally. In each case all skin lesions were 
cured within 18 to 21 days and the concomitant 
anemia was improved. 

Spiramycin.—G. Muhlhardt {Deutsche med. 
WcJmschr. 84:1545, 1959) used spiramycin in the 
treatment of gram-positive and gram-negative in¬ 
fections in 60 patients (33 with local abscesses or 
carbuncles, 14 with osteomyelitis, 8 with cholangitis, 
4 widi pleural empyema, lung abscess or pneu¬ 
monia, and 1 with enterocolitis). Good results were 
obtained in 52 patients. Most of the infections 
were due to hemolytic Staphylococcus aureus. The 
drug was well tolerated and without significant 
side-effects. The following indications proved re¬ 
liable; (1) infections witli organisms resistant to the 
common antibiotics, (2) osteomyelitis, and (3) biliary' 
tract infections because the drug is concentrated 
in bile. 

Vitamin K Treatment in Neonates,—Synthetic vita¬ 
min K given by J. Stroder and co-workers of Wiirz- 
burg (Deutsche med. Wchnschr. 84:1553, 1959) in 
doses of 10 mg. intramuscularly or 30 mg. by mouth 
proved effective and produced no side-effects when 
given to a large number of full-term and premature 
newborn infants. Vitamin Ki however was found to 
be even more effective, 1 mg. intramuscularly being 
a fully effective dose. It achieved complete and 
rapid reversal of all clotting deficiencies caused by 
a lack of vitamin K in the premature infants. 

Detoxication with Polyvinylpyrrolidone.-As a re¬ 
sult of many years of e.xperience with a 6% isotonic 
solution of polyvinylpyrrolidone (PVP) having a 
mean molecular weight of 12,600, H. Sikorski of 
Kaiserslautern (Clinical Excerpts, vol. 4, 1959) 
considered the preparation valuable for effecting 
detoxication and combating dehydration. It proved 
its value, for e.xample, in 359 patients with bums, 
mostly severe. After a loss of 300 to 500 cc. of blood 
or serum up to 1,000 cc. of PVP solution was in¬ 
fused at a rate of 100 cc. in 10 to 15 minutes. When 
it was possible to make the infusion shortly after 
the accident, the primary shock was always pre¬ 
vented. Combined local dressings and PVP solution 
also prevented the development of keloids. 

In radiation sickness, subjective symptoms usu¬ 
ally disappeared after the third injection of 50 cc. 
of PW solution,* given daily in combination with 
\'itamins and de.xtrose. The severe symptoms of 
acute allergic to.xicodermas, with edema of the face 
and e.xtremities, were also greatly benefited by drip 
infusions or three daily injections of 100 cc. of PVP 
solution. Patients vutli oliguria after poisoning witli 
hea\w metals and otliers with cerebral edema re¬ 
sulting from administration of the arsphenamines 
were also successfully treated with PVP. Liver 
damage subsequent to arsphenamine treatment im¬ 


proved under simultaneous liver therapy and PIT 
treatment in a short time and was completely cured 
within a few months. Herpes gestationis in 21 
women disappeared after combined treatment \rith 
10 cc. of PVP solution plus a carbonase inliibitor 
and promethazine. In 37 patients with endarteritis 
obliterans and thromboangiitis obliterans in whom 
treatment with vasoactive drugs and bed rest had 
been unavailing daily injections of PVP solution 
(in some patients up to 300 cc.) caused the pain to 
subside after a short time. The affected areas 
cleared and the necrotic distal parts showed dis¬ 
tinct demarcation. 


INDIA 

Anticoagulant Therapy.—R. N. Chakravarti and co- 
workers (Indian Journal of Medical Sciences, vol. 
13, July, 1959) stated that drugs of tire heparin 
type have been found to be effective against cardio¬ 
vascular thromboembolic diseases, which, in most 
cases, are associated with atherosclerosis. They 
studied another type of anticoagulant, ethyl-bis- 
coumacetate (Trome.xan), in chicks with e.xperi- 
mentally produced atherosclerosis. The animals 
were divided into four groups. The first group was 
fed plain mash; the second received a mash con¬ 
taining 0.5% cholesterol; the third received, in ad¬ 
dition to cholesterol, 1 mg. of Tromexan; and tlie 
last group was kept on mash supplemented by 1 
mg. of Trome.xan without cholesterol. The chicks 
were killed at intervals of 4, 8, and 12 weeks and 
the gross and microscopic cardiovascular changes 
were studied. 

Tlie first and fourth groups did not show any 
atlieroma. Animals in the second group showed a 
gradual increase in size of atheromatous plaques 
in proportion to the duration of feeding of choles¬ 
terol. At all stages of development the lesions in tlie 
dioracic aorta were much more advanced tlian tliose 
in the abdominal aorta. Microscopically, the earli¬ 
est change was an aggregation of foam cells in the 
intima. There was also proliferation of intimal 
reticulin and collagen possibly due to increased im¬ 
bibition and deposition of lipids in the intima. The 
chicks in the third group also developed plaques 
but their size at various periods of feeding, in both 
tlioracic and abdominal aorta, was smaller than 
that of group 2. 

Tromexan did not enhance tlie severity of the 
lesions. The apparent inhibition produced by Tro¬ 
mexan as shown by tlie smaller size of lesion m 
chicks receiving cholesterol and Tromexan as com¬ 
pared to those receiving cholefrerol alone lyas prob¬ 
ably due to its antagonizing of prothrombin leading 
to a lowered blood thrombin content. Tromexan 
given alone did not produce any atheromatous 
changes. The difference in size of the plaques in the 
thoracic and abdominal aorta at same periods ot 
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feeding may liavo lieon cUie to llie action of struc¬ 
tural and hioclicinical tissue factors which are pres¬ 
ent in the vessel wall aucl are important in the 
presence of altered serum composition in the de¬ 
velopment of these lesions and arc also responsible 
for the difference in intensity and extent of athero¬ 
sclerosis in dilTercnt arterial trees. 

The effect of Tromexan w-as also studied on 
scram lipids, proteins, and lipoproteins in experi¬ 
mental atherosclerosis of chicks. Marked biochem¬ 
ical changes were mrted at different periods in the 
serum of these animals. Cholesterol feeding was 
associated w'ith marked hypercholesteremia. Those 
.animals receiving cholesterol showed hyperglobu- 
linemia of the alpha-2 and beta fractions with beta 
lipoprotcinemia. Administration of Tromexan for 
12 weeks caused a slight increase in serum total 
cholesterol and lipid phosphorus and lowered the 
free chole-SteroI level. At 4 weeks, nlpha-2 and beta 
globulins were reduced but at 12 weeks of drug 
feeding, the alpha-2 fraction was increased and 
the alpha/heta lipoprotein ratio showed an increase 
due to a relative increase in alpha lipoprotein. The 
increase in total cholesterol after cholesterol feed¬ 
ing was not prevented by Tromexan, but the level 
of free cholesterol was lowered with a rise of the 
ester fraction. The beta globulin level showed rela¬ 
tive reduction in cholesterol-fed chicks who were 
given Tromexan while continued feeding of the 
drug raised the alpha-2 globulin level. The increase 
in alplia/beta lipoprotein ratio may h.ave been due 
to stimulation of the active factor, lipoprotein 
lipase. This action is similar to the action of heparin. 

Coronary Artery Disease and Cor Pulmonale.—R. 
M. Kasliwal and co-workers {Indian Journal of 
Medical Sciences, vol. 13, July, 1959) stated that 
they frequently observed patients with cor pul¬ 
monale co-existing wdth coronary' heart disease in 
the form of ischemia, bundle-branch block, or myo¬ 
cardial infarction. These lesions were detected on 
routine ECG’s. They were painless from the start 
and the patients were unaware of the cardiac dam¬ 
age. No history of chest pain could be elicited. A 
mild degree of systemic hypertension was frequent¬ 
ly obser\'ed in patients with severe cor pulmonale. 
The authors reported a series of six selected patients 
rvith cor pulmonale who had electrocardiographic 
evidence of coronary disease. Tliree of these showed 
myocardial infarction, one showed left bundle- 
branch block, one showed myocardial ischemia, and 
one had evidence of left ventricular hj'pertrophy 
and strain. 

Although coronary artery disease and cor pul¬ 
monale occur in the same age group, the two are 
believed to be of independent origin by some au¬ 
thors, but the anoxia produced by the presence of 
cor pulmonale is likely to aggravate the coronary 
lesion. There is also diminished blood flow tluough 
the coronary vessels, which increases the anoxia 


and leads to coronary artery disease. Clinically 
lhe.se case.s arc diflicult to diagnose because of the 
absence of pain. Electrocardiographic findings are 
helpful but they can also be confusing; only autopsy 
rcve.als the full damage particularly in a patient 
with cor pulmonale whose dy.spnea is out of pro¬ 
portion to the extent of his pulmonary lesions. 

Plasma Protein Levels of Healthy Medical Students. 
—Best and Vaidya {Indian Journal of Medical 
Sciences, vol. 13, July, 1959) estimated the plasma 
protein levels in 70 students (55 men and 15 wom¬ 
en ) between 18 and 23 years of age. The blood 
samples were collected within two hours after 
breakfast. All the students were in good nutritional 
status. Most of them were used to a vegetarian diet 
and those who were nonvegetarians took meat only 
occ.'ision.ally. About 8 oz. of milk was consumed 
daily by .all. No significant difference in tlie levels 
of plasma proteins was detected due to diet. The 
total plasma proteins in the men averaged 7.11 Gm. 
per 100 ml. In the women it averaged 6.94 Gm. per 
100 ml. Tlie mean albumin concentration for the 
men w.as 4.20 Gm. per 100 ml. and for the women 
4.0 Gm. per 100 ml. The values for mean total 
globulin were 2.99 Gm. per 100 ml. in the men and 
2.87 Gm. per 100 ml. in the women. Tlie values for 
albumin for both sexes were a little lower and those 
for globulin a little higher than those obtained by 
otlier workers. 

Pulmonary Arteriosclerosis.—R. K. Goyal and co¬ 
workers {Indian Journal of Medical Sciences, vol. 
13, July, 1959) stated that a high incidence of em¬ 
physema and consequent cor pulmonale has been 
reported in a northern state of India while others 
found much pneumoconiosis in the nonindustrial 
population from the same area. As lesions of pul¬ 
monary vessels are often associated with cor pul¬ 
monale, the authors studied lungs from 127 autop¬ 
sies and examined 152 pulmonary arterioles with 
variable lesions. Marked intimal thickening was 
found in 17, medium in 33, and slight in 29 vessels. 
Five showed thrombosis with recanalization. Thick¬ 
ening of adventitia and intima was associated widi 
moderate carbon pigmentation in 10, moderate 
medial thickening in 27, and slight medial thicken¬ 
ing in 2 vessels. Both intima and media were thick¬ 
ened in 13 vessels, 9 showed atheroma, 2 had 
evidence of arteritis, and 5 had no thickening. 

Thus, a large percentage showed thickening of 
the vessel wall and the lesions could be classified 
as (1) those due to pulmonary hypertension; (2) 
those produced by pulmonary hypertension and ab¬ 
normal proliferation of intimal fibrous tissue; and 
(3) endarteritis obliterans. This material came from 
autopsies of persons who had had a wide variety 
of such unrelated diseases as cirrhosis, nephritis, and 
malignancy, but an overwhelming majority had 
varying degrees of pulmonary lesions in the form of 
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interstitial pneumonitis, emphysema, chronic venous 
congestion, fibrosis, and edema which were prob¬ 
ably responsible for the changes in the walls of pul¬ 
monary vessels. Experimental confirmation was 
sought by intrapulmonary injection of dust into 
guinea pigs who developed definite thickening ol 
some of the pulmonarx' arterioles after three months 
Similar results were obtained with intraperitoneal 
injection of local dust and silicon dioxide, a larger 
number of vessels being affected when the number 
of injections was increased. 

In rabbits a single large dose injected into the 
lung caused thrombosis and a smaller number of 
injections of dust led to moderate thickening of 
the vessels. Inhalation of dust for varying periods 
also produced changes in vessel walls in rabbits and 
guinea pigs. The animals were made to inhale fine¬ 
ly powdered wood charcoal as the urban popula¬ 
tion has to inhale a lot of carbon particles. Similar 
vascular changes were produced after about 26 
days of inhalation. Inhalation of a mixture of dust 
and charcoal caused marked thickening. Intrapul¬ 
monary and intraperitoneal injections of silicon di- 
o.xide led to arteriolar necrosis and thrombosis in 
most of the rabbits subjected to these injections. 
To study the action of infective agents on the ar¬ 
teriolar walls, sublethal injections of Escherichia 
coli were given intraperitoneally when no thicken¬ 
ing of pulmonary vessels was noticed, while a few 
arterioles were found thickened after intraperito¬ 
neal and intramuscular injections of tubercle bacilli. 
The impoitant cause of cor pulmonale in the cases 
studied was inhalation of dust leading to medial 
muscular hypertrophy which in turn led to pul¬ 
monary hypertension. 

Mammary Carcinoma.—Ghooi and Nigam studied 
the value of several tests in the diagnosis of early 
and doubtful cases of mammary carcinoma 
{Antiseptic, vol. 56, July, 1959). Bolen’s test, based 
on the differences in appearance of a drop of blood 
allowed to dr>' on a slide and examined grossly 
and microscopically, was done in 50 patients and 
gave a positive finding in 40, a negative finding in 
6, and a doubtful reading in 4. False-positive results 
were obtained in patients with liver disease and 
during pregnancy. Tangential roentgenography of 
the breast in the lateral or tangential plane showed 
distinctive appearances for carcinoma, benign 
tumors, and tuberculosis of the breast. Lipiodol and 
air mastography were also done in some patients 
but the latter was found to be too unpleasant and 
not very helpful. 

Discharge from tlie nipple showed epithelial 
cells with retained secretions normally, while cloudy 
serum was obtained in duct-epithelium or papillary 
disease. Blood stained discharge suggested car¬ 
cinoma, adenoma, or papilliferous cystic disease. 
Hemograms were studied in 130 patients. In 30 the 
total red blood cell count and hemoglobin per¬ 


centage were within normal limits and 100 had some 
degree of anemia. The total leukocyte count was 
normal in 60 patients, slightly increased in 30, 
slightly lowered in 30, and markedly altered (the 
count being below 3,000 or over 25,000) in 10. The 
differential count showed relative eosinopenia al¬ 
though the lymphocytes were unaltered. The sedi¬ 
mentation rate, measured in 50 patients, svas normal 
in 14, raised in 33, and subnormal in 3. Of the en¬ 
tire series 60% belonged to blood group B, although 
this constituted only 9% of the total population. The 
serum calcium level was raised in most patients 
who had osseous metastases. It showed a transient 
tendency to decrease in six patients treated with 
hormones, while In'percalcemia was an index of 
progression of the metastases. 

Liver function tests showed a slight derangement 
in some patients without hepatic insufficiency. Tliey 
served as a reliable index of liver involvement and 
in the assessment of the progression of the lesion. 
In four advanced cases repetition of liver function 
tests after three weeks of hormonal treatment 
showed a short-lived regression. Sternal puncture 
done in 40 patients was positive for malignant cells 
in 10. The type of primary growth did not determine 
the sternal metastases nor did the absence of such a 
spread exclude the presence of metastases else¬ 
where. Tissue fluid from a cancer mass showed a 
high protein content but no organisms or inflamma- 
torj' reaction to account for this and suggested a 
high catabolic activity on the part of the tumor cells. 


Nonoperative Treatment of Femoral Fractures.— 
Ohri and Hatim got excellent results with nonopera¬ 
tive treatment for h'ochanteric fractures xvith a case 
fatality rate of onl)' 2% {Indian Journal of Surgery, 
vol. 21, June, 1959). In a series of 50 consecutive 
cases, they found that it was most common in the 
group aged 51 to 60 years, although their youngest 
patient was 18 and the oldest 100 years of age. Men 
predominated in the younger age group and women 
in the older. Trivial trauma accounted for 33 frac¬ 
tures and severe trauma accounted for the rest. 
Twent)'-nine patients were treated by skeletal trac¬ 
tion in a Bohler splint, eight by skin traction in a 
Bolder splint, five by skeletal Russell traction, and 
six by skin Russell traction, and two had not re¬ 
ceived any treatment but came to the hospital when 
their fractures had already united in malposition. 
Only one death (from bronchopneumonia) oc¬ 
curred during treatment. Of the survivors 29 had a 
normal gait, 10 had a mild limp, and 10 had a 
moderate limp after treatment; 48 had no pain and 
one complained of mild pain without any inter¬ 
ference with activity or function. 

Full range of movement was restored in 37 and 
the rest had a fair range of movements at the hip- 
The knee movements were full in 47 patients and 
fair in 2. There was no shortening of the limb in 32, 
a shortening of less than 1 in. in 11, and of 1 in- o'" 
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mori' in 6. All llu* inilii’iits trcali'cl by skeletal Rus¬ 
sell traction obtained excellent results. Their frac¬ 
tures healed in an anatomic position with full pain¬ 
less range of nio\'enienl and the patients W'crc able 
to walk without support. Only 78.6% and 62.5%, 
respectively, of those treated by skeletal and skin 
traction in a Roblcr splint obtained excellent rc.sults. 
None of the patients obtained poor rc.sults. Thus 
nonoperative treatment with the use of traction was 
a satisfactorx' procedure that could be used for all 
bTies of trochanteric fractures without selection. 
No further operation for removal of nail plate or 
screws was required and even extremely old patients 
were able to stand this treahnent. 


ITALY 

Complement-Fixation Test for Brucellosis.—Gargani 
and Aleandri of the University of Florence (Annoli 
Sclavo, June, 1959) prepared antigens by freezing 
and defrosting from strains of Brucella .abortus and 
Bnicella melitcnsis. ^^5tb these antigens it was pos¬ 
sible to differentiate by complement-fixation tests 
between infection by these two organisms in experi¬ 
mental animals. The complement-fixation test was 
more specific than the agglutination test and some¬ 
times, mainly for human infection, more sensitive. 
The authors recommended that both reactions be 
used for a more exact diagnosis of brucellosis. 

UNITED KINGDOM 

New Medical School.—Work has begun on a new 
medical school at Bristol University'. This new 
school is part of an e.xpansion program to accom¬ 
modate another 2,000 students in the next fi\'e ye.ars. 
It will be ready for occupation in 1962. It will con¬ 
tain tliree lecture theaters, one seating 250 students, 
which will also be used for medical congresses. A 
research block for investigations of radioactive iso¬ 
topes and veterinary studies are part of the project. 

Empty Beds at Plastic Surgery Hospital.—Beds are 
empty' and equipment is idle in several wards at 
Queen Mary’s Hospital, Roehampton, London, one 
of the important centers dealing with burns, skin- 
grafting, and plastic surgery'. This is not due to 
lack of patients, many of whom are waiting for 
admission, but of nurses. Ever since the center 
was opened in April nearly half the beds have been 
empty' because not enough nurses can be recruited. 
According to the chief nurse another 30 trained 
nurses are urgently required. 

Drug-resistant Tuberculosis.—One of the major 
health problems of the future according to Prof. 
Frederick Heaf, of the Welsh National School of 
Medicine, will be drug and antibiotic-resistant tu¬ 
berculosis. Deaths from pulmonary tuberculosis 


have declined rapidly to 4,000 a year, 20% of what 
they were a few years ago. This figure is low in 
comparison witii the 29,000 deatlis from bronchitis, 
84,000 from coronary disease, and 20,000 from lung 
cancer, but this position may not be maintained if 
drug resistance increases. Professor Heaf advocates 
the immediate establishment of l.aboratories where 
drug resistance can be measured by a standard 
technique that can be used throughout the world. 
He suggests that a register of drug-resistant per¬ 
sons with tuberculosis be kept in every country. 
Attempts should be made to render them nonin- 
fectious, or if this cannot be done to reduce the 
virulence of the organism. Until new drugs or anti¬ 
biotics are forthcoming such patients should be seg¬ 
regated from the rest of the population in industrial 
colonies, and their families should be supported. 
The highest mortality from tuberculosis in Britain 
is now in elderly men and young women. The 
Minister of Health is urging local health author¬ 
ities to keep their registers of cases up to date. 

Mannomustine.—It has been claimed by Hungarian 
workers that a complex of nitrogen mustard and 
mannitol, known as mannomustine or Degranol is 
more effective than nitrogen mustard itself in the 
treatment of leukemias and the reticuloses because 
it is more readily diffusible. Barlow and co-workers 
reported the results of a preliminary trial with the 
drug in 45 patients who had polycythemia, leu¬ 
kemias, and reticuloses (Lancet 2:208, 1959). They 
injected 100 mg. of the drug intravenously daily or 
on alternate days, the required dosage varying from 
patient to patient and with the particular disease. 
Twelve patients with chronic myeloid leukemia 
were given an initial course of 0.8 to 1 Gm. in single 
doses of 100 mg. while the leukocyte count was 
80,000 to 150,000 per cubic millimeter and 1.2 to 1.8 
Gm. when the initial count was over 200,000. Al¬ 
though moderate symptomatic improvement oc¬ 
curred in all patients between two and six weeks 
after the beginning of treatment, mannomustine 
was not considered to be as effective as the drugs 
at present in use, such as busulfan (Myleran), 
demecolcine, or nitrogen mustard hydrochloride. 
Temporary remission occurred in 83% of the pa¬ 
tients with acute leukemia treated with mannomus¬ 
tine and prednisolone. Treatment appeared to be of 
value, particularly in the monocytic type, if the ini¬ 
tial leukocyte count were much increased. 

Mannomustine was found to be of some use in the 
treatment of chronic lymphatic leukemia, Hodg¬ 
kin’s disease, giant follicular lymphadenopathy, 
reticulosarcoma, multiple myeloma, and polycythe¬ 
mia. Gomplete regressions of lymphadenopathy 
and/or splenomegaly were obtained in 42% of the 
patients with Hodgkin’s disease, and partial regres¬ 
sion in the remainder. Although it had no effect on 
the final outcome, mannomustine appeared to re¬ 
lieve pain in 40% of the patients xvith advanced 
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carcinoma witli multiple secondary deposits. It 
produced severe marrou' depression. To.vic effects 
from mannomustine were severe. Nearly 50% of the 
patients suffered from anorexia, nausea, or vomit¬ 
ing, particularly if more than 100 mg. was given. 
Some relief from tliese side-effects was obtained 
by adding 1 Gm. of ascorbic acid to the solvent 
used for the drug, and by the simultaneous admin¬ 
istration of chlorpromazine. Anemia and leukope¬ 
nia occurred in 33% of all patients and thrombocy¬ 
topenia in 41%. There were painful local effects in 
some patients. 

Supply of Drugs to Hospital Patients Excessive.— 
Tlie Ministry' of Health, in response to inquiries by 
the Central Middlesex Group Hospital Manage¬ 
ment Committee, has issued a statement urging 
hospital doctors to prescribe smaller quantities of 
drugs to patients when tliey leave the hospital to be 
treated by dieir own ph\'sicians. The matter arose 
because a patient who was discharged u'ith more 
tlian 900 tablets of a potentially dangerous drug 
was found to be giving diem away to children. 
Hospitals are now reviewing the supply of drugs 
in bulk to patients when they leave the hospital 
and when they are treated as outpatients. It is sug¬ 
gested that not more than seven days' supply of 
drugs be given to patients on discharge. It is the 
practice of some hospital doctors to issue a pre¬ 
scription valid for three months, with the patient 
calling at the hospital pharmacy ever}' month for 
supplies. The hospital doctors argue that the pa¬ 
tients may not visit their own doctors and that treat¬ 
ment might therefore be interrupted. 

On the whole, general practitioners are more 
cost-conscious than hospital doctors because their 
prescriptions are checked by executive councils, 
and they can be questioned, or even fined, for what 
is considered to be excessive prescribing. The hos¬ 
pital doctor is free from this form of bureaucratic 
control. The Ministry' of Healdi considered that 
while the discharge of a patient must rest with 
the hospital doctor, the return of tlie patient to the 
general practitioner should be considered as soon 
as possible if further treatment is needed after the 
patient leaves tlie hospital. Patients should not be 
treated as hospital outpatients if tliey could reason¬ 
ably be referred to tlieir general practitioner. 

Shortage of Medical Teachers in Far East—Be¬ 
cause of the shortage of teachers of medical sub¬ 
jects in Indian, Pakistani, and Burmese universities 
and colleges, tlie Commonwealtli Relations Office is 
appealing to British doctors to take short-term ap¬ 
pointments in these countries. A two-year period 
is suggested. Sir George McRobert, who is medical 
adviser to tlie office, said that tliere are 20 vacant 
professorships in the countries mentioned. Readers 
and senior lecturers are urgently required on a 
temporary’ basis, and recently retired professors 


and teachers are being sought. Teachers are pa^ti^ 
ularly needed in anatomy, physiology, phiumacol- 
ogy, pathology, bacteriology', and biochemistry. 
The salaries offered compare well with those ob¬ 
tainable in Britain, and a nontaxable allowance is 
given as an added attraction. The British council 
is advertising for occupants for seven vacant chairs 
in Baghdad University' College of Medicine. In this 
university, as in some others in tlie Middle East, 
teaching is in English. 

Prof. U. K. Slieth, of Bombay', speaking at the 
Second World Conference on Medical Education, 
said that there are 50 medical schools in India, and 
by' 1965 the number is to be raised to 67. Tliere is, 
however, an acute lack of teachers in these schools, 
particularly in the preclinical subjects. The staffs 
are either superannuated or young and immature. 
In clinical subjects the problem is complicated by 
the large amount of botli inpatient and outpatient 
work, which leaves little time for teaching. Some 
help is being obtained from the Rockefeller Foun¬ 
dation. 

Danger of Breast Abscess.—Hutchinson pointed out 
that in Britain breast abscesses may be responsible 
for the spread of infection in general hospitals 
{Brit. M. J. 2:277, 1959). Most of them occur in 
the puerperium, and if the confinement takes place 
in a maternity hospital or unit the responsible organ¬ 
ism, Staphy'lococcus aureus, will most often be one 
of the antibiotic-resistant types. The abscess does 
not usually occur until some time after discharge 
from the hospital, and then the patient is usually 
sent to the surgical ward of another one, there to 
spread the resistant organism. Seventy-five strains 
of Staph, aureus were isolated from pus obtained at 
operation on 75 patients with a breast abscess who 
were sent to a general hospital. The antibiotic 
sensitivity' to penicillin, streptomy'cin, chloramphen¬ 
icol, the tetracyclines, and erythromy'cin was tested, 
and phage ty'ping was done on 70 of the 75 strains. 
Patients were carefully questioned as to whether 
the abscess was puerperal, whether the confinement 
was in a hospital, and whether antibiotic treatment 
had been given previously. 

Only 11 of the 75 strains were sensitive to all 
antibiotics, Forty'-six came from patients with a 
known history, and 17% of them were sensitive to 
all antibiotics. Of the nonpuerperal strains 7 o'<j 
were sensitive to all antibiotics and 25% were re¬ 
sistant to penicillin alone. Of the puerperal strains 
only 5% were completely’ sensitive and 58% were 
resistant to penicillin alone. The difference between 
the number of strains sensitive to penicillin in the 
puerperal and nonpuerperal groups was highly sig¬ 
nificant, and suggested a fundamental difference m 
the origin of their staphylococci. Most of the pol}'- 
antibiotic-resistant organisms belonged to phage 
ty'pes 80 and 52/52^/80. Hutchinson suggested tha 
tliis reservoir of infection should be kept out o 
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qcncral liospiliils, and tlial ihcsn palicnls .should he 
nursed in infections fever hospitals, which arc half- 
empty at the moment. If it is decided to gi\’e an 
antibiotic, penicillin should not he chosen. It may 
be doubted if the use of any antibiotic is adr’i.sahle 
.since it fails to cure once the abscess has formed. 
When patients with breast abscesses are discharged 
from the hospital the general jrractitioner .should he 
given the sensitis’ity data of the organism. 

New Site for Royal College of Physicians.—The 
Royal College of Plrs’sicians of London has received 
a gift of .$1,260,000 from the Isaac \\’olfson Founda¬ 
tion for the building of new premises. The pre.sent 
college was built in 1925 in Pall Mall by Sir Robert 
Smirhe to accommodate 90 fellows. Now there arc 
900 fellows and -1,000 members. A site has been ac¬ 
quired in Regent’s Park and the generosity of the 
Wolfson Foundation together with the money from 
the sale of the existing building not only will pro¬ 
ride for a new building hut will enable the college 
to extend its activities. The Wolfson Foundation 
was established in 1955. The grant to the Royal 
College of Physicians is the largest the Wolfson 
Foundation has yet made. 

Monitoring the Heart of the Fetus and Ncwboni 
Infant,—Continuous recording of the fetal heart 
sounds is desirable in such conditions as trial labor, 
prolonged labor, or difficult birth. MacRae has con¬ 
structed a continuous monitoring device for the 
fetal heart (Lancet 2:266, 1959). A small micro¬ 
phone is strapped to the mother’s abdomen over 
the area where the fetal heart is best heard and 
covered with plastic rubber to reduce extraneous 
sounds. The microphone is connected with a soni- 
scope, which selects and amplifies the heart sounds, 
which are received through earphones and tuned 
to their optimum volume. The sounds can be picked 
up either by the latter or by a loudspeaker, which 
is adjusted to select the low-frequency sounds of 
the fetal heart. Toward the end of the second stage 
of labor the microphone has usually to be brought 
to the midline abox’e the pubis because of rotation 
of the shoulders, and this allows recordings to be 
made until the head is crowned. Tape recordings 
can be made of the heart sounds or they may be 
recorded phonographically and a visual record ob¬ 
tained. Systole and diastole can then be accurately 
measured. The fetal heart sounds can be relayed 
outside the labor ward so that simultaneous check 
can be made on several patients. 

MacRae used the monitoring device in cases of 
maternal complications during labor, when there 
was fetal distress, during the administration of 
oxytocin injection in labor, during forceps delivery, 
and whenever there was cause for anxiety. The in¬ 
strument revealed reflex fetal kicks and tumultuous 
movements of distress, and during forceps delivery 
it could guide the strength and duration of traction. 


MucRac considered that continuous monitoring of 
the fetal heart is essential in the second stage of 
labor, when uterine contractions are more powerful 
and the fetal brain is subject to the stress of mold¬ 
ing. Fetal distrc.ss may suddenly appear and timely 
warning of this is given by observing the heart 
sounds. In addition it is claimed that the cardio- 
phonc can play an im)rortant part in resuscitation 
of the newborn infant, when respiratory failure puts 
a strain on the heart, in following the progress of 
the baby born after a difficult labor, and in moni¬ 
toring the heart of the newborn infant during ex¬ 
change transfusion, which imposes an extra load 
on the heart, especially in premature infants or 
babies in shock. 

Griscofiilvin.—Cochrane and Tullett (Bril. M. }. 
2:286,1959) used griseofulvin in an agrieultural area 
for the treatment of acute inflammatory cattle ring¬ 
worm infections in man. The lesions were essentially 
nodular, boggy, exudative, eircumscribed tumors 
studded with pustules. Frequently they were 
cni.sted and foul smelling, the neighboring lymph 
glands were enlarged and tender, and the patient 
suffered from mild malaise and fex'er. Several pa¬ 
tients had acute active annular areas of ringworm. 
All had been in contact with cattle or farm build¬ 
ings and cultvirc from hairs or skin scrapings pro¬ 
duced Tricho))hyton verrucosum. At first an initial 
daily dose of 2 Cm. of griseofulvin was given orally 
for one week and then reduced as the lesion re¬ 
sponded to treatment. Later 1 Cm. daily was found 
to be adequate for resolution of the lesions, u'hich 
took 12 to 21 days. Routine blood examinations and 
liver function tests revealed no abnormality. 

Control cases in which patients were not given 
griseofulvin and were kept on routine standard 
treatment, which consisted of hot fermentations, 
antiseptic lotions, and fungicidal ointments, took 
9 or 10 weeks to clear. The most noticeable differ¬ 
ence between the patients receiving standard treat¬ 
ment and those receiving griseofulvin, apart from 
the rapid resolution of the lesions, was the quick- 
disappearance of general malaise, pain, and dis¬ 
comfort, and the early response of satellite lesions 
in those treated with the latter drug. In addition to 
these the authors successfully treated a number of 
patients ndth human ringworm due to T. rubrum, 
T. schoenleini, and Microsporon audouini. 

Chronic Bronchitis.—Although chronic bronchitis is 
very prevalent in Great Britain, until recently few 
epidemiological investigations have been made on 
the disease. Fletcher and co-workers (Brit. M. ]. 
2:257, 1959) studied respiratory function and illness 
in 192 London postmen and 192 female employees 
in the London Post Office with a view to determin¬ 
ing the incidence of the disease and its distribution 
in the sexes. The employees were given a question¬ 
naire relating to symptoms, their sickness and ah- 
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sence records were inspected, and tlieir ventilator}' 
capacit}’ and daily sputum volume were measured, 
A worldng criterion of bronchitis that was accepted 
was tlie e.vpectoration of phlegm on most days dur¬ 
ing at least tliree months of the year. It was found 
diat die men had more cough and produced more 
sputum than the women, but the prevalence of 
other s}'mptoms and of chest illnesses was similar 
in die two se.xes. There was an e,\acerbation of 
respirator}’ symptoms widi age in the men, but not 
in the women. These differences were only pardy 
attributable to differences in smoking habits. The 
degree of phlegm production was graded according 
to whether or not it occurred diroughout the day, 
and this grading correlated well with the volume of 
sputum produced in the first hour after waking; 
55% of the men habitually coughed up sputum, 
compared with 21.5% of the women. Ventilator}' 
capacit}’ was significantly impaired in die men widi 
cough and sputum, but not in die women. 

It is possible that die differences of e.vpectoration 
in the se,ves were due to the exposure of die men 
to the polluted air of London. They worked out¬ 
doors, while the women worked indoors. The strik¬ 
ing lack of impairment of ventilator}' function in 
association with cough and sputum and recurrent 
chest illnesses in the women suggested that bron¬ 
chial hypersecretion and recurrent infection have 
rather different consequences in the two sexes. The 
authors suggested that clironic bronchitis should be 
diagnosed in subjects with a producdve cough not 
due to odier causes, and that it should be graded, 
according either to its severit}’ or to die persistence 
of the s}'mptoms diroughout the day or according 
to the volume of sputum expectorated. They con¬ 
sidered diat disabilit}’ from impairment of ventila¬ 
tor}' capacit}' or recurrent illness should be regarded 
as complications, and not as essential features of 
bronchitis, as it is important to recognize the dis¬ 
ease before it has resulted in disability. 

Larger Babies.—A sun'ey undertaken on behalf of 
the Ministn’ of Healdi at the request of the British 
Pediatric Association and covering nearly 20,000 
children in 11 urban and rural areas of England 
and Wales showed that the average weight at birdi 
is increasing. The average weight has increased 
from 7 to 7.53 lb (3,175 to 3,345 Gm.) for boys and 
7.2 lb. (3,245 Gm.) for girls (Ministr}' of Healdi 
Reports on Public Health and Medical Subjects No. 
99, Her Majesty’s Stationer}’ Office). The standards 
of normal weight in infancy accepted hitherto 
were based on data collected many years ago. The 
Ministr}’ report suggests that in infant welfare 
clinics, hospitals, and general practice the revised 
standards should be used. The largest proportion of 
imderweight births occurred among the children of 
unskilled workers. The largest proportion of high- 
weight births was in babies bom of parents in die 
professional and managerial classes. 


The birdi weight was found to rise from the 
first-born to those born later. In the survey four 
phases of growth could be distinguished in children 
from birth up to the age of 3 years. For the first 
four weeks growth was variable. A rapid increase 
occurred up to the age of 4 months, when the 
average bo}'’s weight was 14.5 lb. (6,520 Gm.) and 
the average girl’s was 13.75 lb. (6,152 Gm.). Then 
the rate slackened off. At one year of age the 
average weights for boys and girls were 23 and 21.5 
lb. (10,4 and 9.5 kg.) respectively. Then groMh took 
place at a fairly uniform rate until at 3 years of age 
the average boy weighed 32.5 lb. (14.7 kg.) and 
the average girl 31.5 lb. (14.3 kg.). This gain in 
weight, except in the first few months, was largely 
independent of the birth weight. It was in die first 
few months of life that the child who was under¬ 
weight at birth grew more rapidly than the child 
of normal birth weight. 

Perceptual Isolation.—Much evidence suggests that 
continual sensory bombardment is necessary for the 
maintenance of consciousness, awareness of the 
subject’s relationship to his environment, and in¬ 
telligent adaptive behavior. Smith and Lewty tested 
normal volunteers isolated as far as possible from 
all perceptual stimuli {Lancet 2:342, 1959). To 
eliminate all sensor}’ input was manifestly impos¬ 
sible, but ingenious devices were used to reduce it 
to a minimum. The subjects were kept in cubicles 
suspended on nylon cords in isolated soundproof 
rooms, which were approached by a series of sound¬ 
proof doors. A special ventilation plant was in¬ 
stalled, all sound from fan motors being excluded 
by means of special silencers. Plugs and wiring for 
tape-recorders and microphones were provided be¬ 
tween the observation room and the suspended 
cubicle and provision made for encephalographic 
recording. The subjects were allowed to rest on a 
bed or walk about to avoid muscle cramps. Their 
eyes svere covered wth translucent goggles to elim¬ 
inate patterned vision, and their hands and arms 
were enclosed in cotton gloves and padded gaunt¬ 
lets to reduce tactile sensation. Meals were eaten 
in isolation. The volunteers were visited four times 
a day, but not at regular times, to test their appre¬ 
ciation of time. 

Twenty volunteers (11 women and 9 men) were 
tested. The longest period spent in complete isola¬ 
tion by any one of them was 92 hours 20 minutes 
and the shortest was just under 6 hours. The wonaen 
held out better than the men, the average isolation 
times of the hvo being 29 and 49 hours respectively. 
Apart from many individual reactions, a genera! 
sequence of events was observed; increasing sleep, 
followed by restlessness and agitation, followed by 
thinking difficulties, and finally panic. Thinking be¬ 
came disordered in all tliose who survived the test 
for any length of time. In many, concentration was 
completely lost and in 12 of the subjects disordered 
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tliinking produced fear and panic. Attiicks of un¬ 
bearable anxiety, tension, or panic were tbc main 
reasons for abandoning tbc test, which all subjects 
could do voluntarily by pressing a button. 

.\11 became agitated and restless, both subjectively 
and objecti\’cl\’. A))preciation of time w'as lost, most 
of tbc subjects overestimating it. Body image dis¬ 
turbances, particularly of the bead and arms, oc¬ 
curred in seven of the subjects, and dreams, wiiicii 
were frequent, reached a nightmare intensity in 
five when tension and anxiety were mounting. 
Irrilabilit)’ was observed in only two subjects. Tbc 
amount of time spent in sleep was correlated with 
the .abilih’ to spend a long period in i-solation. The 
appetite was good at first, but progressiv'oly de¬ 
teriorated in those who spent a long time in isola¬ 
tion. 

\ psychiatric questionnaire gix’cn to all the sub¬ 
jects revealed that the placid and calm person with 
an intelligence level of, or somewhat below, average 
is more likely to submit to prolonged sensors' de- 
priv.ation. Two subjects who abandoned tbc test 
after five hours were anxiety-prone and worrying 
personalities. Smith and Lewty believe that sensory 
deprivation is an important psychiatric tool. 

BCG and Vole Bacillus Vaccines.—A controlled clin¬ 
ical trial of BCG and vole bacillus vaccines in the 
prevention of tvdaerculosis was started in 1950 un¬ 
der the direction of the Medical Research Council, 
which published its first report in 1956. The second 
report appeared in the Brilish Medical Journal 
(2:379, 19.59). There were 56,700 participants 
originally in the trial, all of them children aged 14 
to ISVs years and about to Icas’e school. They are 
now aged between 21 and 24 years. The children 
were initially tuberculin-tested and had a roent¬ 
genogram of the chest. Those found to have active 
tuberculosis were excluded from the trial. Those 
with normal chest films, but a positive tuberculin- 
test, were followed up in the same way as those in 
the vaccinated and control groups. The tuberculin¬ 
negative children were randomly divided into 
vaccinated and unvaccinated control groups. About 
907o of Uiose taking part in the trial were subse¬ 
quently contacted personally by Medical Research 
Coimcil teams, through the mail, or through Na¬ 
tional Health Service or armed forces physicians. All 
patients with definite and suspected cases of tuber¬ 
culosis were examined by independent doctors for 
final diagnosis; to avoid bias the doctors were un¬ 
aware of the history of each subject. 

This second report gives the results for all par¬ 
ticipants who have been in the trial for five years, 
with preliminary but incomplete data up to 
seven-and-a-half years. The annual incidence of 
tuberculosis in the BCG-vaccinated group was 0.38 
per 1,000 compared with 2.29 per 1,000 among those 
m the tuberculin-negative unvaccinated group who 
Were admitted to tire trial concurrently. This repre¬ 


sents a reduction, attributable to vaccination, of 
83%. Over the same period the annual incidence of 
tuberculosis in the vole bacillu.s-vaccinatcd group 
was 0.33 per 1,000 compared with 2.62 per 1,000 
.unong the tuberculin-negative unvaccinated group 
—a protection rate of 87%. The x’ole bacillus was not 
associated with the development of lupus vulgaris 
at the site of vaccination, a comnlication which had 
iieen reported previously. The degree of protection 
with both BCG and vole bacillus vaccines was 
similar for tuberculous pleural effusion, pulmonary 
tuberculosis, and hilar gland enlargement. Four 
ca.ses of tuberculous meningitis and four of miliary 
tuberculosis were found among the negative un¬ 
vaccinated participants, but none among the vac¬ 
cinated. Tlicre was a suggestion that the lesions in 
the vaccinated subjects were less extensive, judged 
radiologically, and less severe, judged clinically, 
than those in the negative unvaccinated subjects. 

The trial has thus shown that BCG vaccine given 
to children 14 to IS'A years of age confers appreci¬ 
able protection against tuberculosis, lasting for at 
least five years and possibly longer. As tuberculosis 
occurred to a large extent in children with a positive 
tuberculin test but no radiologic evidence of infec¬ 
tion at the beginning of the trial, it is suggested that 
perhaps the vaccine might be given at an earlier 
age, when fewer children are infected. Since the 
beginning of the trial the proportion of tuberculin¬ 
positive children has fallen rapidly in most areas in 
Britain. So far relatively few children in the country 
have been immunized with BCG vaccine.' 

Sickle-Cell Disease.—Sickle-cell disease is character¬ 
ized by an abnormal hemoglobin molecule, which 
in its reduced form aggregates to form a gel and 
distorts the shape of the red blood cell. This condi¬ 
tion, which is a cause of anemia and bizarre symp¬ 
toms, particularly in pregnancy and conditions of 
stress, has hitherto been reported only in the United 
States and Africa. Five cases seen in a London 
hospital in West Indian and African immigrants 
were described by Diamond (Lancet 2:322, 1959). 
All the patients were Negroid, and in all there was 
mild to severe anemia, sickling of the erythrocytes 
at reduced oxygen tension, numerous target cells 
in the peripheral blood film and decreased osmotic 
fragility of tlie red blood cells. Four of the patients 
were women and in all of them the condition pre¬ 
sented as an anemia associated with pregnancy or 
the puerperium. The disorder often remains un¬ 
diagnosed because the hemolysis that occurs is com¬ 
pensated by increased activity of the marrow. An 
additional demand on reserves (in these four pa¬ 
tients it was pregnancy) drew attention to the 
anemia. The fifth patient was a man whose present¬ 
ing complaint was sciatica. Electrophoresis of the 
hemoglobin confirmed that all five patients’ symp¬ 
toms were examples of sickle-cell hemoglobin-C 
disease. 
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VASCULAR ACCIDENTS ASSOCIATED 
WITH NECK MANIPULATION 

To the Editor:—The article entitled “Vascular Acci¬ 
dents of the Brain Stem Associated with Necfc 
Manipulation” by Green and Joynt, in The Journal, 
May 30, 1959, page 522, brought back to my mind 
a comparable series of three patients, all in the 
same family, who were “treated” by the same 
chiropractor. Oddly enough, one patient, a 24-year- 
old woman, certainly had an onset of multiple 
sclerosis, and the chiropractor was consulted be¬ 
cause of numbness of an upper extremity. After the 
initial manipulation by the chiropractor there was 
a complete paralysis of the entire extremity, dizzi¬ 
ness, vomiting, slurred speech, and visual disturb¬ 
ances. Three weeks prior to this, the mother of the 
patient was manipulated by the same chiropractor, 
who “adjusted the neck vertebrae,” with a resulting 
paralysis of both upper extremities and a similar 
group of symptoms. Two months after the daughter 
recovered the father of the patient was manipulated 
by tlie chiropractor and also developed similar 
sjouptoms. In all three patients there were positive 
x-ray findings and spinal fluid disorders. The par¬ 
ents made complete recoveries, but the daughter 
has had several exacerbations and remissions of her 
multiple sclerosis in the past 12 years and still has 
a paretic left arm. 

Louis D. Boshes, M.D. 

55 E. Washington St. 

Chicago 2. 

EXCHANGE TRANSFUSION FOR 
ASPIRIN POISONING 

To the Editor—Dr. Sterne’s article “Exchange 
Transfusion for Aspirin Poisoning” in The Journal, 
Aug. 15, page 1924, requires comment. We agree 
with tlie author that aspirin poisoning is a real 
danger in infancy and that e.vchange transfusion 
has a place in therapy, but we cannot agree with 
the management of the presented case. It is stated 
that the child received 0.75 Gm. of aspirin in the 
preceding 48-hour period. Assuming that the child 
u'eighed 10 Ib. (4,536 Gm.), wliich seems reasonable 
in light of the 100-cc. blood transfusion and stated 
age of 6 weeks, this does not represent a to.xic dose 
when given over a two-day period. Nelson’s “Text¬ 
book of Pediatrics” states that a dose of about 150 
mg. per kilogram given over a short period of time 
represents a toxic dose. Further proof that the level 
in all probability' was not toxic is the statement that 
the blood salicylate level was 23 mg. per 100 ml. in 
this dehydrated patient. Toxicologists give 30 mg. 
per 100 ml. as a toxic level. It is stated that the 
blood carbon dio.xide level was normal, and a 
urinary' or blood pH is not mentioned. 


It is significant that after intravenous fluid ther¬ 
apy the pH had risen to 7.9, a level that most text¬ 
books state is incompatible with life. At this time 
two e.xchange transfusions were performed and the 
child was reported as improved. The e.xchange 
ti-ansfusions helped to treat the child’s congestive 
failure by remox’ing 110 cc. of blood and lowering 
the elevated venous pressure and no doubt correct¬ 
ing the iatrogenic acid-base imbalance. Since tlie 
blood salicylate level was precisely the same after 
two exchange transfusions, despite the marked clin¬ 
ical improvement in the patient, it seems imlikely 
that the original symptom complex was due to 
salicylism. We believe that when exchange trans¬ 
fusion is used to correct iatrogenic disease, it is the 
responsibility of the author and the journal to 
report it as such. 

Frank A. Oski, M.D, 

Sherwood Salitsky, M.D. 

Hospital of the Unix'ersity of Pennsyb'ania 

Philadelphia 4. 

The above comment was referred to the author 
of the article cited, and he has submitted the fol¬ 
lowing reply. 

To the Editor;—In cases of poisoning in infants, it is 
generally conceded that the exact amount of the 
to.xic substance ingested is open to question. The 
mother was somewhat vague as to the exact amount 
of aspirin given this infant. As stated in the article, 
the salicylate level before the first exchange was 
35 mg.^pfell to 29 mg.% thereafter, and to 23 mg.^f 
only after the second transfusion. Intrax'enous fluid 
therapy consisted of 5% dextrose solution in dis¬ 
tilled water and a whole blood transfusion. No 
alkali was given so that this perhaps was not an 
iatrogenic acid-base imbalance, as suggested by 
Drs. Oski and Salitsky. The whole blood transfusion 
was given in an attempt to buflfer the acid-base 
relationship and also because of a mild anemia 
(a hemoglobin level of 10 Gm.% despite the dehy¬ 
dration), the cause of which was not ascertained. 

It was my impression that the exchange trans¬ 
fusions had aided in correcting tlie acid-base im¬ 
balance as well as in reducing the salicylate lex'el 
from 35 to 23 mg.%. The dramatic improvement 
after the exchange transfusions led me to believe 
that such therapy was beneficial. Mflietlier this was 
due to tile correction of the acid-base imbalance or 
to a reduction of the salicylate level or both is 
unknown. The elevated venous pressure might have 
been due to the vigorous fluid therapy', despite the 
fact that the amount given was calculated using 
the generally accepted criteria. It might also have 
been due to the infants' marked activity at the time 
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it was iiicas\irc(l. Despite the. fact that a deficit of 
110 cc. of l)1ood %\’as cslabli.slicd, the \'cnoiis pres¬ 
sure remained at 30 cm. Tin's deficit was decreased 
to 85 cc. at tire second transfusion, and yet tiie 
venous pressure fell to 11 cm. The fall in venous 
pressure could be clinically correlated with the 
patient’s activity. 

I appreciate the interest of Drs. Oski and Salitsky 
but would suggest that they reread the article. 1 
would be happy to give a detailed account of the 
case if they so desire and would welcome any 
further criticism. 

TnosfAS L. Sticunk, M.D. 

2701 N. Azalea St. 

Victoria, Texas. 

BISm'DROXYCOUMARIN TOXICITY 

To the Editor;—The article by Eisenberg on bishy- 
droxyconinarin toxicity in The Joubnal, Aug. 29, 
page 2181, requires comment. The follon’ing points 
are open to discussion: 

There w’as no justification for dis’iding the daily 
dose of this anticoagulant. It has been generally 
recommended that the total daily dose should be 
taken only once in order to avoid confusion. There 
is no guarantee that this medicament could not 
have been taken five or six times during the day. 
Some physicians give long-acting substances only 
once every few days. 

A dose of 200 mg. of bishydroxycoumarin is gen¬ 
erally a large one. \Iost patients can be maintained 
on less than 100 mg. daily. V'hen a patient needs 
more than 100 mg. daih', and particularly if he 
exceeds a xveekly dose of 1,000 mg., he e.xhibits at 
least a partial resistance to the drug and another 
anticoagulant should be used. In such a case, verj' 
small doses of other substances will usually de¬ 
crease the prothrombin time well. If, horvever, one 
continues to use an excessive dosage of bishydro.x)'- 
coumarin, one takes the same risk as with large 
doses of insulin in resistant patients. There might 
be a sudden change of sensitivity to the drug. 

This patient returned xvith epistaxis. His pro¬ 
thrombin time (21% of normal) would hardly be 
low enough to cause such bleeding. There must 
have been some local lesion in the nose. If, how¬ 
ever, the laboratory test was wrong, there is prac¬ 
tically always hematuria and cutaneous bleeding 
preceding epistaxis. Those symptoms were not men¬ 
tioned at all, but it was noted that there was no 
gross or occult bleeding in the stool, a circumstance 
that never occurs unless one is dealing witli a 
grossly neglected patient who has bleeding from 
many sources or widi a patient who has coinciden¬ 
tal gastrointestinal ulceration. 

This patient was readmitted to the hospital on 
account of headache, but again no statement was 
made in regard to cutaneous and urinary bleeding. 
It would be most unusual to have a subdural bleed¬ 
ing alone, not accompanied by other signs of hem¬ 
orrhagic diathesis. 


A brain operation was performed without pre¬ 
vious determination of the prothrombin time and 
without correction of this abnormally lowered 
value to normal. This is a prerequisite for all brain 
operations. 

No clear-cut evidence was given that the inability 
to regain consciousness by the patient was a sequela 
of the bishydroxycoumarin treatment. It could just 
as well have been caused by the brain operation. 

Heinz B. Ei'senstadt, M.D. 

2301 Procter St. 

Port Arthur, Texas. 

The above comment was referred to the author 
of the article cited, and he has submitted, the fol¬ 
lowing reply. 

To the'Editor:—Dr. Eisenstadt is correct in pointing 
out that bishydroxycoumarin is not generally given 
in divided dosages and that 200 mg. per day is an 
uncommonly large amount. My original protocol 
read “50 mg. q. d.’’; it was misinterpreted by the 
editors as “50 mg. q. i. d.,” or four times the intended 
amount, and the error was overlooked in proof¬ 
reading. 

Dr. Eisenstadt is misinformed in believing that a 
prothrombin time of 21% “would hardly be low 
enough to cause the nose bleeding.” A number of 
authors have pointed out that no reliable relation 
can be discerned behveen the onset of hemorrhage 
and the prothrombin, bleeding, or coagulation times. 
MHiile it appears desirable to maintain a prothrom¬ 
bin time of 15 to 25% of normal in a patient taking 
bishydroxj'coumarin, intravascular clotting has oc¬ 
curred at lower and hemorrhagic diatliesis at higher 
levels. 

As pointed out in the protocol, “blood studies 
performed preoperatively but reported postoper- 
atively revealed a prothrombin time of 8%.” MTiile 
I believe that most physicians would agree that, 
ideally, prothrombin time should be in the normal 
range before elective brain surgery, the rapid de¬ 
terioration of this patient required immediate re¬ 
moval to the operating room. Emergency subdural 
decompression was in order irrespective of the pa¬ 
tient’s laboratory determinations, which, as a matter 
of fact, were made available as the procedure was 
nearing completion. 

The patient’s coma and subsequent deatli were 
both attributable to the effects of the subdural 
hematoma. Physicians experienced in the care of 
these patients are familiar with the observation 
that once coma has occurred consciousness is not 
always regained, even in the event of successful 
decompression. Postmortem study of the brain, as 
described in the protocol, revealed about 5 cc. of 
clotted blood and moderate cerebral edema. No 
other abnormal findings were noted. 

M. Michael Eisenberg, M.D. 

313 Carlyle PI. 

Alexandria, Va. 
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Iproniazid in Angina Pectoris: A Double-Blind 
Study. M. Shoshkes, E. L. Rothfeld, M. C. Becker 
and others. Circulation 20:17-24 (July) 1959 [New 
York]. 

A “double-blind” experiment was performed with 
4 unknowns, 2 of which were iproniazid and 2 were 
placebos, given separately at monthly intervals to 
23 patients, aged between 52 and 85 years, with 
ischemic heart disease associated with angina pec¬ 
toris. H)'pertension was present in about half of 
the patients. The initial dose of one 25-mg. tablet 
administered twice daily was reduced satisfactorily 
to 25 mg. a day for those who remained cooper¬ 
ative until the end of the investigation. The use of 
iproniazid was judged effective in relieving the 
pain of 14 patients (64%) and of 16 patients (73%) 
of the series on 2 separate periods, whereas the 
placebos were effective in only 6 patients (307o) on 
2 separate periods. The first use of iproniazid pro¬ 
duced an increase in incidence of untoward re¬ 
actions in 6 patients (27%) and by the second month 
in 11 patients (507c). Most of the reactions were 
mild in nature. 

The effects of iproniazid were thus slowly cumu¬ 
lative, as showm by an increasing rate with time of 
both therapeutic effectiveness and untoward side- 
effects. It is likely that, except for a possible spe¬ 
cific hepatotoxicity, odier reported side-effects were 
manifestations of overdosage. The drug also pro¬ 
duced a mild hypotensive effect, as well as an ele¬ 
vation of mood, and aided in maintaining body 
weight. There was no change in the clinical course 
or in the progression of the primary heart disease. 
The authors recommend a daily dose level of 
iproniazid of no more than 50 mg. Doses of over 
50 mg, a day should be used only initially and not 
in ambulatory patients. When a therapeutic effect 
is achieved, the maintenance dose of the drug 
should be continually reduced in step-like fashion 
at l-or-2-week intervals until the minimum effective 
dose is found for the individual patient. 

The place of publication of the periodical appears in brackets pre¬ 
ceding each abstract. 

Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Associab'on or its student organi¬ 
zation and by persons in continental United States or Canada who 
subscribe to its scientific periodicals. Requests for periodicals should be 
addressed “Library*, American Medical Association/’ Periodical files 
cover 1950 to date only, and no photoduplication sersices are available. 
Ko charge is made to members, but the fee for others is 15 cents in 
stamps for each item. Only three periodicals may be borrowed at one 
time, and they must not be kept longer than five days. Periodicals pub¬ 
lished by the American Medical Association are not available for lending 
but can be supplied on purchase order. Reprints as a rule are the 
property of authon and can be obtained for permanent possession only 
from them. 


Triamcinolone Therapy in Chronic Bronchial 
Asthma, L. Levin and E. Schwartz. New York J. 
Med. 59:2710-2715 (July 15) 1959 [New York]. 

Triamcinolone (Aristocort) was administered to 
50 patients as a supplement to symptomatic, local, 
and immunological management of intractable 
•bronchial asthma. These 50 patients included per¬ 
sons of both sexes, and their ages ranged from 3 to 
75 years. The administration of any other steroid 
was suspended before starting the triamcinolone 
treatment. Most patients received an initial dose 
of 6 to 8 mg. (in 74% of the cases) and a main¬ 
tenance dose of 1 to 4 mg. (in 62% of the cases). 
The duration of the treatment was from 1 to 8 
months for 39 patients and from 1 to 9 months for 
11 patients suffering from severe asthma. 

The results of triamcinolone therapy were excel¬ 
lent in 26 cases (52%), good in 20 (40%), and fair 
in 4. Excellent results meant that the patients 
became entirely free of asthma symptoms and 
remained so; good results meant that the patients 
were fairly free of symptoms, with only an occa¬ 
sional recurrence; fair results meant that the pa¬ 
tients experienced relief in the severity of their 
symptoms and felt satisfied even if there remained 
some wheezing. Twenfr patients in the excellent- 
result group, 13 in the good-result group, and all 4 
in the fair-result group required a daily main¬ 
tenance dose of only 1 to 4 mg.; the others re¬ 
quired a dose of 1 to 16 mg. Besides tlie relief in 
their symptoms, the patients experienced a degree 
of satisfaction and encouragement that helped 
obtain their cooperation in continuing with the 
treatment. Side-effects occurred in 8 patients, but 
they were not severe enough to necessitate discon¬ 
tinuance of the therapy or a decrease in the dosage. 
Triamcinolone was found to be a useful drug in 
the management of ciironic intractable asthma, 
especially because of the comparatively small doses 
required and the infrequency of side-effects. 

Experiences with Tolbutamide in a Diabetic Clinic. 
J. Levine, N. T. Gottlieb and M. Tischler. New 
York J. Med. 59:2567-2569 (July 1) 1959 [New York]. 

Studies were carried out with the oral adminis¬ 
tration of tolbutamide for from 8 to 12 months to 
77 patients with diabetes, at the diabetic clinic of 
Coney Island Municipal Hospital. Only those pa- 
dents were selected for this study who used 40 units 
or less of insulin daily, who had no history of re¬ 
peated ketosis or acidosis and no significant renal 
or hepatic dysfunction, and who responded to a 
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loading dose .(tolnrnnco test) of 3'Gni. of tolbuta¬ 
mide by a 257*0 or greater fall in the fasting blood 
sugar 4 hours after administration of the dose. 
Tlicsc patients were given 3 Gm. of tolbutamide 
(6 0.5-Gm. tablets) in divided doses for 3 days; 
2 Gm. (4 tablets) in di\’ided doses for the nc,\t 3 
da}'s; and 1 Gm. (2 tablets) on the 7th day. Insulin 
dosage was gradually reduced over a period of 4 
days as tolbutamide therapy ^vas instituted in some 
patients requiring more than 25 units of insulin, so 
that by the 5th day insulin was withdrawn. The 
maintenance dose was then adjusted at from 1 to 4 
tablets of tolbutamide daily, depending on the 
follow-up studies on urine and fasting blood sugar, 
and on the well-being of the patient. No change 
was made in the regimen other than the substitution 
of tolbutamide for insulin. 

Tlie obser\’ations showed that in several patients 
who responded well to the test dose the diabetic 
control was not maintained by tolbutamide. Eight 
such patients were retunied to insulin therapy, and 
were considered failures. In the remaining 69 pa¬ 
tients the diabetes was well controlled or improved, 
Tliere was no evidence of toxicity' in any patient. 
The authors believe that the improvement ob¬ 
tained in diabetic control in this series should not 
be attributed to the effect of tolbutamide alone, but 
also to the fact that this hypoglycemic agent can 
be taken easily, and that, therefore, the patients 
used it regularly. 

The Toxico-Cancerous Syndrome: Its Value in 
Early Diagnosis and Immediate Prognosis. M. L. 
Gratacos. Semana med. 66:873-876 (June 25) 1959 
(In Spanish) [Buenos Aires], 

The author presents his concept of the toxicocan- 
cerous sjmdrome developed from observation of 
cancerous patients at various stages. Tliis syndrome 
is characterized by comparative tachycardia, i. e., 
tachycardia without any elevation of temperature 
or any alteration in respiratory rhythm and blood 
pressure. A table containing the average pulse and 
temperature values in 42 patients with cancer of 
different types and localizations shows this negative 
correlation behveen tachycardia and temperature. 
The pulse frequency varies from 64 to 130, while 
the temperature varies from 35 to 38 C (95 to 
100.4 F), without any correlation in any individual 
case. These average figures were obtained by tak¬ 
ing the temperature and counting the pulse ap¬ 
proximately 52 times for each patient (in tlie 
morning, at noon, and at night). It is the author’s 
conclusion that the combination of tachycardia, 
normal temperature or hypothermia, normal blood 
pressure, and normal respiratory rhythm has a 
diagnostic and prognostic meaning in cancer. As 
a diagnostic criterion this syndrome should alert 
the physician to the possibility of a cancerous 
condition and call for immediate confirmation by 


glycoprotein determination. As a prognostic cri¬ 
terion, the greater the difference between pulse 
and temperature, the more serious is the patient’s 
condition. The lowest condition is indicated when 
the Ionise exceeds 110, while the temperature falls 
below 36 C (96.8 F). As a palliative treatment of the 
syndrome, the administration of antitoxins, liver 
extracts, carboxylase, and vitamins, as u'ell as blood 
transfusions, are recommended. 

Tlie Influence of Chemotherapy on Survival in 
Acute Leukemia: Comparison of Cases Treated 
During 1954 to 1957 with Those Treated During 
1947 to 1954. A. Haut, S. J. Altman, M. M. Win- 
trobe and G. E. Cartwright. Blood 14:828-847 
(July) 1959 [New York]. 

The authors report the longevity, reckoned from 
the symptomatic onset of acute leukemia, as well 
as from the initiation of treatment, and observed in 
a group of 89 patients who were treated at the 
University Hospital in Salt Lake City, between 
1954 and 1957. They have compared their findings 
in this group of patients with tliose in a similar 
group of 78 patients treated at the same hospital 
between 1947 and 1953, i. e., before the availability 
of cbemotherapeutic agents. The median survival 
of all patients, considered as a unit, was increased 
from 3 to 6 months, as measured from the date 
treatment was begun. The change was found to be 
as statistically significant as it was clinically impor¬ 
tant. The longer surWval observed in the group of 
patients treated between 1954 and 1957 correlated 
with the more general administration of 3, ratlier 
than 2, chemotlierapeutic agents, such as mercap- 
topurine, steroids, and folic acid antagonists. The 
significant factor, therefore, appeared to be the 
number of effective agents administered, rather 
than the use of any one in particular. 

On analysis, improved survival was statistically 
proved only for patients with lymphoblastic leu¬ 
kemia; for these the median survival was 10 months 
after the symptomatic onset of leukemia and 7^ 
months after the institution of treatment. Within 
this group, tliere was an even greater improvement 
for those whose leukocyte values imme^ately be¬ 
fore the institution of therapy were less than 10,000 
per cubic millimeter; 50% of these patients lived 
more than 12 months after treatment was begun. 
The reason for the exceptional longevity of pa¬ 
tients with the lower pretreatment leukocj^e values 
is unknown. It appears that one can attribute at 
least part of the improvement to therapy. The tj'pe 
of statistical analysis used presents the minimum 
figures for improvement in median survival. When 
the ultimate longevity is knosvn for the 17% of the 
patients surviving at the closing date of the study, 
an additional small increase may be found. The 
relative inefficacy of chemotherapy in myeloblastic 
leukemia should be a signal for greater screening 
of new agents in this type of tumor. 
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The Association of Peptic Ulcer with Hereditary 
Hyperparathyroidism. C. E. Jackson. Gastroenterol- 
og>' 37:35-37 (July) 1959 [Baltimore]. 

The author reports on a family in which hyper¬ 
parathyroidism was present in at least 2 members, 
a 31-year-old man and his 55-year-old father. These 
2 patients and, in addition, a paternal uncle and 
his daughter had peptic ulcers. Although further 
investigation of this family did not reveal any addi¬ 
tional definite cases of hyperparathyroidism, the 
occurrence of several cases of peptic ulcer in a 
family in which hj^erparathyroidism was present 
in at least 2 members has suggested that the high 
incidence of peptic ulcer associated with hyper¬ 
parathyroidism may be related to some factor in 
the hyperparathyroid person which brings out the 
underlying ulcer tendency. The high incidence of 
the association of these 2 diseases may be a reflec¬ 
tion of the frequency of peptic ulcer tendency in 
the general population. 

Serum Lactic Dehydrogenase and Serum Trans¬ 
aminase in Human Leukemia. G. B. Magill, 
F. Wroblewski and J. S. La Due. Blood 14:870-881 
(July) 1959 [New York]. 

The authors performed estimations of serum 
lactic dehydrogenase (SLD) and serum glutamic 
o.valacetic transaminase (SGO-T) concentrations in 
56 adult patients and 10 children with leukemia. 
Elevated SLD levels were observed in 23 (77%) of 
30 adults witli acute leukemia, in 7 (70%) of 10 
children with acute leukemia, in 15 (94%) of 16 
adult patients witli chronic myelocytic leukemia, 
and in 6 (60%) of 10 adult patients with chronic 
lymphocytic leukemia. The degree of the elevation 
of the SLD level appeared to be significantly 
greater in the chronic myelocytic than in the 
clrronic lymphocytic group. Serial determinations 
of the SLD level were performed for periods of 
from 1 to 82 weeks in 55 patients of whom 43 had 
elevated levels at one time or another. Of these 
43 patients, 21 were adults with acute leukemia, 5 
were children witlr acute leukemia, 12 were adults 
with chronic myelocytic leukemia, and 5 were 
adults with clironic Ijunphocytic leukemia. Fair to 
good correlation behveen the SLD level and con¬ 
ventional parameters of leukemic activity was 
noted in 7 (33%) of the 21 adults and in 2 (40%) of 
die 5 children with acute leukemia, in 8 (67%) of 
tire 12 adults with chronic myelocytic leukemia, 
and in 1 (20%) of the 5 adults witlr chronic lympho- 
crTic leukemia. At the present time the mechanism 
by which the SLD concentration is elevated in 
patients with leukemia is not clear. The most attrac¬ 
tive concept as to the source of elevated SLD con¬ 
centration in leukemia is that of more rapid leakage 
of enzjune from more fragile cells. The lack of 
over-all correlation between serial SLD levels and 
established parameters of leukemic activity has 


proved to be disappointing in regard to the clinical 
usefulness of -determinations of SLD levels in leu¬ 
kemia. 

Serum glutamic oxalacetic transaminase (SGO-T) 
levels were studied in 61 patients. Levels greater 
than 100 units were seen in only 8 patients, of 
whom 7 had either viral or toxic hepatitis and 1 had 
terminal septicemia. Other types of liver impair¬ 
ment, including leukemic infiltration, were asso¬ 
ciated with normal or slightly elevated SGO-T 
levels. If these differences could be confirmed by 
additional studies, a SGO-T level of more than 100 
units in a patient with leukemia associated with 
jaundice would suggest either a viral or a toxic type 
of hepatitis. The presence of a normal or slightly 
elevated SGO-T level in a patient with leukemia 
associated with jaundice or other evidence of he¬ 
patic involvement would be compatible with leu¬ 
kemic involvement of the liver. 

The Association of Nonspecific Jejunitis and Granu¬ 
lomatous Phlebitis in the Legs. J. A. H. Collyns. 
Gastroenterology 37:64-72 (July) 1959 [Baltimore]. 

The author reports on a 26-year-old man with 
jejunitis, apparently isolated as regards the gastro¬ 
intestinal tract but complicated by an unusual 
peripheral superficial phlebitis not itself producing 
symptoms. There was a history of several bouts of 
colicky abdominal pains in the umbilical region, 
each of 5 to 6 days’ duration. At no time had tliere 
been any diarrhea or constipation. Administration 
of sulfaguanidine tablets seemed to bring relief, 
but periodic moderately severe pains in the umbili¬ 
cal region persisted during the ensuing 15 months. 
The patient was readmitted to hospital for an 
attack of severe central abdominal pain with tem¬ 
perature up to 101 F (38.3 C), and barium meal 
examination res'ealed stasis and dilation in the 
proximal part of the jejunum. A nodular lengtli of 
nonpulsating vessel was discovered in the position 
of the left long saphenous vein, midway behveen 
knee and ankle. At biopsy the vessel was regarded 
as a vein that had been occluded by old throm¬ 
bosis. 

An exploratory laparotomy was performed, which 
revealed severe inflammation of a segment of the 
upper jejunum. The serosa was covered with small 
white “miliary” nodules. A diagnosis of isolated 
segmental jejunitis, either tuberculous or of tlie 
nonspecific “Crohn” variety, was made, and it was 
decided to try the effect of antituberculous drugs. 
After removal of an apparently normal appendix 
the abdomen was closed. A nodular, 2 -cm.-long 
segment of vessel complete with overlying skin was 
removed from midway behveen the right knee and 
ankle. Histologically the picture was that of a 
granulomatous panphlebitis in a vein of moderate 
size. Despite active antituberculous therapy with 
streptomycin, aminosalicylic acid, and isoniazid, the 
condition of the patient did not improve, and 
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laparotomy was rcpoalccl 3 montlis after tlic first 
intervention. Tliirty-nine inches of jejunum were 
resected, u'hieh both macroseopieally and micro¬ 
scopically showed the classic pathological picture 
of regional enteritis. Postoperatix'cly the patient 
almost at once became free of abdominal pain. He 
made a complete recovery. Althougb frequent thor¬ 
ough searches have been made, superficial vascular 
lesions hax’c nex'cr subsequently been discox'crcd. 

It is felt that the x'ascular lesions in this patient 
may have constituted an unusual superficial “Crohn- 
ide” reaction, dependent on and secondary to the 
deep-seated intestinal inflammation. The admini.s- 
tration of sulfaguanidine at various times during 
the 15 months preceding the first surgical intcrx'cn- 
tion might not have been entirely innocuous in this 
patient. The superficial phlebitis is grouped on 
morphologic grounds with temporal arteritis, and 
clinically with the other cxlra-alimcntary manifesta¬ 
tions of regional enteritis. The combination of 
lesions is unique. 

Bacteriologic Culture of the Diseased Human 
Liver. J. M. Stormont, ]. E. Mackie, E. H. Kass 
and C. S. Davidson. Ann. Int. Med. 51:17-22 (July) 
1959 [Lancaster, Pa.]. 

The authors made bacterial cultures on lix'er 
tissue from 20 jiatients on the wards of the Boston 
City Hospital. Thirteen had cirrhosis of the alco¬ 
holic, 2 had hepatolcnticirlar degeneration, and 1 
patient each had cirrhosis of the alcoholic and acute 
homologous serum hepatitis, cirrhosis of undeter¬ 
mined tj'pe and acute cholangitis, cirrhosis of un¬ 
determined t 3 'pe, fatt)' liver, and congestive hepa¬ 
tomegaly. In the 12 patients with temperatures 
over 100 F, the fever was presumably caused by 
chronic pulmonary inflammation in 2, pulmonarj’ 
tuberculosis in 2, and staphylococcic pneumonia, 
tuberculous peritonitis, acute cholangitis, miliary 
tuberculosis, and acute pancreatitis in 1 each. In 
2 patients acute hepatic decompensation with 
cirrhosis and necrosis was the only evident e.xpla- 
nation; in one of these patients this impression was 
confirmed at autopsy. One patient had subacute 
yellow atrophy which was felt to be secondary to 
homologous serum hepatitis. Cultures were ob¬ 
tained either from a Vim-Silverman needle biopsy 
specimen (14 patients) or by aspiration (6 patients) 
with use of a no. 20 spinal puncture needle. Aspira¬ 
tion culture was used when liver biopsy was con¬ 
traindicated, i. e., when there was low blood pro¬ 
thrombin activity or poor patient cooperation. In 
the latter instances, standard biopsy technique was 
used, with iodine and alcohol preparation of the 
skin. When the stylus was removed, a 20-ml. syringe 
xvas attached, the needle was advanced into the 
liver, and suction was applied for about 4 seconds. 
A few drops of fluid were obtained and introduced 
into 3 to 5 ml. of the culture medium by rinsing the 
syringe once with sterile broth. 


The culture mediums u.sed were beef heart infu¬ 
sion broth with 5% horse blood, and chopped meat 
mediums for anaerobic cultures. The inoculated 
mediums were plated in nutrient agar and counted, 
were diluted for bacterial count, and were also 
incubated for from 1 to 4 days. If the incubated 
mediums shou'ed evidence of growth, they were 
then subcultured. A loopful of each culture was 
also streaked on blood agar and eosin-methylene 
blue agar. Previous use of quantitative technique in 
the analysis of urinaiy tract infections had indi¬ 
cated that separation between contamination and 
infection may often be achiex'ed on the basis of 
bacterial numbers in the urine. It is hoped that this 
method may also distinguish contamination from 
infection for liver cultures. 

Bacteria were recovered from the liver in only 
one instance, and a colony count of over 100,000 
per milliliter suggested that it did not represent 
contamination. The organisms were identified as 
Esch''richia coli. The patient was a chronic alco¬ 
holic, with anore.via, weight loss, mild jaundice, 
and an intermittent spiking fever. A Vim-Silverman 
biopsy and culture were performed, and a diagnosis 
of mild cirrhosis with portal inflammation was 
suggested. Laparotomy later confirmed the pres¬ 
ence of acute and chronic cholecystitis with com¬ 
mon duct stones and cholangitis. 

The authors feel that the data that are presently 
available suggest that bacteria are not ordinarily 
found in the human liver or portal vein blood, but 
that bacteria ma)’ invade the portal vein under 
unusual physiological circumstances, such as ab¬ 
dominal trauma, surgery, irradiation, shock, anoxia, 
or other circumstances leading to local changes in 
the intestinal wall. Why biliary stasis is particularly 
related to the retention of bacteria in the liver is 
not yet clear. 

Cushings Syndrome: Clinical Differential Diag¬ 
nosis and Complications. L. M. Hursthal and J. B. 
O’Sullivan. Ann. Int. Med. 51:1-16 (July) 1959 
[Lancaster, Pa.]. 

The authors reviewed the records of 34 patients 
with Cushing’s syndrome seen at the Lahey Clinic, 
Boston, in the hope that a better understanding of 
the onset of the disease and its earlier recognition 
would result. At the time the 34 patients (7 males 
and 27 females) came to the clinic, the disease was 
in a more advanced stage than that which the 
authors attempt to delineate. In general, their 
symptoms and signs were about the same as those 
published on similar groups of patients. Surgical 
confirmation was obtained in 27 patients (adrenal 
carcinoma was found in 1, adrenocortical adenoma 
in 5, adrenocortical hyperplasia in 19, and aberrant 
adrenal tissue in the pancreas in 2). The remaining 
7 cases were diagnosed by the characteristic clini¬ 
cal signs and laboratoty findings when first seen on 
an average of 5 years after the onset of the disease. 
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Inquiries about the details of onset revealed tliat 
it was rapid in 24 of the patients. Such a high inci¬ 
dence (71%) of rapid onset was contrary to e.vpec- 
tation; furthermore, tlie rapidity of onset did not 
indicate the underljdng etiolog)'. A case was placed 
in the group widi rapid onset, if the initial sjnnp- 
tbms were rapid enough to alert both the patient 
and tlie physician. The etiological diagnosis in 
these 24 patients was: adrenocortical hj^perplasia 
in 19 cases; adrenocortieal tumor in 3; carcinoma 
in 1; adrenal tissue aberrant in the pancreas in 1. 
The disease began with edema of the legs and face, 
described as “swelling,” “bloating,” and “puffiness,” 
accompanied by some o'dier signs, such as amenor¬ 
rhea, renal colic, acne, hirsutism, bruises, weak¬ 
ness, mental sjTuptoms, or diabetes mellitus. Other 
patients complained of a sudden craving for food 
with increase in weight, one patient having an in¬ 
crease of 40 lb. in one month. In 2 cases the initial 
sjnnptom was renal colic witli facial edema; tire 
edema commenced one week before the renal colic 
in one patient, and 2 weeks after in tlie other. One 
of these patients had had 3 attacks of renal colic at 
yearly intervals. It was interesting that the onset 
in one patient was associated with sjTnptomatic 
diabetes mellitus, and that a perforated duodenal 
ulcer occurred in a patient with episodic onset of 
sjTnptoms. 

There were 10 cases with gradual onset, includ¬ 
ing 2 cases resulting from an adrenocortical ade¬ 
noma, and 1 until adrenal tissue aberrant in the 
pancreas. The clinical manifestations began with 
mental changes, oligomenorrhea, gradual weight 
increase, hjTsrtension, sterility, and diabetes melli¬ 
tus. In commenting on possible precipitating fac¬ 
tors, the authors say that some patients described 
emotional strain before the onset of symptoms. In 
6 patients, initial sinnptoms occurred after periods 
of vmusual stress; a change of emplo>Tnent in one 
case, after marital separation in another, during a 
time when 3 jobs were held simultaneously in a 
third, when in solitars'^ confinement after a prison 
riot in a fourth, working extra-long business hours 
in a fiftli, and during a hone)'moon in the si.xth 
patient. Another precipitating or aggravating fac¬ 
tor was surgical or traumatic “stress.” The common 
initial signs in cases with rapid onset and with 
gradual onset are listed, together with the differen¬ 
tial diagnoses tliat must be considered in tlie pres¬ 
ence of these signs. 

Particular attention is given to edema, wliieli is 
presumed to occur as a result of the tendency to 
luTpoproteinemia, hiqiematremia, and vascular fra¬ 
gility. The effect of the ssmdrome on tlie metabolism 
of calcium and protein can become responsible for 
padiological fractures and renal calculus. HiTier- 
tension can become a continuous problem, even 
when the underhung cause has been adequately 
treated. The well-recognized susceptibility to infec¬ 
tions in patients with Cushing’s sindrome is re¬ 


emphasized. Peptic ulcer occurred in 3 of tlie pa¬ 
tients. The fact that the symptoms and signs in the 
neurological complications of Cushing’s sjTidrome 
are similar to those in the Guillain-Barre s^tv- 
drome and in diabetic neuropathy is discussed. 

Report of an Outbreak of Bornholm Disease, with 
Isolation of Coxsackie B5 Virus: Toronto, 1958. 
D. E. Ryder, F. W. Doane, A. Zbitnew and A. J. 
Rhodes. Canad. J. Pub. Health 50:265-269 (July) 
1959 [Toronto]. 

During an outbreak of epidemic myalgia or 
pleurodymia (Bornholm disease) in a Toronto sub¬ 
urb in 1958, a group of 16 families, comprising 27 
cases of this disease, was studied. In only one family 
were all the members affected; in 3 odiers multiple 
cases occurred. The onset of the illness was usually 
acute, with temperatures up to 103 F and severe 
chest or/and abdomen pain. The duration was 
shorter in young children (about 7 days) than in 
older children and in adults (12 days). Complica¬ 
tions (otitis media in one case, and mfld broncho¬ 
pneumonia in tlie other) occurred in 2 patients. 
Relapse occurred in 4. 

Stool specimens were collected from all 27 pa¬ 
tients and inoculated into monkey-kidney-tube cul¬ 
ture. Virus was isolated from 21 of these specimens 
and identified as Co.xsackie B5 in 20 strains and as 
Coxsackie B4 in one. Neutralizing tests were car¬ 
ried out on acute and convalescent serums from 10 
patients who had e.xcreted wus. The paired serums 
from 8 patients showed either a significant rise in, 
or a high level of, neutralizing antibodies in both 
serums. The high rate of isolation (78%) of Cox¬ 
sackie B virus in this series and the results of the 
antibody studies, showing recent infection witli 
tile homologous virus in 8 of the 10 cases studied, 
confihn the results of other investigations concern¬ 
ing the role of Co.xsackie B virus as an etiological 
agent in epidemic Bornholm disease. 

The Mucocutaneous Lesions of Reiter’s Syndrome. 
M, M. Montgomery, R. M. Poske, E. M. Barton and 
otliers. Ann. Int. Med. 51:99-109 (July) 1959 [Lan¬ 
caster, Pa.]. 

Although the triad of urethritis, conjunctiwtis, 
and arthritis (Reiter’s syndrome) is now well known, 
the audiors feel that the high incidence of muco¬ 
cutaneous lesions is not generally appreciated. In 
their experience these mucocutaneous lesions occur 
so frequently in tlie endemic or venereal type of 
Reiter’s syrndrome, that this type might better be 
considered a tetrad, consisting in its complete form 
of uretliritis, conjunctivitis, arthritis, and muco¬ 
cutaneous lesions. The authors are chiefly con¬ 
cerned with tlie character and frequency of tlie 
mucocutaneous lesions and with tlieir diagnostic 
importance. In the 38 patients ivith Reiter’s syn¬ 
drome treated during a 10-year period at the Hines 
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(111.) Veterans Adminislralion Ho.spilal, urolhrilLs 
was recognized in all but 3, and llio.se 3 bad pj’nria. 
Conjmictix'itis was absent in onh’ 5. Arthritis was 
the disabling component in all the patients. The 
authors feci that ibcro is difficnlty in the documen¬ 
tation of nretliritis and conjimctis’itis in patients 
seen a number of weeks after onset of the illno.ss. 
In such cases, mucocnlaneons lesions, wbicb appear 
4 to 6 weeks after appearance of the urethritis, may 
be the factor which establishes a definite diagnosis. 

In the group of 38 patients, mneons membranes 
of the genitalia were affected in 30; mucous mem¬ 
branes of the mouth, pharj’ii.v, and tongue were 
affected in 14 of these 30. The skin was affected 
in 11 of the group. In no instance was the skin alone 
involved, and in no i>aticnt were oral mucous 
membrane lesions an isolated finding. Commenting 
on the mucous membrane lesions of the genitalia, 
the authors suggest that perimeatal erosions and 
balanitis circinata are probably of identical nature, 
and were present in all 30 of the 38 patients with 
mucosal lesions. TwcnU'-thrcc had both lesions; 
4 of the remaining 7 had perimeatal erosions, while 
the other 3 had balanitis circinata alone. The 
authors describe the morphologs' of the various 
genital lesions, of the buccal and phars'ngeal le¬ 
sions, and of the cutaneous lesions (keratosis of 
Reiter’s syndrome). 

Tlie Influenza Epidemics of 1918 and 1957. 
M. Straub. Nederl. tijdschr. geneesk. 103:1208-1214 
(June 6) 1959 (In Dutch) [Amsterdam]. 

Tlie author reviews the literature on the 1918- 
1919 influenza epidemic and states that several 
groups of investigators searched for filtrable A'iruses 
and advanced the hypothesis of a specific influenza 
Norus. He describes studies on 42 fatal cases of 
Wrologically confirmed Asian influenza that were 
observed in Rotterdam in 1957. These studies dem¬ 
onstrated the presence of 2 distinct types of tlie 
disease. The first type was characterized by second¬ 
ary infection witli Staphylococcus aureus, fatal 
aspiration pneumonia, and a peracute course of the 
disease; it was seen mainly in young women and 
children. The second type was marked by fatal 
virus pneumonia and developed in patients with 
chronic diseases of the heart and lung. During the 
winter influenza epidemics of the last 10 years, no 
vims pneumonia was seen, but staphylococcic in¬ 
fluenza occurred. In 1918 streptococci and pneu¬ 
mococci played the same role as did staphylococci 
in 1957. In 1918 primary virus pneumonia also 
occurred in previously healthy persons, and became 
fatal as a result of secondary streptococcic and 
pneumococcic infections. 

The author feels that pneumotropism of the virus 
and the nature of tlie secondary infection are both 
responsible for the viralence of influenza epidemics. 
The predisposition of young women to grave com¬ 


plications results from the relative narrowness of 
their trachcas. Pregnancy predisposes to virus pneu¬ 
monia. Tlie high incidence of fatal cases among 
elderly patients during influenza periods is due to 
c.xisting respiratory infection .and a tendency to 
thromboembolic processes. 

Studies on the Origin of Drug-Resistant Staphylo¬ 
cocci in a Mental Hospital. A. White, T. Hemmerly, 
M. P. Martin and V. Knight. Am. J. Med. 27:26-39 
(July) 1959 [New York], 

The authors studied the effect of antibiotics on 
staphylococci from 50 patients who were inmates 
of a mental hospit.al in N.ashville, Tenn. Antimicro¬ 
bial drugs had been used infrequently, and the 
staphylococci were largely susceptible. Nasal 
sw.ibs were taken regularl)', beginning in October, 
1957, and were continued through August, 1958. 
The pahents u'cre given courses of treatment with 
erythromycin, penicillin, and tetracycline in order 
to judge the effect of these agents on various as¬ 
pects of the staphylococcic carrier state. Erythro¬ 
mycin, to which all cultures before treatment were 
susceptible, caused a complete suppression of the 
c.arrier state, and only a few resistant strains .ap¬ 
peared subsequently. Penicillin, to which 10% of 
strains were resistfint before treatment, caused a 
drop in the carrier rate to 60%, but the fall was 
limited at this point by an increase in strains 
resistant to penicillin. Tetracycline, to which 47o of 
strains were resistant before treatment, caused a 
ball in carrier rates to 20%, at which point increase 
in resistant strains prevented further reduction. 
After treatment, tlie carrier rates in treated patients 
incre.ased, and the frequency of resistant strains 
diminished. Treated noncarriers and nontreated 
carriers on the same ward did not change during 
ther.apy experiments. Successive treatment of pa¬ 
tients with penicillin and tetracycline caused the 
appearance of a group of cultures resistant to both 
penicillin and tetracycline, of which a majority did 
not react with phage (no type). A high proportion 
of strains of phage type 52-80 susceptible to penicil¬ 
lin and tetracycline, initially present on the ward, 
completely disappeared after use of these agents. 

Clinical Characteristics of Leptospirosis: Observa¬ 
tions Based on a Study of Twelve Sporadic Cases. 
G. A. Edwards. Am. J. Med. 27:4-17 (July) 1959 
[New York], 

A study of 12 sporadic cases revealed leptospi¬ 
rosis to be an acute, self-limited, diphasic illness 
with a low incidence of jaundice or significant 
renal damage. In the majority of cases the onset of 
illness was abrupt. All the patients had fever and 
chills, and most of them had minor gastrointestinal 
complaints. Since Leptospira organisms can be re¬ 
covered from the blood and cerebrospinal fluid 
during this first phase in a high percentage of 
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cases, it has been designated as the “septicemic” 
stage. The second stage begins as defervescence, 
and sjTnptomatic improvement occurs on tire 6th 
or 7th day. Shortly ^er the end of the first stage 
there is usually a secondary rise in temperature and 
development of meningitis, either asj'mptomatic or 
clinical. It has been demonstrated repeatedly that 
the blood and cerebrospinal fluid are sterile during 
this stage, organisms rarely haAdng been recovered 
after the 7th or 8th day. During this second stage 
antibodies appear in the blood in rapidly rising 
titer. In addition to fever and meningitis, several 
infrequent manifestations, such as iridocyclitis and 
various neurological lesions, may develop. It is 
proposed that tliis phase be designated as the “im¬ 
mune” stage, since manifestations are primarily due 
to h)q)ersensiti\’ity. Not all tlie patients had overt 
meningitis. Tlrree patients had pleocytosis mtliout 
any of the usual signs or symptoms of meningitis. 
Another patient had severe delirium, beginning on 
the 6th day, and, although he had pleocytosis, he 
was not considered to have clinical meningitis. 

It was impossible to correlate the different clini¬ 
cal disease patterns witli the leptospiral serotypes 
identified in tliese cases. There are no clinical 
sjaidromes e.\-clusively linked with infection by 
specific 56101)^)05; nor are tliere any serotypes 
which always cause tlie same pattern of disease. 
For tliis reason the use of special names as s)'no- 
0)105 for infections witir certain species is not 
justified. The diagnosis of leptospirosis should be 
considered in any patient w'itli an acute illness 
characterized by headache, myalgia, fever, chills, 
and conjunctival suffusion, and in any patient in 
whom “aseptic meningitis” develops after an acute 
febrile illness of 5 to 7 days’ duration. The greatest 
danger of infection in man is from contact widi 
stagnant water to which wild or domesticated ani¬ 
mals have access, but infection may result from 
direct contact with tlie urine of infected animals as 
well. 

SURGERY 

Congenital Heart Disease: III. Coarctation of the 
Aorta. C. J. O. Brown, B. L. Deans, J. M. Gardiner 
and others. M. J. Australia 1:857-864 (June 27) 1959 
[Sydne)']. 

Tlie authors report on 100 patients (68 male and 
32 female), behveen the ages of 4 months and 56 
years, w'ith congenital coarctation of tlie aorta, 
seen at the Alfred Hospital in Melbourne, Australia. 
An attempt at surgical correction ivas made in 74. 
Tw’o patients, a 24-year-old w'oman and an S-year- 
old girl, proi'ed to have inoperable disease; the 
adult had a narrowing of the ivhole length of the 
tlioracic aorta with e.vtensive calcification, and tlie 
cliild had associated patent ductus arteriosus and 
a large aortopulmonar)' septal defect. In 72 pa¬ 
tients e.xcision of the constricted area of the aorta 


was performed with die aid of anesthesia, which 
was induced widi thiopental (Pentothal) sodium 
and curare after insertion of an endotracheal tube. 
Anesthesia was continued with nitrous oxide and 
oxygen, with fully controlled respiration. Tri- 
methaphan (Arfonad) camphorsulfonate was used 
in 30 patients to induce hypotension; administration 
of the drug was started before the incision was 
made and was maintained until completion of the 
anastomosis, wdien the blood pressure w'as allowed 
to rise slowdy. In most of the patients die blood 
pressure was reduced to 80 to 100 mm. Hg from the 
start of the operation. 

Of the 72 patients, 5 died as a result of the opera¬ 
tion. Of the 67 patients operated on successfully, 
the continuity w'as restored by an end-to-end 
anastomosis in 65; in 2 the subclavian artery' was 
divided and turned dow'n and anastomosed to the 
descending aorta. In 6 patients arterial homografts 
w'ere used. Of tlie 67 patients, 6 had a normal 
blood pressure before the operation. In 48 of the 
remaining 61 patients, the blood pressure in the 
upper e.xtremities w'as reduced to below 140/90 
mm. Hg, W'ith a corresponding rise in the femoral 
artery' pressure. Three of tliese patients died sub¬ 
sequently. In 11 patients tlie blood pressure was 
reduced, but not to normal. Five of these had aortic 
regurgitation in addition to their coarctation, and 1 
of these 5 required a graft. There w'ere 2 patients 
in w'hom the blood pressure was not reduced; one 
of tliese had aortic incompetence in addition to 
coarctation. 

The authors believe that most of the paflents 
widi coarctation of the aorta should be operated 
on. The best time for the operation is considered 
to be between the ages of 8 and 15 years, but it may 
be performed earlier if there is evidence of cardiac 
strain or severe hypertension. Most patients, aged 
less dian 30 years, should be operated on, and one 
should not hesitate to operate on diose above this 
age if the coarctation is producing symptoms, but 
operation is not indicated in tiie terminal stages of 
cardiac breakdow'n. Aortic incompetence is not a 
contraindication to operation, but may vitiate the 
result. Aortic stenosis does seem to be a contra¬ 
indication unless it can be relieved at the same 
time or later. Hy'potension induced with trimetba- 
phan is a valuable adjunct to the operation. Inter¬ 
rupted sutures, w'itli 00000 arterial silk, should be 
used for the anastomosis. The results of surgical 
treatment have proved gratifying. 

Surgical Treatment of Recurrent Fibroadhesive 
Cerebellomedullary Arachnoiditis. J. B. Albertengo. 
An. cir. 24:1-11 (Jan.-March) 1959 (In Spanish) 
[Rosario, Argentina]. 

A new' operation is described, aimed at reestab¬ 
lishing tire circulation of the cerebrospinal fluid in 
patients W'ith blockage of tlie subarachnoid space 
due to severe forms of recurrent fibroadhesive cere- 
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bellomcdullary arachnoiditis. The procedure con¬ 
sists in placing 1 or 2 cathetens over (he blocked 
segment of the subarachnoid space, establishing 
communication between the lateral ventricle, the 
cisterna inagna, and the subarachnoid space at the 
level of the 5th, the 6th, or the 7th cervical vertebra 
according to the extension of the arachnoiditis. The 
ends of the catheters are sutured. The lower ends 
are introduced in the subaracTinoid space of the 
cervical canal by removing half of a vertebral 
lamella and making a hole in the dura mater. The 
catheters arc of rubber or polyethylene. 

Four rcpre.scntative eases arc reported. In the 
4 patients decompression and liberation of adhe¬ 
sions gave temporary relief, followed by reappear¬ 
ance and aggravation of the neurological ssmiptoms 
and a progressive course of the disease. In 2 pa¬ 
tients the blockage caused by the arachnoiditis 
involved mainly the cisterna magna and tlie pos¬ 
terior fossa. These patients were cachectie for 3 
months and in a coma for the last week preceding 
tile operation. Two catheters were placed, one from 
tlie lateral ventricle to the cisterna magna, and the 
other from the cisterna magna to the cervical 
subarachnoid space. The patients were in normal 
health, without any signs of intolerance to the 
catheters, 10 and 4 years, respectively, after the 
operation. In the only child in this series, a 6-month- 
old infant, the posterior fossa was blocked. The 
catheter was placed from the lateral ventricle to the 
cisterna magna and the subarachnoid space under 
the 4th cervical vertebra. At the age of 3 years the 
child had normal height and weight, but did not 
walk, and spoke only a few svords. The 4th patient 
had acute neurological sj'mptoms, mainly paralysis 
of the legs and impotence. A neurinoma was sur¬ 
gically removed from the spinal canal witliout re¬ 
lieving the neurological symptoms. An operation 
performed 2 years later showed an enormous mass 
of fibroadhesive tissue which filled the spinal canal 
and the cauda equina. After removal of the fibro¬ 
adhesive tissue, 2 catheters were placed in the 
subarachnoid space, one from the 12th to the 6th 
thoracic vertebrae, and the otlier from the 10th to 
the 3rd. The catheters in this case had perforations 
at 1-cm. intervals. Tliere was a marked but tem¬ 
porary improvement, followed by reappearance of 
the neurological symptoms, including paralysis of 
the legs and impotence. 

Occlusive Disease of the Carotid Arteries. A. Silver- 
stein. Circulation 20:4-16 (July) 1959 [New York]. 

Occlusions of the carotid arteries may be re¬ 
sponsible for more tlian 20% of all acute cerebral 
vascular lesions. The autlior reports on the clinical 
features of 50 hospitalized patients, ranging in age 
from 26 to 82 years, with occlusive disease of the 
carotid arteries. Thirty-seven patients were males, 
and 13 were females. There were 28 occlusions in 


the right carotid artery and 20 in the left carotid 
artery and 2 instances of bilateral complete carotid 
occlusion. There was evidence of vascular lesion 
elsewhere in the body in 38 patients. The onset of 
.symptoms xvas sudden in 36 patients and gradual in 
14. Motor weakness was the commonest neurologi¬ 
cal finding, hemiparesis or hemiplegia being present 
in 49 patients. Carotid arteriography was performed 
in 47 instances; the clinical course of only 2 patients 
tended to progress immediately after arteriography. 
Transient neurological deficits after angiography of 
the patent carotid artery developed in 2 patients 
and lasted less than 24 hours. 

Anticoagulant therapy xvas given to 14 patients; 
neck surgery was performed on 6; and trypsin was 
administered intramuscularly to 1. Seventeen pa¬ 
tients showed a moderate neurological improvement 
and have maintained it. Ten patients have died, 
probably because of carotid occlusion. Moderate to 
severe degrees of atheroma formation were ob¬ 
served in most of the 10 specimens (6 surgical and 
4 autopsy) of carotid arteries studied. The results 
of therapy are not presented, because the number of 
patients was small and the follow-up periods were 
brief. It is not yet kmowm which form of therapy, 
anticoagulant or surgical, is to be preferred. The 
diagnostic methods for determining carotid occlu¬ 
sion, which were used in this series with significant 
regularity, were ophthalmodynamometry and ca¬ 
rotid compressions. Definitir^e diagnosis requires 
arteriographic study. 

Acute Pericardial Fat Necrosis: Report of a Case. 
M. H. Chester and J. B. Tully. J. Thoracic Surg. 
38:62-66 (July) 1959 [St. Louis]. 

The pericardial fat necrosis s>'ndrome was first 
recognized as a clinicopathological entity by Jack- 
son, Clagett, and McDonald in 1957, when they re¬ 
ported 3 cases in which e.xploratory thoracotomy 
was performed from 7 to 10 weeks after the acute 
onset of symptoms. These invesHgators emphasized 
that acute pericardial fat necrosis can simulate 
acute myocardial infarction, pulmonary embolism, 
or hemorrhage into a neoplasm of the lung. The 
roentgenographic appearance may easily be mis¬ 
interpreted as a primary or metastatic carcinoma 
of the lung, a localized pleural eflFusion, pleuro¬ 
pericardial cyst, or mesothelioma. A consideration 
of this disease entity is, therefore, warranted in anv 
patient with unexplained precordial pain, pleuritic 
pain in the lower chest on the left, and an asso¬ 
ciated juxtacardiac mass. 

The authors present a 46-year-old man who dur¬ 
ing a severe lifting effort experienced the sudden 
onset of anterior chest pain and cramping epigas¬ 
tric pain. The pain radiated to the left shoulder and 
increased on deep inspiration; it became excruciat¬ 
ing and caused syncope. The patient was hospital¬ 
ized 3 days after the onset of the pain, with diagnosis 
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of acute myocardial infarction. He was pale, 
sweating, and had excruciating chest pain; respira¬ 
tions were rapid and shallow; blood pressure, 98/68 
mm. Hg; and pulse, 126. He was unable to take a 
deep breath because of the exacerbation of the chest 
pain. Auscultation elicited normal breath sounds. 
An unusual, soft, low-pitched rub, however, xvas 
heard during expiration. Tliis sound resembled the 
sound produced by compressing a wet sponge. It 
could easily be distinguished from the classical 
friction rub of a pericarditis. The rub disappeared 
on the third hospital day. An electrocardiogram 
was normal, except for an occasional ventricular 
presystole. Chest roentgenograms demonstrated a 
juxlacardiac mass along the anterior aspect of the 
left cardiac border; tomograms of the juxtacardiac 
mass revealed several ovoid areas of decreased 
density. Serial electrocardiograms and serum trans¬ 
aminase determinations were normal. 

An exploratory operation was performed on this 
patient 13 days after the acute onset. A firm ovoid 
mass, measuring 10 by 7 cm., was identified as the 
pericardial fat pad. It was adherent to tlie anterior 
and lateral aspect of the pericardium and the 
anterior chest wall. There were also adhesions bind¬ 
ing the lingula to the pericardial fat pad. Tlie mass 
was excised by limg dissection. Histological studies 
on the removed tissues revealed that the changes 
were due to ex-travasation of blood, ischemic fat 
necrosis, and fibrosis. Moderate endarteritic changes 
were also noted. A traumatic etiology is a strong 
probability in this case. 

The Clinical Evolution of Shunt-Operations for 
Morbus Caeruleus: Results of 150 Operations, in a 
Long-Term FoUow-Up. C. A. Mahaim, C. L. C. van 
Nieuwenhuizen, H. A. D’heer and F. Slooff. Am. 
Heart J. 58:13-^ (July) 1959 [St. Louis], 

The aim of the operations of Blalock, Potts, and 
Brock, used in treating the tetralogy of Fallot, is to 
augment the pulmonary circulation in order to 
increase the oxj'genation of the blood. They do not 
correct the malformation; in fact, with the pro¬ 
cedures of Blalock and Potts, a 5th malformation is 
created in a heart that already has 4, An operation 
which creates an artificial ductus arteriosus must, 
in the long run, produce overloading of the heart, 
but the immediate benefits of the operation, insofar 
as the general status of the patients and the amelio¬ 
ration of the cyanosis are concerned, are so evident 
that die usefulness of this tj'pe of operation is 
universally recognized. But what is the future of 
these patients? The authors investigated the long¬ 
term results in 141 patients subjected to 150 opera¬ 
tions behveen 1948 and 1956 at the St. Antonius 
Hospital, Utrecht, The Netherlands. The Potts 
procedure was performed 88 times; the Blalock 
method, 42 times; the procedure of Brock, 17 
times; ex-ploratorj' thoracotomy, once; and 2 patients 


died under anesthesia before the operation was 
begun. In 9 of the 141 patients a second operation 
was performed. All living patients except one were 
reexamined in 1956 or 1957. 

A preoperative prognosis had been made, taking 
into account such factors as age, hemoglobin con¬ 
tent, electrocardiogram, and roentgenogram. The 
following were the most important factors that ad¬ 
versely influenced 4he prognosis: (1) the detection 
of malformations not corresponding to those char¬ 
acteristic of the tetralogy of Fallot; (2) electro¬ 
cardiographic indications of a left or an extreme 
right ventricular hypertrophy; (3) age younger 
than 2% years or older than 17 years; (4) a car- 
diothoracic ratio of 55% or more; (5) a hemoglobin 
value of more than 150% or less than 70%; (6) 
body weight of more than 10% below normal; and 
(7) presence of signs of circulatory deficiency at 
birth. 

Patients were divided into 3 groups with regard 
to the aforementioned criteria. Group 1 included 
the patients with a good prognosis, that is, none of 
the 7 adverse factors were present. Group 2 in¬ 
cluded the patients with an average prognosis, one 
of the adverse factors being present. Group 3 in¬ 
cluded the patients with a poor prognosis because 
from 2 to 6 of the adverse factors were present. Of 
the patients who had a favorable preoperative 
prognosis, 90% obtained good results, one-third of 
which were excellent; tlie mortality in this group 
was 4%. In the patients with an unfavorable pre- 
operative diagnosis, the mortality rvas 10 times 
greater. The favorable results obtained with the 3 
operations persisted during the years following. In 
general, the postoperative modifications in the 
clinical signs, the electrocardiograms, and the roent¬ 
genograms were stabilized within the first 2 years 
after the operation. Some patients, even after a 
period of several years, had normal cardiac function, 
as indicated by a cardiac function test. 

The optimal size of the operative shunt ranges 
from 4 to 6 mm. in diameter. The best results are 
obtained rvith the Potts and Blalock procedures; 
the Brock operation should be avoided because of 
a high operative mortality, probably as a conse¬ 
quence of the frequency of the infundibular t}pe of 
stenosis in the tetralogy of Fallot. 

Thrombosis of the Inferior Vena Cava. A. Buzzi, 
O. Fustinoni, T. J. Gutierrez and H. A. Ruggiero. 
Rev. Asoc. med. argent. 73:189-195 (June) 1959 (In 
Spanish) [Buenos Aires]. 

The clinical polymorphism presented by throm¬ 
bosis of the inferior vena cava may constitute a 
serious diagnostic problem. Besides the easily 
recognized eases in which a thrombophlebitis of 
the lower extremities extends into the iliac veins 
and occasionally into the inferior vena cava, there 
are cases in which a caval thrombotic obstruction 
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develops wUliont any warning .sign.s or .syniptoin.s. 
Someliincs it con.stilnlo.s a terminal, asymptomatic 
stage which is diagnosed only at autopsy. The 
authors report on 5 eases that illustrate the incidence 
of insidious development and the potential danger 
of an unrecognized inferior caval thrombosis. 

In the first ease the patient was a 26-ycar-old man 
whose earliest .symptom was sudden, continuous, 
ami severe lumbar pain. Primary thrombosis of the 
inferior vena cava developed, together with deep 
collateral circulation. After 45 days, during whiclr 
the course of the disease showed steady aggrava¬ 
tion, ligation of the inferior vena cava was per¬ 
formed. One year later the patient still had edema 
of the lower extremities and a scant peripheral 
collateral circulation, hut the over-all clinical picture 
indicated that his disease had been arrested. The 
second patient (a 57-year-old man) was hospital¬ 
ized because of phlcbothrombosis of the lower 
limbs. Later signs of pvdmonars' embolism de¬ 
veloped, but ligation of the inferior vena cava was 
considered inadvisable, and the patient died ap¬ 
proximately 3 months after hospitalization. In the 
case of the third patient (a 38-year-old man) the 
inferior caval thrombosis, complicating a bacterial 
endocarditis, was not discovered until autopsy. The 
fourth and fifth patients were 2 men, aged 51 and 
54 years, respectively, who were suffering from 
thrombophlebitis and whose disease, after an inter¬ 
val of 10 years in one case and of 6 months in the 
other, developed into inferior caval tlirombosis. 

Tlie authors stress the need for alertness to the 
possibility of caval thrombosis even in the absence 
of any signs or symptoms, and recommend the 
use of cavography with the purpose of confirming 
tlie diagnosis and evaluating the deep collateral 
circulation. From the therapeutic point of view, 
diey recommended the administration of anti¬ 
coagulants, to avoid repetition of tlie thrombotic 
accidents, and the surgical ligation of the vena 
cava, to avoid the ascending extension of the 
thrombosis. 


GYNECOLOGY & OBSTETRICS 

Early Endometrial Carcinoma Following Prolonged 
Estrogen Administration in an Ovariectomized 
Woman. Y. M. Bromberg, E. Liban and A. Laufer. 
Obst. & Gynec. 14:221-226 (Aug.) 1959 [New York]. 

The authors report on a 42-year-old woman in 
whom an early endometrial carcinoma developed 
after bilateral ovariectomy which had been per¬ 
formed 24 years previously for torsion of an ovarian 
cyst. The patient had been treated for continued 
vasomotor disturbances with estrogens during the 
entire period after tlie operation, and a total amount 
of 9.2 Gm. of estrogenic substances had been ad¬ 
ministered. Fairly considerable uterine bleeding 


took place. An endometrial biopsy revealed glandu¬ 
lar cystic and adenomatous hyperplasia of the 
uterus and early carcinoma. Total hysterectomy 
was performed. The postoperative course was 
uneventful, and when the patient was last seen, 24 
months after the hysterectomy, her general con¬ 
dition was satisfactory, and no evidence of metas¬ 
tasis was found. It was noted that the patient’s 
mother had died of carcinoma of the uterus. A 
synergistic effect of prolonged estrogen therapy 
and of a hereditary predisposition to the develop¬ 
ment of the carcinoma is suggested as a possible 
explanation for the appearance of the tumor in 
this patient. 

Morbidity and Mortality of Total Abdominal Hys¬ 
terectomy and Late Results in Patients Operated 
on for Nonmalignant Diseases of the Uterus. R. 
Bianco and F. Di Re. Tumori 45:189-200 (March- 
April) 1959 (In Italian) [Milan, Italy]. 

The authors report on a study of the morbidity 
and mortality and late results in a group of 107 
women on whom total abdominal hysterectomy for 
both malignant and benign disease of the uterus 
was performed at the Cancer Institute of Milan 
during 1954-1958. All the patients survived tlie 
operation. Two instances of a vescicovaginal fistula 
and one of an ureterovaginal fistula were the only 
complications of the operation. A 48-year-old wom¬ 
an, operated on for adenocarcinoma, and a 58- 
year-old one, operated on for myoma of tlie 
uterus, both presenting varices of the lower limbs, 
developed phlebitis from which, however, they 
recovered. A 67-year-old patient in poor general 
condition, operated on for adenocarcinoma, suf¬ 
fered on the 8th postoperative day from eventration 
which required emergency suturing. Five patients 
developed cystitis, which most likely was caused 
by the use of a catheter during tlie first 24 hours 
after the operation; this condition disappeared 
rapidly. The neck of the uterus was free from alter¬ 
ations in only 30 of the 107 patients; a hyperplasia 
of tlie basal strata of the epithelium of the portio 
was observed in 23 instances. Cancer of the neck 
of the uterus was present in 11 patients. 

Late results from follow-up examinations were 
gathered in only 70 of the 107 cases; some pa¬ 
tients could not be reached, and those operated on 
during the second semester of 1958 were not con¬ 
sidered. None of the 70 patients presented alter¬ 
ation in the state of the pelvis. Five patients were 
suffering from dyspareunia, one of them suffering 
from tliis condition even before the operation. One 
patient, 65 years of age, presented a shortened 
vagina. The authors point out that diis finding 
would have been more frequent had they not, in 
performing the hysterectomy, resected the vagina 
at the point where the fornices become inserted in 
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the neck of the uterus. The libido increased in 6 
patients and declined in 5. Seven patients pre¬ 
sented a granuloma in the fundus of the vagina, but 
this was easily removed in each instance. Three 
patients presented incontinence of urine, and 2 
presented frequent episodes of cystitis. 

The authors believe that total abdominal hyster¬ 
ectomy is the operation of choice in patients with 
nonmalignant diseases of the uterus, when in these 
patients it is not possible to perform another type 
of operation that could retain the function of the 
uterus. Total hysterectomy is to be preferred to 
subtotal hysterectomy—first, because the risk in¬ 
curred in both operations is the same, and, second, 
because die high incidence of pathological mani¬ 
festations connected vdth residual stumps after 
subtotal hysterectomy can be eliminated by total 
hysterectomy. 

Foetal Wastage in Twin Pregnancy. S. H. Tow. J. 
Obst. & Gynaec. Brit. Emp. 66:444-451 (June) 
1959 [London]. 

The author reports on 408 women with twin 
pregnancies, who were admitted to tlie Royal Ma¬ 
ternity Hospital in Belfast for delivery between 
1947 and 1956. Of the 816 infants, 3 first twins were 
born at home, and the remaining 813 infants were 
born in hospital. There were 51 stillbirths (6.3%) 
and 49 deaths in die first week of life (6%), making 
a total fetal loss of 12.3%. While diis figure is high, 
it compares favorably ivith die best results ob¬ 
tained by other workers. Antenatal, intranatal, and 
postnatal risks of tivin pregnancy, in large measure 
associated with gross prematurity, contribute to 
this high mortality. By comparing the incidence of 
preeclampsia, premature deliveries, and vertex-ver¬ 
tex presentation in the patients who had registered 
for antenatal care with that in those who did not, 
it appeared diat antenatal care and bed rest in 
hospital conferred striking benefits in reducing 
maternal complications and prolonging gestation, 
dius leading to a reduction in prematurity and fetal 
wastage. Accurate diagnosis and careful antenatal 
supervision are essential in women with twin preg¬ 
nancies. In order to prevent onset of premature 
labor, bed rest in hospital from the 30th week is 
suggested. Only 137 (33.5%) of die 408 women 
were delivered of both infants spontaneously. The 
need for operative assistance in die remaining 271 
(66.5%) patients makes it imperative for all women 
widi bwn pregnancies to be confined in hospital. 
The second tivan is specially susceptible to perinatal 
death on account of labor hazards arising from 
malpresentation and disturbed uteroplacental cir¬ 
culation after the birth of die first twin. In order 
to reduce the risk of such deadi, rupture of the 
membranes within 10 minutes, followed by prompt 
and skilled delivery, is advocated. 


PEDIATRICS 

Seasonal Aseptic Meningitis Caused by Coxsaclde 
and Echo Viruses, Toronto, 1957. M. Clarke, M. 
Hunter, G. A. McNaughton and others. Canad 
M. A. J. 81:5-8 (July 1) 1959 [Toronto]. 

The increasing use of tissue culture methods has 
clarified the etiology of aseptic meningitis to a 
great extent. It is now evident that except in a 
poliomyelitis epidemic the virus of poliomyelitis 
plays a minor role in the etiology of aseptic menin¬ 
gitis. Between June and October, 1957, a total of 
65 children were admitted to the Hospital for Sick 
Ghildren, Toronto, wdth a diagnosis of aseptic 
meningitis. Of these cases, 51 were chosen for 
special study; the clinical diagnosis was confirmed 
by the finding of characteristic changes in the cere¬ 
brospinal fluid. The majority of cases occurred in 
July and August, and the males outnumbered the 
females 2:1. Seventeen patients (33%) were less 
than 4 years old, and the otliers ranged in age from 
5 to 14 years. The illness was acute in the majority 
of patients, commencing 1 to 3 days before admis¬ 
sion. The symptoms were those typical of the 
aseptic meningitis syndrome. Five patients pre¬ 
sented with a rubelliform rash similar to that foimd 
in 1956 associated with infection by enteric cyto- 
pathogenic human orphan (ECHO), type 9, vims. 
Splenomegaly was noted in 7* cases. Cells were 
present in the cerebrospinal fluid in all the patients, 
the count ranging from 25 to 1,600 cells per cubic 
millimeter. The mean figure of 400 cells per cubic 
millimeter was much higher than that usual in 
poliomyelitis. The cells were mainly lymphocytes. 
Patients in whom the cell count was more tlran 
500 cells per cubic millimeter were all infected 
with ECHO viruses. White blood cell counts were 
normal or slightly elevated. All the children were 
seen 2 to 8 weeks after discharge. Apart from a 
few who tired easily, all had completely recovered. 

A variety of agents were found responsible for 
the illnesses. Distinctive were tlie cases of rubelli¬ 
form rash in association with the aseptic meningitis 
syndrome. ECHO, type 9, virus was the agent 
chiefly associated with cases of rash, although one 
such case yielded an unidentified ECHO virus. 
From the total of 51 cases, 36 viruses were isolated 
by inoculation of human amnion or monkey kidney 
cells. Viruses were identified as belonging to the 
following established types; Coxsackie A9, B3, B5, 
and ECHO, types 6 and 9. Fifteen strains were 
unidentified but could be allocated provisionally 
to 3 groups; 9 unidentified ECHO viruses, 4 Cox¬ 
sackie A viruses, and 2 strains of mumps virus. 
Serologic evidence combined with the results of 
tests on blood and cerebrospinal fluid suggested 
that the stool isolates were active agents in the 
meningitis syndrome. Thus, of the total 51 cases, 
48% were due to ECHO viruses, and 18% to Cox¬ 
sackie viruses. An additional 14% were established 
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on serologic groiiiKl.s a.s iliic lo miimp.s. The re¬ 
maining 20% of the ca.sc.s, yielding no evidence 
of infection with enteric virn.sc.s or mumps, provide 
a problem for future studies. 

The Bchnvior of the Red Blood Cell Count and 
the Value of Hemoglobin During the First Semes¬ 
ter of Life in Infants Subjected to Exchange Trans¬ 
fusion. W. Felici and G. Di Piero. Policlinico (scz. 
prat.) G6:825-S29 (June 15) 1959 (In Italian) [Rome]. 

The red blood cell count and the hemoglobin 
values were checked periodically for 6 months in 
20 newborn infants, 13 of whom had suffered from 
incompatihilily in the Rh system and 7 from in¬ 
compatibility in the ABO system. Each infant had 
received an exchange transfusion of 500 cc. of 
blood. The increase of red blood cells was slow 
and very irregular in each case. Tiic as’crage count 
at the first control after the blood transfusion was 
3,740,000 per cubic millimeter (with 3,000,000 and 
4,740,000 as extreme values); at the last count, 6 
months later, the average count had gone up to 
4,000,000 per cubic millimeter (with 3,500,000 and 
4,940,000 as extremes). Changes in the hemoglobin 
values were not significant. A severe anemia was 
noticed during the second and third months of life 
in 4 infants; this crisis was coincident with the 
so-called physiological anemia of the newborn. 
Treatment with liver extracts and vitamin B 12 gave 
good results even in infants with the severest 
forms of anemia. The authors believe tliat tlie first 
6 months of life in an infant who has had hemolytic 
disease and who has been treated with exchange 
transfusion represent a critical period for restoring 
the normal blood picture. It is especially important 
to control for some time the red blood cell count, 
even if this count returns to normal right after the 
transfusion, and to check with adequate treatment 
any eventual irregularities. 

Hyperbilirubinemia in Premature Infants: A Fol¬ 
low Up Study. C. A. Koch, D. V. Jones, M. S. Dine 
and E. A. Wagner. J. Pediat. 55:23-29 (July) 1959 
[St. Louis]. 

Serial determinations of serum bilirubin values 
were made during the first week of life in 100 
premature infants. None of the patients had any 
demonstrable evidence of infection or isoimmuni¬ 
zation. Those who developed hyperbilirubinemia 
were considered to have “physiological jaundice,” 
and at that time (1953) no treatment was instituted. 
Eight infants died, 2 of them having had kernic- 
terus; their bilirubin levels had been greater than 
20 mg. per 100 ml. The remaining 6 infants, who 
died of other causes, had bilirubin levels below 
20 mg. per 100 ml. Of the surviving infants, none 
had neuromuscular abnormalities on discharge 
from the nursery. Forty-nine infants were followed 
up at the age of one year or more; 5 of these had 


neuromuscular abnormalities highly suggestive of 
kernictcrus. All these patients had had serum bili¬ 
rubin levels of more than 20 mg. per 100 ml. dur¬ 
ing the neonatal period. The relation of kernicterus 
to birth weight and condition of the infants at 
birth was not so distinct as the relation to hyper¬ 
bilirubinemia. The difficulties encountered in es¬ 
tablishing a clinical diagnosis of kernicterus in the 
first weeks of life make repeated follow-up exam¬ 
inations of the infants over a period of several 
years necessary. Exchange transfusions are indi¬ 
cated for all infants with hyperbilirubinemia during 
the neonatal period if it is evident that the serum 
bilirubin levels will exceed 20 mg. per 100 ml. 

Problems Presented by the Jaundiced Newborn. 
C. M. McCue, A. B. Mayer and R. O. Hudgens. 
Virginia M. Month. 86:390-395 (July) 1959 [Rich¬ 
mond]. 

One hundred sixty-one of the 6,085 infants xvho 
were born in, or admitted to, the hospitals of the 
Medical College of Virginia in Richmond during 
1957 developed significant jaundice in the neonatal 
period. Eighty of the 161 infants were white and 
81 were Negroes; 73 were male and 88, female. 
The birth weight of 158 of the 161 infants ranged 
from 1,000 Gm. for the smallest infant in the series 
to 4,250 Gm. for the largest; approximately 30% 
of the total group were of a weight less than 2,500 
Gm., which was considered premature for the 
purpose of this study. Jaundice was thought to be 
of physiological origin in 103 infants; icterus was 
detected within 36 hours after birth in 20 of 
these infants and during the first 24 hours of life 
in 6. Thirteen of the 76 jaundiced infants in whom 
bilirubin was determined presented a maximum 
bilirubin level in excess of 20 mg. per 100 cc. None 
of the 103 infants received replacement transfusion. 
Only one death occurred in this group of infants. 

Thirty-nine infants showed jaundice in asso¬ 
ciation with erythroblastosis due to either Rh or 
ABO incompatibility. The generally accepted 
methods of treatment with replacement transfu¬ 
sions gave satisfactory results in 17 instances. In 
this group only 2 babies with a severe form of the 
disease died. On autopsy one of them was proved 
to have kernicterus; the total bilirubin level never 
exceeded 16 mg. per 100 cc., but the infant pre¬ 
sented hypoxia. 

Jaundice was due to sepsis in 20 instances. Blood 
cultures were taken in each case, but a positive 
bacteriological isolation was obtained in only 5 
infants. Findings, such as unstable temperature 
curve, lethargy, anore.xia, abdominal distention, and 
failure to gain weight, when combined with visible 
jaundice, according to the authors, justify the diag¬ 
nosis of sepsis despite the lack of bacteriological 
proof. Thirteen of the 20 infants were of premature 
weight. Jaundice was detected from 36 hours to 



288/1616 


MEDICAL LITEBATURE ABSTRACTS 


J.A.M.A., Nov. 14, 1959 


26 days after birth. Sev'en infants of this group, 
6 of prematoe weight, died despite antibiotic ther¬ 
apy, maintenance of fluid and nutritional require¬ 
ments, and general and supportive care. Two of 
these infants were moribund on arrival at the 
hospital and died within 9 hours of admission. 

Congem’tal Leukemia. M. A. Brescia, E. Santora 
and F. Sarnataro. J. Pediat. 55:35-41 (July) 1959 
[St. Louis]. 

The authors report on a fatal case of congenital 
stem-cell leukemia in a 28-day-old boy. The infant 
was apparentl}' well when bom after an uncompli¬ 
cated labor, the birtli weight being 7 lb. 6 oz. 
(3,345 Gm.), and he gained weight normally until 
the 28th day of life when he refused liis feeding. 
Thereafter his condition deteriorated rapidly, and 
he died 2 hours after admission to the hospital, 
despite oxygen and other supportive treatment. A 
blood count obtained before death revealed 1.5 
million leukocytes per cubic millimeter. Autopsy 
showed that all the hemopoietic, as well as the 
nonhemopoietic, organs were markedly infiltrated 
with leukemic cells. The mother’s history revealed 
that she was subjected to repeated roentgenologic 
e.xaminations 5 months before the beginning of 
gestation. A marked increase has been reported 
in tlie incidence of leukemia and other types of 
neoplasms in children during tlie first 10 years of 
life when their mothers have received diagnostic 
e.\'aminations during pregnancy. Whether roentgen 
radiation received before pregnancy is an etiolog¬ 
ical factor requires further study and observation. 

Eosinophils in the Thymus in Hyaline Membrane 
Disease (Respiratory Distress Syndrome). M. M. 
Black and A. G. Baldi. Pediatrics 24:205-214 (Aug.) 
1959 [Springfield, Ill.], 

Hyaline membrane disease was found to be 
commonly associated u'ith perivascular aggregates 
of mature and immature eosinophils in the sep- 
tums of tlie thynnus in premature infants. Similar 
eosinophilic aggregates were much less frequent 
in the tliymus glands of stillboms and in cases of 
perinatal death in which the infants had no hyaline 
membrane disease. Among 27 infants with hyaline 
membrane disease, 20 (74%) had both mature and 
immature eosinophilic aggregates, grading 4 plus 
or more. This degree of eosinophilia was found in 
only 2 (6%) among 35 cases of stillbirths and of 
perinatal deaths in which the infants had no 
hyaline membrane disease. Hyaline membrane dis¬ 
ease was found in 27 (53%) of 51 cases of perinatal 
death, the infants weighing betiv'een 850 and 3,500 
Gm. (about 2 and 8 lb.). However, hyaline mem¬ 
brane disease occurred in 20 (87%) of 23 cases of 
perinatal death in u’hich the infants had thymic 
eosinophilia; in contrast, among similar cases but 
witliout eosinophilia, hy’aline membrane disease 
occmxed in only 7 (25%) of 28 infants. These data 


suggest that the frequency of eosinophilia was 
significantly greater in infants with hyaline mem¬ 
brane formation tlian in those without it. 

The occurrence of eosinophilia in the thymic 
septums of infants with hyaline membrane disease 
could not be explained by either birth weight or 
duration of postnatal survival. Numerous eosino¬ 
phils were also found in the axillary lymph nodes 
in 4 of 8 cases of hyaline membrane disease. 
Further investigation is needed to elucidate the 
participation of various vascular homeostatic mech¬ 
anisms in the pathogenesis of this condition, such 
as adrenal steroids and proteins in the serum and 
lymphoreticuloendothelial system. Such an approach 
might yield information of therapeutic as well as 
academic value. 

Clinical Observation of Familial Phenylpyruvic 
Oligophrenia. L. Yasse. Acta paediat. belg. 13:86- 
102 (no. 2) 1959 (In French) [Brussels]. 

The author reports the familial occurrence of 
phenylketonuria (phenylpyruvic oligophrenia) in 
2 girls, aged 12 and 10 years, who were sisters, and 
in a 9-year-old girl, who was a second cousin of 
the 2 sisters. Three living siblings of the sisters 
were completely normal. The sisters both had 
ash-blond liair and showed the classic manifesta¬ 
tions of phenylketonuria, namely, a dry, rough, and 
scaly skin, jerky movements of tlie extremities, and 
a low-grade intelligence, their intelligence quo¬ 
tients being 40 and 70 respectively'. Botli these 
children excreted phenylpyruvic acid in the urine, 
and cliromatography' revealed excessive amounts 
of phenylaminopropionic acid (pheny'lalanine). 
The sisters’ cousin had 6 normal siblings; she too 
had ash-blond hair and a dry, rough, and scaly 
skin; her face was ine.xpressive; her lower extrem¬ 
ities w'ere cyanosed and cold and habitually held 
in flexion. Her mental defect was similar to that 
of the older of the 2 sisters, but repeated e.xani- 
ination of the urine did not reveal the presence of 
phenylpyruvic acid. The clinical aspect of this 
tliird patient thus was typical of phenylketonuria, 
but tlie biochemical aspect was not. Early place¬ 
ment of such patients with phenylketonuria on a 
pheny'lalanine-deficient diet is emphasized. 


UROLOGY 

Unilateral Renal Artery Disease with Hyperten¬ 
sion. J. J. Cordonnier. J. Urol. 82.T-9 (July) 1959 
[Baltimore]. 

Recent advances in vascular surgery have pro¬ 
duced increased interest in unilateral renal artery 
disease as an etiological factor in hypertension. 
During the past 2 years the author had occasion 
to follow 7 patients in whom the diagnosis of hy'per- 
tension secondary to unilateral renal artery' disease 
seemed authenticated, and in whom nephrec- 
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toniy produced a .salisfaclory clinical response. 
One of die cases prcsenled falls into the eategory 
of congenital narrowing of the renal artery; 2 pre¬ 
sented classical partial renal infarction; 1 was 
secondary to trauma; and the other 3 were sec¬ 
ondary to atherosclerosis. In order to produce 
hypertension, renal ischemia with relatively normal 
parenchyma is necessary. Intravenous pyelography 
is of dcfiuite value as a screening procedure in all 
cases of lu’pertcnsion, and the presence of decrease 
in size and/or function on one side may he sig¬ 
nificant. However, this finding alone is not sufficient 
basis for nephrectomy. 

Two cases demonstrated clearly the danger of 
depending on intravenous pyelography alone. In 
both cases the dye concentration, adequate on both 
sides, was, if anything, somewhat better on the 
affected side. In cases of this type, aortography is 
an absolute necessity prior to surgery. Furthermore, 
normal intravenous pyelograms do not rule out the 
possibility of unilateral vascular disease. The use 
of differential sodium studies and volume of urine 
excretion is of value as a screening procedure but 
must be substantiated by aortography. In patients 
with a fairly typical history of renal infarction, or 
in whom there is no excretion of dye on the affected 
side with normal retrograde filling of calj'ces and 
pelvis, aortography is not necessary to establish 
die diagnosis of unilateral arterial disease, and 
since aortography is not without a certain degree 
of hazard, die author does not use it under these 
circumstances. 

The author feels that unilateral renal vascular 
disease has not received sufficient attention from 
urologists in the past. The results in the cases pre¬ 
sented have certainly been gratifying and should 
stimulate a more eareful evaluation of all hyper¬ 
tensive patients. On the other hand, careful and 
thorough evaluation must be performed in each 
individual case, if unnecessary and unwise nephrec¬ 
tomy is to be avoided in some instances. 

Hypernephroma Associated with Polycythemia. 
J. H. De Weerd and A. B. Hagedorn. J. Urol. 82:29- 
36 (July) 1959 [Baltimore]. 

Anemia ranks high on the list of common clinical 
findings associated with hypernephroma. Hence it 
would appear somewhat incongruous to associate 
in a cause-effect manner the antithesis of anemia, 
polycythemia, with the same lesion. Personal ex¬ 
perience with 3 such cases prompted further 
search, and records of 7 well-documented cases 
were found in the Mayo Clinic files for the past 
10 years. The authors have found it difficult to 
identify the polycythemia in these patients as 
either polycythemia vera or secondary polycythe¬ 
mia. None of the patients had leukocytosis, throm¬ 
bocytosis, or splenomegaly on initial examination. 
The clinical response to nephrectomy appears to 
offer formidable supportive evidence to the diag¬ 


nosis of secondary polycythemia in 5 of the 6 pa¬ 
tients who survived operation. These 5 patients 
experienced remission of their polycythemia for 
periods ranging from 9 months to 5% years. Two 
of the 5 experienced apparent exacerbation when 
metastasis became clinically evident, and the 6th 
patient, whose polycythemia was less favorably 
affected, had pulmonary metastasis at the time of 
nephrectomy. 

The etiology of this form of secondary poly¬ 
cythemia remains a matter of conjecture. The size 
of several of the tumors in these patients is note¬ 
worthy, as is the fact that in 4 of the 7 patients 
special mention was made of huge dilatation of 
the veins, over and above the normally anticipated 
vascularity of renal adenocarcinomas. These facts 
seem to give credence to theories that rapid 
shunting of arterial blood to these dilated veins 
leads to increased erythropoietic activity. Jacobson 
and co-workers in 1957 postulated the role of the 
kidney in active erythropoiesis as that of either 
producer or activator of erythropoietin. Renal tu¬ 
mors, then, may produce an excess of these factors. 
One can postulate e.xacerbation of increased eryth¬ 
ropoiesis coincident with development of metastatic 
lesions after nephrectomy. 

Novobiocin-Sulfamethizole Combination in the 
Treatment of Genitourinary Infections. J. M. Costa 
and M. Stella. Hospital, Rio de Janeiro 55:79-83 
(June) 1959 (In Portuguese) [Rio de Janeiro]. 

The problem of primary or secondary genito¬ 
urinary infection, one of the most complex in 
urology, has .been further complicated by the de¬ 
velopment of bacterial forms resistant to antibiotic 
therapy. Among the new preparations aimed at 
solving this problem is the combination of novobio¬ 
cin and sulfamethizole, which the authors used in 
treating 82 patients, w'hose ages ranged from 5 to 
86 years. In 62 patients the genitourinary infection 
was primary; in 20 it was secondary, following a 
surgical interx'ention. In the nonsurgical patients 
the treatment was initiated as soon as the diagnosis 
was established; in those who had undergone 
surgery it was started on the 4tlr postoperative day. 
In all the cases, except one in which the patient 
was a child, the dose was 2 tablets a day, taken 
at a 6-hour interval. The child was given half a 
tablet Rvice a day, with a 6-hour interval, 
p In 75 (91.4%) of the 82 cases, the therapy with 
the novobiocin-sulfametliizole combination resulted 
in complete recovery, which was clinically and 
bacteriologically asserted witlrin 10 to 12 days; 
in a few cases the treatment lasted for 28 days. 
The most outstanding results were obtained in a 
group of patients who had undergone prostatec¬ 
tomy. In these cases the urine became clear within 
8 to 10 days, as compared with the 4 to 8 weeks 
usually required in such circumstances. Only 6 
patients failed to respond to the treatment, and a 
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7tli had a recurrence after a 2-week period of 
negativ'e cultures. Only 4 patients suffered side- 
effects—2 with gastrointestinal disorders and 2 with 
urticaria. It is the authors’ opinion that the results 
obtained with the novobiocin-sulfamethizole com¬ 
bination represent the best results they have had 
in the treatment of primary or secondary genito¬ 
urinary infection. 

Unilateral Thrombosis of Renal Veins: Cases with 
Violent Hematuria Treated with Nephrectomy. 
J. Nielsen, W. Permin and K. Schourup. Nord. med. 
61:849-852 (June 4) 1959 (In Danish) [Stockholm]. 

Renal vein tlmombosis, according to the litera¬ 
ture, occurs equally frequently in both sexes and 
is equally often bilateral and unilateral. There 
may be massive or microscopic hematuria and not 
infrequently transitory hematuria. The etiology 
is unknown. The prognosis, which according to the 
literature is unfavorable, can probably be improved 
by anticoagulation treatment introduced early. In 
case of unilateral disease, nephrectomy can be 
considered, to hinder the development of atrophic 
kidney. Two cases seen at a year’s interval in 
Bispebjerg Hospital were alike in symptoms and 
course. They occurred in apparently healthy wom¬ 
en, aged 23 and 39 years, respectively, the younger 
patient being 5 months pregnant. There were no 
other thromboembolic symptoms. The disorder was 
unilateral, and the main symptoms were pain and 
hematuria so marked tliat, in spite of 10 transfu¬ 
sions, nephrectomy was done on vital indication. 
Histologically, thromboses were found in many of 
the interlobular and arciform veins; there were 
myriads of erythrocytes in the convoluted tubuli. 
The patients have since been well. 

THERAPEUTICS 

Response to Stretch of Hypertonic Muscle Groups 
in Hemiplegia. J. B. Brennan. Brit. M, J. 1.T504- 
1507 (June 13) 1959 [London]. 

A chance observation provided the stimulus for 
the work presented. A man witii hemiplegia of one 
year’s duration was fitted with a splint to prevent 
contracture of his knee, which was held in 90 
degrees fle.xion by tonic spasm; the splint held his 
knee in full extension. Next seen a month later, 
the patient e.xplained that he had worn the splint c 
constantly. He had found it comfortable to wear, 
and it had enabled him to walk, so he had not 
risked its removal, fearing his spasm might return. 
On examination it was found tliat hypertonus in 
tlie hamstrings had been abolished and that vol- 
untar>' extension, previously absent, could be per¬ 
formed against resistance. Tonus in tlie quadriceps, 
originally mild, had become appreciable, but vol- 
untarj' flexion had not been much affected. The 


patient had had no other treatment during that 
month, and it seemed probable that this new dis- 
tribution of tonus in the flexors and e.xtensors of 
the knee was a result of stretching the former and 
shortening the latter constantly for a time. It was 
a most desirable change, since it enabled the man 
to walk. 

Fourteen hemiplegic patients were selected, and 
the response to stretch of 19 flexor muscle groups 
-18 in the upper limbs and 1 in the lower-was 
studied. The average duration of hemiplegia before 
beginning treatment was 18 months. The results 
obtained support the thesis that the tonic muscle 
spasm shown by certain flexor muscle groups in 
patients with residual hemiplegia can be abolished 
by submitting the muscles to a long period of 
stretch. This was effected by keeping the appro¬ 
priate joints, originally held flexed by spasm, ex¬ 
tended in splints. Each was constantly stretched 
for an average period of 3 months and for dimin¬ 
ishing daily periods during the succeeding 2 
months. Control was exercised by observing any 
spontaneous change in the neighboring unstretched 
groups in each patient. Hypertonus was abolished 
in all the treated flexor groups. Voluntary flexion 
was not impaired except in one case. The antagonist 
muscles achieved an increased power and range 
of movement in most cases. No lasting spontaneous 
change occurred in any of the control muscle 
groups. 

Ten patients in the series studied still survive. 
Of these, 6 have retained the above featoes in all 
9 stretched muscle groups and their antagonists 
during an average period of 58 weeks since stretch 
was stopped. Six muscle groups in 4 patients have 
reverted to their original state in a similar time. 
The factors wdiich may be responsible for tliis 
variable response are suggested. 

Arteritis Caused by Hypersensitivit}’ to Methyl- 
thiouracil. F. Hogewind, H. N. Hadders and L. 
Meyler. Nederl. tijdschr. geneesk. 103:1009-1012 
(May 9) 1959 (In Dutch) [Amsterdam]. 

After citing several .literature reports on the 
development of arteritis during or after the use 
of thiouracil derivatives, the authors present the 
case of a 33-year-old man with toxic diffuse goiter 
(Basedow’s disease), who during 3 u'eeks in the 
hospital was given daily 200 mg. of methylthioura- 
cil. This had the effect that the basal metabolic 
rate decreased from -|-54 to -|-14. After the pa¬ 
tient’s discharge treatment was continued, at first 
witli daily doses of 100 mg. and later of 50 mg- 
methyltliiouracil. With this maintenance therapy 
the patient remained in fairly good condition, ex¬ 
cept tliat occasionally blood tests revealed eosino- 
philia. 
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After tlie mcthyUl\iouracil therapy had been 
continued for 2% yc.ars, the patient was hospitalized 
again, complaining of sore throat, pains in knees 
and elbows, chest pain on the left side, and occa¬ 
sional vomiting. Bccansc of joint pains he had 
recently also taken a salicylate. He appeared ill, 
with fever and symptoms of pericarditis with effu¬ 
sion. He had plcnri.sy on the left side, and later 
also on the right. Sex'cral joints were painful and 
swollen. There was proteinuria and increased 
blood pressure. These symptoms gradually dis¬ 
appeared when the patient was given corticotropin 
(ACTH), with continuation of tlic mcthylthioura- 
cil thcr.apy. Reduction in the ACTH dosage, how- 
e\’er, was followed by a relapse, after u'hieh the 
methylthiouracil medication was discontinued. 
After 5 weeks’ tTcatment with prednisone and 
ACTH, the man was discharged. The authors be¬ 
lieve that the inflammation of the small arteries 
which developed in this patient was a result of the 
treatment with methylthiouracil. Signs of poly¬ 
serositis often accompany this condition. 

Side-Effects of Tetracycline Alone and of Tetra- 
cj’cline with Nystatin. R. Larkin. Lancet 1:1228- 
1229 Gune 13) 1959 [London]. 

Tetracycline probably remains the most depend¬ 
able drug for the treatment of the acute “flare-up" 
of chronic, nonspecific respiratory infections; but 
distressing side-effects are fairly common. Childs, 
in 1956, found that nystatin inhibited the increased 
growtli of Candida albicans observed in the feces 
of patients treated with tetracycline, but there is 
disagreement about the ability of nystatin to 
modify the incidence of gastrointestinal and other 
side-effects caused by tetracycline. In the study 
presented, a total of 98 adult patients, mainly with 
acute or chronic respiratory infections, were placed 
at random in 2 groups. Those in one group (55 
patients) were treated with 250 mg. of tetracycline 
hydrochloride 4 times daily, and those in the other 
group (43 patients) with 250 mg. of tetracycline 
h)’drochloride and 250,000 units of nystatin 4 times 
daily. Clinical side-effects were recorded in terms 
of gastrointestinal discomfort, diarrhea, and ano¬ 
genital pruritus. In the latter part of the trial rectal 
and throat swabs were taken on the 5th day of 
treatment and examined for the presence of C. 
albicans and other yeasts. 

Gastrointestinal disturbances were noted in 37 
of the 55 patients on tetracycline alone, and in 
4 of the 43 on tetracycline plus nystatin. Diarrhea 
developed in 9 of the former group but in none 
of the latter group. On the 5th day of treatment 
rectal swabs positive for yeasts were obtained 
from 11 out of 19 tetracycline-treated patients and 
from 2 out of 18 given the tetracycline-nystatin 
combination. Oral thrush developed in 3 of the 
19 patients given tetracycline alone but in none 
of the 18 who received nystatin in addition. Since 


nystatin is antifungal and has little effect on bac¬ 
teria, viruses, and various animal cells, it seems 
reasonable to assume that suppression of fungi is 
responsible for the reduction in side-effects. This 
assumption is supported by the frequent isolation 
of C. albicans and other ye.asts from rectal and 
throat swabs taken from patients who complained 
of gastrointestinal disturbances. The simultaneous 
administration of nystatin with tetracycline inhibits 
the overgrowth of fungi in the intestines and has 
a similar, although less pronounced, effect on yeasts 
in the throat. In addition to affording protection 
against the direct invasion of tissue by C. albicans 
leading to clinical moniliasis, nystatin apparently 
can reduce gastrointestinal disturbances substan¬ 
tially during the oral use of tetracycline hydro¬ 
chloride, which disturbances may be fungal 
hypersensitivity reaetions. 

Oral Tartar Emetic Treatment of Schistosomiasis 
Japonica. Y. C. Mao, S. C. Sheng, C. K. Tu and 
others. Chinese M. J. 78:532-541 (June) 1959 (In 
English) [Peking], 

The clinical results obtained with the oral ad¬ 
ministration of a tartar emetic compound to 556 
patients with schistosomiasis are reported. These 
patients, selected from more tlian 3,000 treated 
by the autliors, were at different stages of chronic 
schistosomiasis; all had positive findings of cercariae 
in the stools. There were 512 males and 44 females 
in the series; the ages ranged from 5 to 66 years, 
with the great majority in the young adult cate¬ 
gory. Most of the patients (485) were treated at 
2 hospitals and a clinic in Chinua; 20 were treated 
at home or at tlieir- place of work; and 51 were 
treated at the Chinua Agricultural School udtliout 
interruption of attendance. 

The tartar emetic compound used for treatment 
contained equal parts of tartar emetic and sodium 
bitartrate in enteric-coated capsules or tablets of 
10 and 50 mg. For adults the initial dose was 30 mg. 
taken in 3 tablets or capsules a day. Vde dose was 
increased to 60 mg. on the second day, to 150 mg. 
on the third, and to 300-450 mg. from the fourtli 
day on, until the patient had received a total dosage 
of 100 to 120 mg. per kilogram of body weight. 
The shortest duration of the treatment was 10 days, 
in children; the longest was 22 days; in most cases 
it was 17 days. The therapeutic effects were evalu¬ 
ated by the results of stool examination and the 
improvement in tire clinical condition. Of 357 
patients for whom stool examination was per¬ 
formed, 285 had negative findings at the end of 
the treatment. The clinical improvement consisted 
mainly in reduction in size of the liver and spleen, 
decrease or disappearance of ascites, disappearance 
of dysentery symptoms, and increase in working 
capacity and appetite, with a general feeling of 
well-being. 



292/1620 


MEDICAL LITEBATURE ABSTRACTS 


J.A.M.A., Nov. 14, 1939 


The immediate over-all effect of the tartar 
emetic treatment was evaluated in 90%, and the 
remote effect in 60%, of the patients. The untoward 
reactions observed were mainly gastrointestinal 
disorders, which disappeared rapidly with inter¬ 
ruption of the therapy or a reduction in the 
dosage. In 98% of the cases the patients tolerated 
the reactions and were able to complete the treat¬ 
ment. The number and severity of the reactions 
decreased when a satisfactory coating was ob¬ 
tained for both the capsules and the tablets. The 
authors point out the advantageous features of the 
oral administration of a tartar emetic compound; 
it is a comparatively safe, simple, and inexpensive 
method of treating schistosomiasis, which can be 
carried out at the patient’s home or place of work. 

Research on the Diuretic and Salt Diuresis Pro¬ 
moting Activity of Hydrochlorothiazide: Prelim¬ 
inary Clinical Study. G. Casirola and D. Meduri. 
Minerva med. 50:1608-1613 (May 26) 1959 (In 
Italian) [Turin, Italy]. 

The authors report on the effect of hydi-ochlo- 
rothiazide on 45 patients, 30 to 82 years of age, 
who suffered from disturbances of water and salt 
metabolism. Eleven patients presented hepatic 
cirrhosis, with ascites; 25, cardiac insufficiency, 
with edema; 4, edematous nephrosis; and 5, neo¬ 
plasms, with edema or ascites. Hydrochlorothiazide 
was given to each patient in the morning and again 
after 12 hours. Three patients with cirrhosis re¬ 
ceived 50 mg. of tlie drug per day for 19 days, 4 
received 75 mg. per day, 3 received 100 mg. per 
day, and 1 received more tlian 150 mg. per day. 
An increase in the daily volume of urine, in some 
cases of more than 3,000 cc. per day, was observed 
in 9 of these patients. The drug had no effect on 
2 patients, but these patients also had derived no 
benefit from chlorothiazide. With the exception 
of 2 patients who had taken a daily dose of 100 mg. 
and who suffered from diarrhea on the third and 
fourtli days of treatment, the drug was well tol¬ 
erated. Best results were obtained in patients who 
received a daily dose of from 50 to 75 mg. per 
day. Ascites was checked within 40 days in 4 pa¬ 
tients. 

A 75-mg.-per-day dose was the optimal daily 
dose for promoting salt diuresis; it gave results 
far superior to those obtained M'ith a dose of 1,500 
mg. of chlorothiazide per day. Good results were 
obtained also in the cardiac patients; 5 of tliese 
patients, however, did not respond to treatment 
wath eitlier hydrochlorothiazide or chlorothiazide. 
The optima] doses among the other 2 groups ranged 
from 25 to 75 mg. per day. Satisfactorj' results were 
obtained in the s>Tnptomatic treatment of edema 
in patients witli neoplasms. The results in patients 
witli nephrosis were proportional to the extent of 
invob'ement of tlie parenchjana of the kidney. 


The authors point out that hydrochlorothiazide 
is absorbed rapidly from the intestine, is nontoxic, 
causes no side-effects, favors the elective elimina¬ 
tion of the sodium ion and the chloride ion, and 
has no effect on the elimination of potassium. It 
has its best effect with a dose 30 times smaller than 
the dose needed with other diuretics. It can be 
given to patients who are being treated with sub¬ 
stances that increase the elimination of potassium, 
and has a hypotensive effect in patients with hyper¬ 
tension. 

RADIOLOGY 

Suprasternal Thoracic Aortography: Suprasternal 
Transthoracic Needle Puncture Opacification of the 
Thoracic Aorta. J. S. Lehman, W. M. Lemmon, 
R. A. Boyer and E. A. Fitch. Radiology 73:18-36 
(July) 1959 [Syracuse, N. Y.]. 

The authors report on 92 patients, between the 
ages of 14 and 60 years, and a 3-year-oId child, in 
whom 110 attempts at opacification of the thoracic 
aorta were made by a transthoracic needle punc¬ 
ture in which a suprasternal approach was used. 
A 17-gauge, thin-wall needle of 7-in. length was 
employed. The needle was connected by a 14-in. 
length of special high-burst strength, but reason¬ 
ably flexible, plastic tubing to a special large-bore 
3-way stopcock. From the stopcock the system was 
connected by a 40-in. length of plastic tubing to 
a pressure injection apparatus and also to a capaci¬ 
tance-type electromanometer and direct writing 
polyoscillograph. Pressure tracing and electrocar¬ 
diographic monitoring were recorded simultane¬ 
ously. Diatrizoate sodium in either 85 or 907c 
concentrations was used as contrast medium. The 
radiopaque medium was injected in 84 of the 110 
attempted examinations, 68 of which were per¬ 
formed for demonstration of the presence and/or 
degree of aortic valvular insufficiency, 38 for the 
primary purpose of determining the status of the 
coronary arterial system, and the remaining 4 for 
evaluation of suspected patent ductus arteriosus. 
Of the 84 examinations in which injection was 
made, aortic opacification resulted in 78; of the 
latter, satisfactory needle penetration was accom¬ 
plished with one needle pass in 46, 2 needle passes 
in 14, 3 passes in 9, 4 passes in 8, and 5 passes in 1. 
Important complications, including moderate to 
severe shock, occurred in 7 patients. 

The ultimate place and value of this procedure 
of suprasternal thoracic aortography are yet to 
be determined. The procedure is to be considered 
another method of direct delivery of a radiopaque 
medium to the ascending aorta and, as such, can 
effect excellent opacification of the thoracic aorta 
and its branches. The direct demonstration of 
regurgitant reflux from the aorta into the left 
x'entricle can be achieved, and such demonstration 
under the conditions of the procedure, as employed 
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by tbe aiiOiors, is, as they inlcrpvcl it, evidence of 
dynamic aortic valvular insulTicicncy. Some esti¬ 
mation or quantitation of aortie insulficicncy is 
also possible by the procedure. By its application 
to coronary artery opacification, rather satisfactory 
demonstration of the coronary system can, on occa¬ 
sion, be obtained. Tbe procedure is not without 
rciil hazard. The potential dangers of needle 
trauma—tear of the aortic wall or other mediastinal 
vascular structures, intramcdiastinal or inlraperi- 
cardial hemorrhage, laceration of a coronary artery 
or aortic valve cusp, aortic intramural or para¬ 
aortic injection of radiopaque medium, and 
pneumothorax—must be considered. Considering 
the small size of the aorta in infants and children, 
it appears at present that the procedure presents 
too much risk, and its accomplishment is too diffi¬ 
cult, to adapt it to such patients. 

Emphasis should be placed on tbe following 
factors to obviate possible complications; (1) careful 
study of preliminary chest roentgenograms to de¬ 
termine as accurately as possible the direction of 
needle insertion and the maximal permissible dis¬ 
tance of tbe needle advancement; (2) scrupulous 
attention to the pressure wave recordings, and 
withholding of tbe radiopaque injection if there 
is any suggestion of pressure wave “damping”; 
(3) avoidance of any voluntary or involuntary move¬ 
ment of the patient, especially the liead and neck, 
during or after intramcdiastinal insertion of the 
needle; (4) strict attention to the prevention of any 
further movement of the needle other than that 
transmitted by the aortic pulsations, once tlie 
needle has been satisfactorily positioned; (5) con¬ 
servatism regarding repeated needle passes; no 
more than 4 needle passes should be permitted to 
obtain satisfactory' intra-aortic positioning of the 
needle; and (6) discontinuance of the procedure 
at the earliest sign of any aberration in patient 
reaction, persistent electrocardiographic changes, 
or technical difficulties. 

Percutaneous Implantation of Radiogold into the 
Hypophysis in Patients with Metastasizing Mam¬ 
mary or Prostatic Carcinoma. E. Frey and U. 
Cocchi. Schweiz, med. Wchnschr. 89:652-656 (June 
20) 1959 (In German) [Basel, Switzerland]. 

The severe pains caused by skeletal metastases 
in patients with mammary or prostatic cancer pre¬ 
sent a difficult therapeutic problem, because pa¬ 
tients may become addicted to analgesics. Since 
there have been reports that these pains respond 
to hypophysial implantation with radioisotopes, tire 
authors used Bauer’s radiogold (Au'”®) metlrod. 
Puncture of the sella turcica is done by tire per¬ 
cutaneous, paranasal, transethmoidal, transsphe¬ 
noidal route. The technique is comparatively simple 
and is tolerated even by patients in a very reduced 
condition. The hollow needle employed has a 
pointed mandrin for advancing it, and 3 blunt 


mandrins of different lengths for the introduction 
of the radiogold seeds, each of which contains 
10 me. of Au’"”, Except for one woman, with an 
especially small sella turcica, in whom 3 seeds 
(30 me.) were implanted, 4 radiogold seeds were 
implanted in the 8 patients of the series. These 
included 7 women xvith metastatic mammary car¬ 
cinoma and 1 man with metastatic carcinoma of 
the jjrostatc. No deaths resulted from tire treatment, 
and all the patients experienced pain reduction, 
2 being practically freed from pain. Whereas the 
progression of the osseous metastases was arrested, 
the metastases in the liver and lung seemed not 
to be influenced. Clinical and histological obser¬ 
vations indicated that it is impossible to destroy 
the entire hypophysis by central implantation of 
4 radiogold seeds. 

Value of Radiologic Signs in the Malabsorption 
Syndrome: Changes Following Treatment. I. Lar- 
rechea, M. M. Mejilla, A. Schapira and V. d’Alotto. 
Prensa med. argent. 46:178-185 (Jan. 16) 1959 (In 
Spanish) [Buenos Aires]. 

One of the most important problems in the radio- 
logic diagnosis of sprue is the interpretation of 
the variety of signs which are mere manifestations 
of functional disorders. The authors studied the 
diagnostic and tlie prognostic value of radiologic 
Endings in 11 cases of primary malabsorption syn¬ 
drome and compared the radiograms taken before 
and after treatment and during periods of remis¬ 
sion. There were 5 males and 6 females in the 
series, with ages ranging from 10 to 53 years. All 
the patients had been given a diagnosis of mal¬ 
absorption syndrome, established by clinical and 
laboratory findings. Each patient had had radio¬ 
grams of the small intestines taken in ventral 
decubitus every hour during a S-hoin- period. The 
pictures showed dilatation of the intestinal folds 
in 6 patients, segmentation in 9, hypersecretion in 
11, thickening of the plicae in 10, moulage in 6, 
and alterations in motility in 6. Comparing tlie 
clinical and radiologic pictures of each patient, it 
was found that the characteristic most closely re¬ 
lated to seriousness of the disease was dilatation. 
It was also found tliat in the 6 cases in which 
dilatation of the intestinal folds was present it was 
associated with other intestinal abnormalities. 

In 9 patients treated witli prednisone, folic acid 
and vitamins, it was possible to take post-therapy 
radiograms and observe if there had been any 
changes in tbe intestinal picture. Only one patient 
who had been discharged after complete clinical 
recovery, had a normal radiogram. The authors 
conclude; 1. The presence of radiologic signs of 
dilatation of the intestinal folds indicates a severe' 
form of the malabsorption syndrome. 2. The asso¬ 
ciation of this dilatation with other radiologic signs 
of intestinal abnormality constitutes a criterion for 
diagnosis of the disease. 
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BOOK REVIEWS 


Antibiotics: Their Cheniistr)’ and Non-Mcdical Uses. Edited 
by Herbert S. Goldberg, Pb.D. Contributors: Herbert S. 
Goldberg and otliers. Cloth. S15. Pp. 608, with illustrations. 
D. Van Nostrand Company, Inc., 120 Ale.xander St., Prince¬ 
ton, N. J.; 257 Fourth Ave., New York 10; D. Van Nostrand 
Company, Ltd., 358 Kensington High St,, London, W. 14, 
England; 25 Hollinger Rd., Toronto 16, Canada, 1959. 

The title of this book might be misleading to 
those not having had an opportunity to review it. 
Actualh', anyone interested in antibiotics, whether 
their field is medical or nonmedical, should find it 
an excellent reference source. The first two chap¬ 
ters cover basic material on antibiotics, including 
antibacterial effects, mode of action, and chemistry. 
The next four chapters cover the use of these drugs 
in nutrition, in plant disease control, food presers^a- 
tion, and their use in the isolation of pure cultures. 
The final chapter discusses in detail the public 
health significance of the nonmedical uses of anti¬ 
biotics. The organization of the book is good, and 
tlie clinician readily will note from the last chapter 
that the nonmedical uses of antibiotics really be¬ 
come medical problems, since such uses may result 
in antibiotic residues in foods, including meats, 
milk, fruits, and vegetables, that are consumed by 
man. Ingestion of antibiotic residues may cause 
allergic reactions, superinfection, or the develop¬ 
ment of resistant micro-organisms. The book con¬ 
tains several thousand references, most of them 
abstracted in the text. It is well written, makes good 
reading, and should be of great value as a reference 
volume for tlie interested clinician. 

The Truth About Y'our Eyes. By Derrick Vail, M.D. Sec¬ 
ond edition. Cloth, $3,50. Pp. 180, with 6 illustrations. 
Farrar, Straus & Cudahy, Inc., 101 Fifth Ave. New York 3, 
1959. 

MTitten for the layman, this revised edition pre¬ 
sents in simple, concise language the most interest¬ 
ing and important information about eyes desired 
b}' patients. Among the abnormalities discussed 
are cataract, glaucoma, muscular anomalies, refrac¬ 
tive errors, injuries, and infections. The funda¬ 
mentals of ocular development, anatomy, physi¬ 
ology', and hygiene are briefly presented. The 
objective discussion of current controversial subjects 
such as contact lenses, cycloplegics, ocular exer¬ 
cises, eye glasses, eye strain, and vitamins is espe¬ 
cially good. This book can be read with profit by 
ophthalmologists and odier physicians because it 
facilitates clear, authoritative answers to many pa¬ 
tients’ inquiries and is an aid in preparing educa- 

These book re\'»e\\‘S have been prepared by competent aufhonties 
but do not represent the opinions of any medical or other organization 
unless spedBcally so staled. 


tional talks to laymen. Intelligent laymen who have 
read tliis book agree that it is interesting and in¬ 
formative. One suggested that several of the more 
technical discussions, including that on cranial 
nerves, should be condensed. 

In the ne.xt edirion, greater emphasis should be 
placed on the aggravating effect of emotional ex¬ 
cesses and nervous tension on numerous functional 
and structural eye diseases including many glau¬ 
comas, allergic manifestations, and vascular reti- 
nopadiies. The popular misconception that all of 
every' patient’s ocular symptoms are due to a single 
and all-inclusive cause and that its removal will 
promptly result in complete recovery should, if pos¬ 
sible, also be corrected. Following the present trend 
that mass education is an important step in the pre¬ 
vention and treatment of disease, the author’s broad 
e.xperience has made possible this practical con¬ 
tribution which is of interest especially to eye 
patients and ophthalmologists. 

Recreation in Total Rehabilitation. By Josephine L. Rath- 
bone, Pb.D., Associate Professor, Department of He.alth 
Education, Physical Education and Recreation, Teachers 
College, Columbia University, New York, and Carol Lucas, 
Ed.D. Cloth. $9.50. Pp. 398. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, 111; Blackwell Scien¬ 
tific Publications, Ltd., 24-25 Broad St., O.vford, England; 
Ryerson Press, 299 Queen St., W., Toronto 2B, Canada, 
1959. 

The authors of this volume feel that whetlier 
recreation is considered a type of therapy or whole¬ 
some activity is beside the point as long as it con¬ 
tributes to the welfare and recovery of the patient. 
The general mission of the book is to explore tlie 
recreational e.xperiences that can be helpful to a 
patient and the kind of skills needed by the recrea¬ 
tion leader who provides them. Rehabilitation to¬ 
day is a team affair in which tlie team may range 
from only a physician and a member of the pa¬ 
tient’s family', to a physician, nurse, therapists, and 
others. Whatever the size and kind of the team, 
the phy'sician is captain or quarterback. He calls 
the play's and directs the team—“evaluates the pa¬ 
tient, prescribes activities, and coordinates and 
integrates the various parts of tlie program, as it 
applies to each patient.” 

The physician evaluates and prescribes for the 
patient on three bases—physiological, kinesiological, 
and psy'chological—and each member of the re¬ 
habilitation team, including the recreation leader, 
must understand the patient’s assets and liabilities 
in these areas. Othenrise he may do physiological, 
kinesiological, or psychological harm to the patient 
in carry'ing out the prescription. This requires that 
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tlie leader have appropriate medical orientation as 
well as proper recreational preparation for his role. 
The exact nature of the necessary medical orienta¬ 
tion has not been defined, but there is general 
agreement that it should be at the graduate level 
and in a school afiiliatcd with a medical college or 
at least a teaching hospital. 

The hook goes on to outline problems found in 
institutions serving the ill and bundicapped and to 
describe some of tbe medical indications for recrea¬ 
tional actis’itics and how such experiences may help 
tlie patient. The rest of the volume is devoted to 
recreational activities and their adaptation and pro¬ 
graming for the ill and handicapped. This goes 
far beyond games and sports to include music, tbe 
graphic and plastic arts, crafts, hobbies with special 
emphasis on collections and nature lore, literature 
and the theatre, writing and acting, dancing, and 
special events. This volume should have its greatest 
value as a guide for recreation leaders preparing 
themselves in rehabilitation and undergoing orien¬ 
tation in the medical setting. Such persons should 
find much of the text familiar in terms of recreation 
principles and practices but also much that is new 
and helpful in their suggested application for the 
ill and handicapped. To some extent the opposite 
is true; those on the rehabilitation team whose 
orientation is therapeutic may here find a new in¬ 
terpretation of recreation. 

Diabetic Manual for the Patient. By Elliott P. Joslin, M.D., 
Sc.D. Tenth edition. Clotli. $3.75. Pp. 304, with 41 illustr.i- 
tions. Lea & Febiger, Washington Sq., Phil.adelphia 6, 1959. 

Now in its 10th edition, this is the oldest and 
best knowm of the many popular manuals for tlie 
guidance of diabetic patients and their families. 
The first edition appeared in 1918, so this manual 
has been frequently and continuously revised for 
more than 40 years. Its author has observed and 
treated diabetic patients for more than 60 years. 
As with all otlier forms of teaching by this well- 
knowTi group of physicians, the underlying theme 
of the manual is firm insistence on prevention of 
abnormal h^qierglycemia and glycosuria by means 
of quantitative diet, insulin (or in certain cases 
orally given hypoglycemic compounds), and e.\er- 
cise. The author favors insulin over orally given 
agents and restricts the use of the latter to tolbuta¬ 
mide, but approves of the use of several other 
orally given compounds by members of the staff. 
Tlie prevention and management of common com¬ 
plications are stressed, and various psychological, 
habitual, and even economic attitudes are recom¬ 
mended. 

The style of the book is simple and direct. Its 
author’s gentle, inspiring, interested, and interest¬ 
ing personality are mirrored in every page and il¬ 
lustration.- Answers to almost every question any 
diabetic could ask are given in detail, even to the 
extent of some repetition. Because of the experi¬ 


ence, wisdom, and missionary sjiirit rellected by this 
manual it can be recommended for all diabetic pa¬ 
tients and families, old and new, above all others 
in the field. 

Conquering Your Allergy. By Boen Swinny, M.D. Cloth. 
$3.95. Pp. 221. Fleet Publishing Corp., 70 E. 45th St., New 
York 17, 1959. 

While this book for the layman lias some factual 
material of value to tlie allergic person, this basic 
information is lost in a maze of unorthodox beliefs, 
inaccuracies, unnecessarily lengthy anecdotes, and 
recurring boasts. Among tbe misconceptions are 
the inclusion among allergic manifestations of 
Morton’s syndrome, Meniere’s disease, and “emo¬ 
tional reaction to rainy days, rock n’ roll music, or 
a visit from your mother-in-law,’’ while making no 
mention of the allergic aspects of blood diseases 
(thrombocytopenia and acquired hemolytic anemia) 
or other possibilities of autosensitization. One must 
disagree with tbe author’s belief that allergic shock 
from an injection of almost any medication can be 
forecast by a prior skin test, that no one but a 
dermatologist or roentgenologist should use x-rays, 
that the case fatality rate from anaphylactic shock 
caused by penicillin is as high as be implies (from 
his statement one can compute that tliere would be 
about 500,000 such deaths in the United States), 
that lay people should be furnished with a com¬ 
plete list of drugs and details of their use, that an 
author should discuss fees, or that the size and 
efficiency of his professional staff should be extolled. 
Since there are several more informative and more 
accurate books on allergy available to the public, 
there appears to be no need for this particular book. 

S>TiDpsis of Ophthalmology. By William H. Havener, B.A., 
M.D., M.S. (Ophth.), Professor and Chainnan, Department 
of Ophthalmology, Ohio State University, Columbus. Cloth. 
$6.75. Pp. 288, %vith 189 Illustrations. C. V. Mosby Com¬ 
pany, 3207 Washington Blvd., St. Louis 3; Henry Kimpton 
134 Great Portland St., London, W. 1, England, 1959. 

As more knowledge is gained in the various 
medical and surgical specialties, it becomes more 
difficult for anyone not engaged in any particular 
specialty to keep abreast of the advances in tlie 
latter. Any effort to spread knowledge in terms 
which will be useful, particularly to the general 
practitioner, is worthwhile. Such is the attempt 
made by the author of this volume. Much valuable 
information is contained in this small book, and 
many but not all of the illustrations are good and 
informative. The author has expanded the booh to 
somediing more than a synopsis, Jiowever, by go¬ 
ing into great detail on some subjects. Thus it is 
something more than a condensed statement and 
something less than a textbook. This diminishes its 
value as a ready reference to a nonophthalmologist 
who might be trying to track down the meaning of 
a particular sign or symptom. 
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QUESTIONS AND ANSWERS 

-O- 


SEQUELAE OF HYPERTENSION 
To THE Editoh:—I s there general agreement that a 
person with benign arterial hypertension is more 
likely to suffer a heart attack or stroke than a per¬ 
son with normal blood pressure? Is there a reliable 
statistical study which shows that the risk of heart 
attacks and strokes in hypertensive persons is re¬ 
duced by treatment of hypertension with drugs or 
by any other method? What is accomplished in 
the treatment of benign arterial hypertension 
other than a reduction in the arterial pressure as 
measured by the sphygmomanometer? I have 
never been able to correlate very well the alleged 
symptoms of hypertension-headache, dizziness, 
weakness, and palpitation—with the height of the 
blood pressure. 

J. H. Rogers, M.D., Gadsden, Ala. 

ANS^VEH.—There does not appear to be any proof 
that the risk of heart attacks and strokes in hyper¬ 
tensive persons is reduced by the treatment of 
hypertension. Such evidence would be entirely 
negative in character because we are dealing witli 
a group in which a high incidence of vascular acci¬ 
dents is well documented. It is weU established 
that the incidence of sclerosis of the small and me¬ 
dium sized vessels is increased over a normotensive 
group, and it seems logical to assume that we 
might be preventing such damage by reducing 
blood pressures. This is what one would e.\-pect 
from the treatment of benign hypertension. 

Little can be expected from tlie treatment of the 
extremely mild or intermittent hj'pertensive disease. 
Persons who consistently have a diastolic pressure 
of 100 mg. Hg or above are in danger of having 
premature vascular accidents. It is very difBcult to 
correlate tlie s\Tnptoms of hypertension \vith head¬ 
ache, dizziness, weakness, and palpitation. The 
most prominent s^anptom seems to be e.xtreme 
fatigue. 

CASTOR OIL AND SKIN CANCER 
To THE Editor:—H as any research been done con¬ 
cerning the effect of castor oil or its main com¬ 
ponent, ricinoleic acid, on squamous cell cancer? 

M.D., Georgia. 

Ansx\'er.— There apparently has been no investi¬ 
gation of tlie effects of castor oil or similar drugs 
on carcinoma of tlie skin. The irritative properti' 

Tbft aJiswers here published have been prepared by competent au* 
thorities. The>' do not, however, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony¬ 
mous commtmications cannot be answered. Everj’ letter mmt contain 
the vpriter’s name and address, but these will be omitted on request. 


of castor oil, when locally applied to the skin, is a 
knowm characteristic of this drug. It is necessary 
to point out the possible fallacy in the assumption 
that, because the cancer disappeared after a top¬ 
ical application, this effect can be attributed to tlie 
drug. The oncology^ of cutaneous cancer would 
further indicate that this could be an erroneous 
assumption. There is a so-called morphea type of 
basal carcinoma, a sclerosing form of cancer, which 
seemingly resolves centrally, only to advance 
actively peripherally, thus giving the appearance 
of being healed. There have also been a number 
of reported instances in which the spontaneous in¬ 
volution of epithelial carcinoma occurred \vithin a 
short interval of time. 

BENZENE HYDROCHLORIDE AND 
APLASTIC ANEMIA 

To THE Editor;—A 16-year-old boy, previously in 
good health, has been found during the past 
three months to have aplastic anemia. Careful 
questioning about contact with possible bone 
marrow depressants reveals that his mother oc¬ 
casionally sprays chlordane about the house'and 
that about two years ago 700 to 800 gal. of a 
solution containing benzene hexachloride was put 
into the soil beneath the concrete blocks on 
which the house is built. A definite odor of insecti¬ 
cide still emanates from the bathroom floor about 
the pipes. The concrete slab does not cover these 
pipes in accordanee with FHA requirements. 
Could the benzene hexachloride in the soil be re¬ 
sponsible for this boy's aplastic anemia? How can 
one determine if it is safe for others to occupy this 
house? Please suggest a way to eliminate possible 
dangers. 

Henry M. Gewin, M.D., Mobile, Ala. 

Answer.— A dogmatic answer to die question can¬ 
not be made at present. Exposure to benzene hexa¬ 
chloride used in vaporizers has been reported to 
cause angioneurotic edema, skin sensitmty, urti¬ 
caria, irritation to the eyes and upper respirator)' 
tract, and anemia (report to the Council on Phar¬ 
macy and Chemistry', J. A. M. A. 152:1232-1234 [July 
25] 1953). In many instances, a direct causal rela¬ 
tionship has not been established. In that report, 
cognizance was taken of tiie claim that benzene 
he.xacIiloride may cause depression of the bone 
marrow, but the evidence was not regarded as con¬ 
clusive. More recently, a critical review of die causes 
of acquired aplastic anemia cited tliree patients 
who developed the disease after e.xposure; there 
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was additional contact with clilovdanc, benzene, 
•and/or cbloropbcnotbanc (DDT) in each instance 
(Scott and others, Mcdidiw 38:119, 1959). 

About all one can say witli certainty, therefore, is 
that benzene hexachloricle (and chlordane) may 
possibly be responsible for a rare case of aplastic 
anemia. Even if this be true, there probably is 
marked variability in the susceptibility of different 
persons to the toxic effect. Since no method of de¬ 
tecting susceptibility currently exists, the safest 
procedure would be to seal the openings around the 
pipes. The engineering problems involved in such a 
seal are unknown to this consultant. Under the 
existing conditions, the concentration of benzene 
hexacbloridc must be much smaller than when 
tlie material is distributed from a x'aporizer. To 
what extent the repetition of exposure would com¬ 
pare to the lesser concentration is, of course, another 
unknowm. 

SEROLOGIC E\'ALUATION 
To THE Emron:—A patient recently had a Wasser- 
mann test with results reported as weakly posi¬ 
tive. He had had primary syphilis 30 years earlier 
and was treated with arsphenamine (and prob¬ 
ably mercurials), after which he was informed his 
blood test result was negative. He later married 
and had one child, a daughter who has had 
no signs of the disease. His physical examination 
indicates no evidence of complications. Docs he 
require treatment now or in the future? What 
form of treatment would be indicated? 

Edwin P. Bickler, M.D., Milwaukee. 

Answer.— Serologic tests performed 30 years ago 
were not as sensitive as tliey are today. A weakly 
positive serologic reaction which is unaccompanied 
by signs or symptoms of syphilis is not uncommon, 
and therefore no treatment is indicated. Serologic 
tests and physical examination should be made at 
proper intervals. A reactivation of the disease in 
this patient is not likely. 

VITAMINS AND DANDRUFF 
To the EnrroB:—One of my patients has been told 
by a non-M.D. skin sjwcialist to take vitamins for 
his dandruff. 1 do not wish to be unfair to my 
patients nor to have them continue taking some¬ 
thing which, to my knowledge, will not help. 
Please comment. 

Martin Karr, M.D., San Mateo, Calif. 

Answer.— There is no vitamin used topically or 
systemicaUy which dependably clears dandruff. A 
number of scaly and seborrhea-like syndromes in 
laboratory animals have been described after in¬ 
duced deficiencies of various vitamin and nu¬ 
tritional factors, but such changes have not been 
consistently reproduced in humans. Riboflavin de¬ 


ficiency may produce certain seborrheic eczema- 
like changes, seen often at the nasolabial folds. 
In an American such skin changes rarely respond to 
the administration of riboflavin alone. The topical 
use of pyridoxine is reported to be helpful for 
seborrhea and seborrheie eczema, but this con¬ 
sultant was not able to corroborate these reports. 
Money spent on vitamins to clear dandruff would 
be better spent on good food and one of the several 
modern shampoo remedies for dandruff. 

CARPAL TUNNEL SYNDROME 
To THE Emron:—What is the relationship of the 
carpal tunnel syndrome to systemic diseases? 
What arc the diseases involved? Is there any 
reported association of collagen diseases with this 
syndrome in the pediatric age group? 

Milton Jabush, M.D., Lakewood, N. J. 

Answer.— References to carpal tunnel syndrome 
are not common in orthopedic literature. They 
usually deal witli the motor and sensory dysfunction 
associated witli compression of the median nerx'e, 
which prei'ails in adults, and children are not men¬ 
tioned. In more than 60 cases the following points 
are of interest in relation to these questions: Tlie 
youngest patient was 29 years of age; the etiology 
was related to trauma (injury or occupational) or 
was classified as idiopathic; and in no instance was 
there any suggestion of a prevailing systemic dis¬ 
ease. 

Diseases in which there is an excess deposition of 
collagen are stated by Everett (Medical Biochemis¬ 
try, ed. 2, New York, Paul B. Hoeber, Inc., 1946, 
p. 411). The carpal tunnel syndrome is not known 
to prevail as a complaint in any of these disorders, 
including those wliich are most frequently asso¬ 
ciated with childhood. 

PATCH TEST FOR POISON IVY 
To THE Editor:- IV/ien a suspected sensitive pa¬ 
tient was patch tested for poison icy, three disks 
of strengths 1:100, 1:1,000, and 1:10,000 were 
used; the strongest and weakest patch areas 
showed no reaction, but the other showed a 
strongly positive reaction (S-f erythema, edema, 
and a few vesicles). An allergist named this as 
the prozone phenomenon. If this is true, please 
furnish a reference which will describe tJiis phe¬ 
nomenon. If false, what is the name given to this 
reaction? 

R. J. Sexton, M.D., Charleston, W. Va. 

Answer.— The prozone phenomenon occurs only 
in tlie laboratory and never in vivo. It is seen in 
precipitation tests and at times in agglutination or 
complement-fixation tests. It is due to the presence 
of an excess of antibody. The term “prozone” is 
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becoming obsolete and is being replaced by "zone 
of antibody e.\-cess.” The occurrence of the positive 
patch tests with the 1:1,000 dilution and not with 
1:100 could not be an evidence of a prozone phe¬ 
nomenon. There must have been an error either in 
technique or in preparation of the disks. It is sug¬ 
gested the test be repeated witli the same disks or, 
preferably, with three different disks of definite 
known strengtli. This consultant knows of no refer¬ 
ence describing the reaction mentioned. A descrip¬ 
tion of the prozone phenomenon can be found in 
most immunology books. 

STEROID TREATMENT OF ALOPECIA 
To THE Editor:— IFofdd methylprednisolone be of 
value in treatment of alopecia resembling alo¬ 
pecia areata but of traumatic origin? The patient 
is a 39-year-old man, who seven years ago re¬ 
ceived second-degree burns on the temporal re¬ 
gions of the head from cosmetics used in a hair 
treatment. When the scalp healed the burned 
areas remained completely bald until two years 
ago. Within the past two years slight hair growth 
has occurred, spontaneously, but not in sufficient 
quantity or quality to achieve a good cosmetic 
appearance. The patient is in good health. The 
recent conference on hair growth and regenera¬ 
tion held in New York reported that methyl¬ 
prednisolone in treatment of alopecia areata 
would be of value only if used within five years 
of the onset of the condition. 

Gerald C. Haskell, M.D., Springfield, Ohio. 

Ansiver.— It is necessary to decide w'hether the 
patient has alopecia areata or cicatrizing alopecia 
secondary to die burns. If the gross clinical features 
are not distinctive, a biopsy might give the infor¬ 
mation. If the hair follicles are not completely de- 
sti-oyed, the prognosis is more hopeful. Should diis 
be true alopecia areata without associated cicatriz¬ 
ing alopecia, regrowth of hair is possible, even at 
this late date. The use of orally given steroids has 
been followed by hair regrowth in some instances, 
but hair fall, it is said, recurs when the treatment 
is discontinued. Such therapy should be reserved 
for severe tj'pes of alopecia areata, totalis, or uni¬ 
versalis with realization that steroid therapy may 
be necessar)' for a prolonged period of time. Local 
injection or tattooing of steroids into patches of alo¬ 
pecia areata has given good results in some cases, 
though superficial atrophy has been observed after 
such treatment. In this case, since some spontaneous 
regrowth has begun, it may be best to observe the 
patient frequendy and perhaps use standard stim¬ 
ulating measures such as ultraviolet-ray therapy, 
painting with mild phenolic solutions, and light 
drj'-ice treatment. In all cases of alopecia areata 
the prognosis should be guarded but not hopeless. 


ISOLAIIQN CARE WITH INFECTIOUS 
HEPATITIS 

To THE Editor:—W/ iof is the current recommenda¬ 
tion for isolation techniques used in cases of in¬ 
fectious hepatitis? What routine should he used 
in hepatitis cases after necessary surgical or ob¬ 
stetric procedures have been done? What tech¬ 
niques should be followed in the operating room 
when unsuspected hepatitis is found during sur¬ 
gery? 

William F. Cox III, M.D., Baltimore. 

Answer.— Infectious hepatitis caused by virus A 
probably is disseminated in fecal material. Rigid 
hygienic techniques for the handling of infected 
patients and their feces minimizes the risk of con¬ 
tamination. The patient is regarded as being infec¬ 
tious for about three weeks. If the condition be¬ 
comes chronic die interval may be longer. In some 
areas the disease, which may reach epidemic pro¬ 
portions, is most prevalent during the winter and 
autumn months, so droplet infection has been con¬ 
sidered. Water, milk, and other foods, improperly 
handled, may act as vehicles, especially if the 
handler be a carrier for hepatitis. The blood stream 
of a person infected with either virus A or virus B 
of serum hepadtis carries live vinis. Autoclave ter¬ 
minal sterilization of all linens and instruments 
must be done after operation in patients ivith 
known cases and cases discovered during operation. 
Instruments which w’ill not withstand sterilization 
by heat should be destroyed by incineration. 

STAINING OF TEETH 

To THE Editor;—A layman has been told by a 
prominent pediatrician and a dentist that multi¬ 
ple-vitamin preparations could cause staining of 
teeth in young children. The dentist advised use 
of preparations containing vitamins A, D, and C 
only instead of those containing the vitamin B 
complex. The child has teeth that look iron- 
stained, though she has never taken iron prepara¬ 
tions. Please give an opinion, 

Beatrice Hawkins, M.D., Brownsville, Texas. 

Answer.— Apparently there are no published re¬ 
ports that associate multiple-vitamin preparations 
with staining of teeth. The materials usually pres¬ 
ent in vitamin B-comple.x preparations for pediatric 
use would not act as chemical stains for the tooth 
surfaces. It is extremely difficult to stain dental 
enamel, even witli histological dyes. Intrinsic green 
staining of enamel has been reported in association 
with a history of neonatal jaundice. The question 
notes the relationship between iron compounds and 
dental stain. There is also a possibility that the 
observed condition may be due to the action or 
chromogenic bacteria. Such factors may bear fur¬ 
ther investigation in this patient. 



Vol. IVI, No. 12 


2.7 


WASH I NGTON 



Crnr/>(fou’n f/rgrrf on Awiiltvlaniinc Sntcs . . 
MctlirnlAtonllh Approprintioni^ ttoostcil . . 

A. i1/. A, Siand on Disahilify Prof/rnm . . 
fPorniiijr on Crnnhvrrivx . . 

Dcntifricp Atlvoriisin/i . . 


ILLICIT AMPHETAMINE TRAFFIC 

IIEW Secretary Arthur S. Fiemining said the 
administration may recommend legislation next 
year to crack down on the illegal sales of ampheta¬ 
mine drugs. He told a news conference that a cain- 

B hy the Food and Drug Administration against 
jgging such drugs "has disclosed ii serious 
breakdown in our system of marketing controls for 
these drugs.” 

Justice Department agents have) found more than 
800,000 amphetamine tahlcts in the hands of whole¬ 
sale peddlers, Flemming pointed out. FDA officials 
believ’e that tlie roundup of violators so far has only 
scratched the surface of the total illicit traffic in 
such drugs, he said. 

Evidence has been obtained that more than 200 
operators of truck stops and similar establishments 
were selling amphetamine tablets, according to 
Flemming. 

‘‘In snew of the magnitude of the traffic in these 
drugs, I beliex’e the present law docs not provide 
the most effective way to get at the problem,” said 
the secretary’. “We are therefore considering ways 
in which the legislative authority' for dealing with 
this situation can be improved, and I expect that we 
will have a constructive proposal in this area to sub¬ 
mit to the next session of Congress." 

Under serious consideration, he said, are four 
proposals. Thev would require manufacturers, 
wholesalers, and retailers to be registered so that 
they could be subject to federal inspection; require 
records of sales of the drug with penalties for falsi¬ 
fication; provide that unautliorized possession of the 
drug is an offense; and provide that any illegal sale 
of tl !ie drug is a federal offense, even though it in¬ 
volves intrastate shipments, on grounds that sale of 
the drug is a “burden” on interstate commerce. 


MEDICAL-HEALTH APPROPRIATIONS 
BOOSTED 

Congress voted 216 million dollars more for fed¬ 
eral medical-health activities for the current fiscal 
year than was appropriated last fiscal year. All told, 
sucli programs accounted for 3.2 billion of the about 
ISl-billion-dollar budget. The National Institutes of 


Health (NIH) led the list of agencies receiving in¬ 
creased funds, with 104 million more this fiscal year 
than last, for a total appropriation of 400 million 
dollars. 


Not listed as part of appropriations but included 
in the report was the estimated 5.1 billion dollars 
expected to he paid to disabled persons this fiscal 
year ihrougli programs financed entireh’ or in part 
tiy the federal government. Tliis is an increase of 
$372,800,000 over last fiscal year which ended June 
30. Sucli programs arc financed througb trust funds, 
not .appropriations, and arc supposed to be self- 
■supporting. 

The Department of Health, Education and Wel¬ 
fare, of which the NIH is a part, iiad a mcdical- 
beallh budget of 1.3 billion dollars fur the current 
fiscal y’car, some ISO million dollars more than last 
year. 'I'his was tiie highest .single budget in the field 
for any agency. 

Next came the Veterans Administration, with ap¬ 
propriations of $939,700,000, an increase of about 
40 million dollars over last year. The Defense De¬ 
partment recei\'ed .$753,100,000 for its medical ac¬ 
tivities, about 2 million dollars more than last year. 
Tliese three agencies handle the bulk of the federal 
governments work in this field. 


Other medical appropriations were to the Atomic- 
Energy Commission, $52,100,000; International Co¬ 
operation Administration, $45,700,000; Department 
of State, $23,700,000; National Science FoundatiCm 


$27,400,000; and federal employees’ health pro¬ 
grams, $11,500,000. 


A. M. A. STAND ON DISABILITY PROGRAM 

A sj)okesman for the American Medical Associa¬ 
tion told Congress the social security disability pro¬ 
gram should continue to be a federal-state responsi¬ 
bility' rather than a completely federal pl.an, as some 
have recommended. 

Dr. Chailes Farrell, Pau’tucket, R. I., testifying 
before a House ways and me.ins subcommittee, 
declared that “from years of experience with various 
governmental proOTams, the medical profession has 
reached the conclusion that it can make its most 
effective contribution where such programs -.we 
administered on a decentralized basis.” 

Representatives of labor unions in other testi¬ 
mony had advocated shifting the program to a 
strictly federal basis, on the grounds that this would 
be more efficient. However, Dr. Farrell said, “dif¬ 
ferences in local customs and conditions require 
negotiations and arrangements on a state-hy-state 
basis. This method of administration results in a 
more ready exchange of ideas, better communica¬ 
tion, cooperation, and understanding. 
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“The accessibilit}' and ease of communication 
which exists under the social securitx' disability 
program has facilitated the recognition and reso¬ 
lution of problems which might otherwise be neg¬ 
lected or remain unrecognized in the welter of 
administrative detail and procedure. We urge the 
continuation of this principle as an aid to the public 
and to the Congress in assuring the fulfillment of 
the intent of this legislation.” 

Officials of the Social Security Administration 
also opposed having the federal government take 
over the entire program. 

Dr. Farrell also proposed that, when additional 
medical data are needed for sound determination of 
a disability case, “the information should be ob¬ 
tained from the claimant’s ovm physician, if possi¬ 
ble, in a manner similar to the way it is now ob¬ 
tained from a ‘consulting physician.’ 

“Tile Bureau of Old Age and Survivors' Insurance 
should be authorized to require the state agency to 
make arrangements with the medical profession in 
the respective states that will peiinit them to pur¬ 
chase these supplementary' examinations, laboratory' 
[tests,] or other tests from such physicians and 
under such circumstances as to promote further 
doctor-patient relation.ships and rapid development 
of comprehensive information,” he said. 

There are cases in which the patient’s own phy¬ 
sician fills out forms on the basis of past knowledge 
of the patient and in which another examination is 
required. This is done by a consultant, who is re¬ 
imbursed, Dr. Farrell noted, with no payment to the 
patient’s own physician for the work he has done. 

The subcommittee, headed by Rep. Burr P. Har¬ 
rison (D., Va.), is studying the administration of the 
program and wa\'s in wliicli it could be improved. 


WARNING ON CRANBERRIES 

Arthur S. Flemming, secretary of Health, Educa¬ 
tion and Welfare, said a chemical known to cause 
cancer in animals has contaminated some cran- 
benies grown in Oregon and Washington, which 
produce about 10% of the nation’s crop. He urged 
that cranberries from the northwest be taken off the 
market until the extent of the contamination is 
known. 

The warning came after Food and Drug Admin¬ 
istration officers reported some cranberry shipments 
from the northwest contained aminotriazole, a weed 
killer used in cranberry bogs after harvest. Flem¬ 
ming said it is not certain that the chemical can cause 
cancer in human beings but that it was found to be 
carcinogenic after it was fed to rats which devel¬ 
oped cancer of the thjToid. 

According to the official, there was no evidence 
so far that cranberries grown in Wisconsin, New 
Jersey, and Massachusetts v'ere contaminated, but 
an in\'estigation was under way. 

Some 3 million lb. of the berries are being buried 
in the northwest because of contamination. The 
action is being taken voluntarily by the National 
Cranberry' Association. 


Flemming noted that FDA has declined to set any 
tolerance level for any amount of a chemical in 
foods if the chemical produces cancer in animals. 
“The application of this principle is necessaiy in our 
opinion because, while in theory there may be a 
minute quantity of a carcinogen which is safe in 
foods, in actuality our scientists do not. know 
whether this is true or how to establish a safe 
tolerance.” 

Some spokesmen for cranberry producers pro¬ 
tested that Flemming’s statement might ruin the 
market for cranbemes during the holiday season. 
They said west coast cranberries are not shipped to 
the east and are strictly for western markets. 


MISLEADING DENTIFRICE 
ADVERTISING HIT 

Surgeon General Leroy E. Burney said the Pub¬ 
lic Health Service is in “complete accord” with the 
stand long taken by the American Dental Associa¬ 
tion against false and misleading statements in the 
advertising of dentifrices. 

Although any enforcement action in this field is 
the responsibility of the Federal Trade Commis¬ 
sion, “there are principles involved that are of direct 
concern to tlie Health, Education and Welfare De¬ 
partment in carry'ing out its osto responsibilities,” 
noted HEW Secretary Arthur S. Flemming. 

“People who believe the misleading advertising 
they hear and read and see—and who buy and use 
the product—may be lulled into a false sense of 
well-oeing and fail to obtain proper care from a 
dentist. Neglect of proper dental care, for whatever 
reason, sooner or later catches up with most people, 
and they find themseh’es with serious dental prob¬ 
lems,” Flemming said. 

Dr. Burney pointed out that “while dentifrices are 
necessary for care of the teeth, they are primarily 
mechanical aids for cleaning them. No dentifrice 
in itself can prevent tooth decay or pyorrhea or any 
other disease. And no dentifrice can lighten the 
color of the teeth.” 


MISGELLANY 

A Public Health Service national survey docu¬ 
ment, entitled “Children tmd Youth, Selected Health 
Characteristics,” noted that young children suffered 
acute illnesses with twice the frequency of adults; 
that adults over 25 years of age averaged almost 
twice as many days of restricted activity from illness 
or injuiy; and that home accidents among children 
15 years of age or under were the chief cause of in¬ 
juries restricting activity or requiring medical atten- 

don- ... 

FDA warned that the use of certain chemically 
treated diabetes test papers by women to determine 
the fertility cycle may be injurious and should be 
halted immediately. Some of tliese papers contam 
the chemical tolidine, “which has not been ade¬ 
quately tested for its effects on the sensitive tissues 
of the female reproductive system,” the government 
said. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. F. J. L. BlaMngarae, 535 
Xortli Dearborn Si., Chicago JO. Executive Vice-President. 

1959 Clinical Meeting, Dallas, Texas, Dec. 1-4, 

19G0 Annual Meeting, Miami Reach, Fla., June 13-17. 

1960 Clinical Meeting, M'ashington, D. C., Nov. 29-Dec. 2. 

1961 Annual Meeting, Nesv York City, June 26-30. 

1961 Clinical Meeting, Denver, Nov. 28-Dcc. 1. 

1962 Annual Meeting, Chicago, June. 

AMERICAN 

1950 

November 

AMiiniCAN Academy ron CEHtunAL Palsy, Statler Hilton Hotel. Los 
•Angeles. Nov. 30-Dcc. 2. Dr. Gliddcn L. Brooks, Brown Universit>’, 
Providence 12, K. 1., Secretary. 

Amiuican College of Chest Physktans, Dallas, Texas, Nov. 29-30. 
Mr. Murray Kornfeid, 112 E. Chestnut St., Chicago 11, Executive 
Seerctan’. 

Disthict oi’ CoLUMuiA, Medical Society oi, Statler-Hilton Hotel, Wash¬ 
ington, D. C., Nov. 23-25. Mr. Theodore Wiprud, 171S M Street, N. W.. 
Wnsbington 6, D. C. 

International College of Suhceons, Second Western Regional 
Meeting, Stardust Hotel, Las \’egas, Nev., Nov. 22-24. Dr. F. M. 
Turnbull Jr., 1930 WiUhire Blvd., Los Angeles 57, Secretary-Treasurer. 
Inti'.u-Sogiety Cytology Council, Statlcr-Hilton Hotel, Detroit, Nov. 
19-21. Dr. Paul A. Vounge, 1101 Beacon St, Brookline 46, Mass., 
Sccretarx'-Treasuier. 

Nauonal Society ron Ciufpled Ciuldi\en and Auins, Palmer House. 
Chicago, No\'. 29-Dcc. 2. Dr. Dean \V. Holierts, 2023 W. Ogden Ave., 
Cliicago 12, Executive Director, 

PuEHTO Rico Medical /Vssociatio.v, Santurcc, Nov. 24-28. Mr. J. A. 

Sanche^, Box 9111, Santurce 29, Puerto Rico. Exetutne Secretaiy. 
SournER.N Thoracic Surgical Association, Edgeuater Gulf Hotel, Edge- 
water Park, Miss., Nov. 19-21. Dr. Hawley H. Seder, 517 Bayshore 
Blvd., Tampa 6, Fla., Secretar>'. 

Wester.v SunciCAL Association, The Broadmoor, Colorado Springs, Colo., 
Nov. 19-21. Dr. John T. Reynolds, 612 N. Michigan Ave., Chicago 11, 
Secrelar>% 

December 

American Academy of Dermatology and niiLOLOCY, Palmer House. 
Chicago, Dec. 5-10. Dr. Robert R. Kicrland, First National Bank Bldg., 
Rochester, Minn., Secretary-Treasurer. 

American Association rou the Advancement of Science, Morrison 
Hotel, Chicago, Dec. 26-31. Mr. Sidney S. Negus, Medical Coll, of 
Virginia, Richmond, Va., Director of Public Information. 

America.v Psychoanalytic Association, Bdtmore Hotel, New York City, 
Dec. 4-6. Dr. David Beres, 151 Central Park West, New York 23, Sec* 
retar>'. 

American Rheumatism Association, Henry Ford Hospital, Detroit, 
Michigan, Dec. 11, Gerard W. Speyer, 10 Columbus Circle, New York 
19. Executive Secretary. 

Association for Research in Nervous and Mental Disease, Inc., 
Hotel Roosevelt, New York City, Dec. 11-12. Dr. Hollo J, Masselink, 
700 W. 16StU St., New York 32, Secretarj'-Treasurer. 

First Annual Graduate ^^ED1CAL Education Conference-Residency 
Training Program, Univ, of Pennsylvania, Philadelphia, Dec. 3-4. 
Dr. Alfred S. Frobese, Graduate School of Medicine, U. of Pennsylvania, 
Philadelphia 3, Chairman. 

Medical Society or the United States & Me.mco, Valley Ho Hotel, 
Scottsdale, Ariz., Dec. 2-4 (followed by two-day session Desert Inn, 
Las Vegas, Nev.). Dr. A. H. Tallakson, 2025 N. Centra! Ave., Phoenix, 
Ariz., Convenlion Co-Chairman. 

New York Heart Association, S>'mposium on Salt and Water Metabo¬ 
lism, Biltmorc Hotel, New York City, Dec. 11-12. Dr. Alfred P. Fishman, 
.V. Y. Heart Association, 10 Columbus Circle, New York City, Chairman. 
New York State Society of Anesthesiologists, Inc., Postgraduate 
Assembly in Anestliesiology, Hotel New Yorker, New York Cit>’, Dec. 
9-12. Dr, Edwin J. DePolo, 131 W. llth St., New York 11, Secretary. 

1960 

January 

.V.MERicAN AcADEXtY OF Allercv, HoUjAvood Bcacli Hotel, Hollyw'ood- 
by-the-Sca, Fla., Jan. 11-13. Mr. James O. Kelley, 756 N, Milwaukee 
St., Milwaukee 2, Wis., Executiv'e Secretary. 

American Academy of Orthopaedic Surgeons, The P.dmer House, 
Chicago, Jan. 23-28. Mr. John K. Hart, 116 S. Michigan, Chicago 3, 
Executive Secretary. 

.American College or Surgeons, Sectional Meeting, the Browm Hotel, 
Louisville, Kv'., Jan. 21-23. For information write: Dr. H. P. Saunders, 
40 E. Erie St., Chicago 11. 

Dig Mountain ^^EDrcAL Meeting, Big Mountain Ski Resort, AATiitefish, 
Mont., Jan. 20-30. Dr. George H. Gould, Kalispell, Mont., Chainnan. 


Nouthuxst Society for Clinical Research, Seattle, Jan. 9 R? i- 

R. Hogness, 721 Minor Ave., Seattle 4, SecTctaiy-Trc,ismcr' 

Rocky Mountain Traumatic Surgical Sockty, Aspen, Colo’ hn ' 

30. Dr. Charles Houston, 420 Hyman St., Aspen, Colo. 
Secretary'. 

Western Association or Physicians, Carmel, Calif., Jan. 2T-'’9 ] 
Wade Volwiler, Dept, of Med., U. of W.ashington, Seattle 

Western Society for Clinical Research, Camicl-hy-thc-Sea cS 
Jan. 28-30. Dr. William N. Valentine, U. of California MetUcal’Or.l 
Dept, of Medicine, Los Angeles 24, Secretary*. 

February 

Alaska State Medical Associatio.v, Anchorage, Feb. 18-20. 0r. Gk 
H ale, 501 "L** Street, Anchorage, Alaska, Chairman. 

America.v Academy or Occupational Medicine, Willlamsburc ! 
Williamsburg, Va., Feb. 10-12. Capt. Lloyd B. Shone, Bureau ol Mf 
cine and Surger>% Navy Dept., Washington 23, D. C., Secretai). 

American College of Allergists, Inc., Americ.ana Hotel, Bal Haih 
Miami Beach, Fla., Feb. 28-Mnr. 5. Mr. Eloi Bauers, 2160 Band Tov 
Minne.apolis 2, Executive Vice-President. 

American College of Radiology, Roosevelt Hotel, New Orleam. I 
3-6. Mr. William C. Stronach, 20 N. Wacker Dr., Chicago 6, Eveen 
Director, 

American College of Surgeons, Sectional Meeting for SuTgeons 
Nurses, Statler Hilton, Boston, Feb. 29-Mar. 3. For information wi 
Dr. H. P. Saunders, 40 E. Erie St., Chicago iJ. 

America.v Orthopsychiatric Associatio.v, Inc., Sherman Hotel, Otic 
Feb. 25-27. Matiou F. Lunger, Ph.D., 1790 Broadway, New Vewt 
Executive Secretary. 

California Medical Association, Ambassador Hotel, Los Angeles, i 
21-24. Mr. John Hunlon, 450 Sutter St., San Francisco 8, Ereu 
Secretary*. 

Central Surgical Association, Drake Hotel, Chicago, Feh. IS 
Dr. Angus D. McLachlin, Victoria Hospital, London, Ont., C.in 
Secretary. 

Congress on Medk al Education and LicuNsunn, Palmer House, 
cago, Feb. 7-9. For information write: Council on Medical Educj 
and Hospitals, American Medical Association, 535 N. Dearhnm 
Chicago 10. 

Mid-South Postgraduate Medical Assembly, Peabody Hotel, .Mcmi 
Tcnn., Feb. 9-12. Mr. Leslie H. Adams, 774 Adams Ave., Memph 
Tenn,, Executive Secretary. 

Natio.val Association of Methodist Hospitals and Homes, Dv 
Hilton Hotel, Columbus, Ohio, Feb. 16-18. Mr. Olin E. Oeschger, 
Rush St., Chicago 11, Gener.al Secretary. 

Obstetrical and Gynecological Assembly of Souther.v CAtiror 
Los Angeles, Feb. 6-7, Dr. Kenneth Morgan, 1020 Wiishirc Bhd., 
Angeles 57, Secretary*. 

Society of University Surgeons, Minneapolis, Feb. 11-13. Df* 
Eiseman, 4200 E. Ninth Ave., DeiU’er 20, Secretary*. 

Symposium on Fundamental Cancer Research (14th), Uniiersit 
Texas, Houston, Feb. 25-27. For information write: University ol ^ 
M. D. Anderson Hospital &• Tumor Institute, Houston 25, Texa<. 

March 

American Broncho-Esophacolocical Associatio.v, Deauville R 
Miami Beach, Fla., Mar. 15-16. Dr. F. Johnson Putney, 1712 Locud 
Philadelphia 3, Secretary*. 

American Academy of Forensic Scie.vces, Drake Hotel, Chic 
Mar, 3-5. Dr. W, J. R. Camp, 1853 W. Polk St., Chicago 12, Secnl 
Treasurer. 

American Academy of General Practice, Philadelphia, ^ 
Mr. Mac F. Cabal, Volker Blvd., at Brookside, Kans.as City 1-, ■ 
Executive Diiector. 

American Associatio.v for the History of Medicine, Inc., Charlvj 

S. C., Mar. 24-28. John B. Blake, Ph.D., c/o Smithsonian InsWu' 
Washington 25, D. C., Secretary. 

American College of Surgeons, Sectional Meeting, The 
Colorado Springs, Colo., Mar. 21-23. For information write: Dl 
S aunders, 40 E. Erie St., Chicago 11. 

American College of Surgeons, Sectional Meeting, Sheraton-Port 
Hotel, Portland, Ore., Mar. 28-30. For information write: Ur* 
Saunders, 40 E, Erie St., Chicago 11. 

American Gastroenterological Association, Roosevelt 

Orleans, Mar. 31-Apr. 2. Dr. Wade Volwiler, Dept, of Med., um 
Washington, Seattle, Secretary. 

American Gaxtrosgopic Societi*, Roosevelt Hotel, Nmv Orleans • 
Dr, Arthur M. Olsen, Mayo Clinic, Rochester, Minn., Secretary- le ' 

American Laryngological Association, Deauville Hotel, Miami ^ 
Fla., Mar. 18-19. Dr, Lyman Ridmrds, Massachusetts Institute oi 
nulogy, Cambridge 39, Mass., Secretary. 

American Laryngological, Rhinolocical and Otolocical 
Inc,, Deauville Hotel, Miami Beach, Fla,, Mar 15-17. Dr. u** 
Nash, 70S Medic.il Arts Bldg., Rocliester 7, N. Y*. Secretao'* ^ 

American Otolocical Society, Deauville Hotel, Miami * 
Mar. 13-14. Dr. Lawrence R. Boies, University Hospital, ‘ 
14, Minn., Executive Secretary’-Treasurer. 

(Confintied on page 32) 
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CONTEMPORARY THERAPY OF THE MENOPAUSAL SYNDROME 
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ATURE has so endowed human beings 
that ovarian failure and incapacity for 
conception take place at an age when tlic 
potential for both fetal abnormalities and 
complications of pregnancy increases, simply on the 
basis of age. It has been said bj' some that the 
human female is the only species of her gender to 
live beyond the time that she can bear offspring.' 

Why the ovary' alone is singled out to become 
the “Achilles’ heeT’° of the glands of internal se¬ 
cretion is not understood. Beneficial as it may ap¬ 
pear from the standpoint of eugenics or pure ob¬ 
stetrics, cessation of ovarian function does create 
certain disadvantages in many women. The usual 
age at which women cease to menstruate and are 
no longer able to bear children is betrveen 45 to 50 
years. Barnes has stated that the age at cessation 
of menses has been e,\tended during the last sev¬ 
eral hundred years. This comes as no surprise and 
might even be anticipated, when one considers 
that human vital statistics in general have shown 
an increase. 

In fact, it is now estimated that in 1960 the 65- 
year-old age group will be about 10% of our popu¬ 
lation.'* Thus, menopausal women will be encoun¬ 
tered in larger numbers, and efforts must be made 
to make living more pleasant and worthwhile for 
them. 

When tire ovaries are no longer active not mere¬ 
ly is fertilization impossible but an endocrine imbal¬ 
ance- ensues. This disturbance may be productive 
of symptoms constituting tire menopausal or cli- 


Therapy for the postmenopausal patient 
has three aspects; psychotherapy, sedation, 
ond hormonal therapy. A convenient index 
(menopousoi index) for expressing the status 
of a patient is calculated by assigning to 
each of the 11 most common symptoms o 
weight factor and a severity coefficient; the 
sum of the 11 products ranges from 0 Ifor 
complete absence of menopausal symptoms! 
to about 35 (for serious distress). It was used 
as a criterion in comparing the efficacy of 
27 types of treatment, including use of 
conjugated equine estrogens 1299 cases), 
ethinyl estradiol (284 cases), and chloro- 
trianisene 0 24 cases). There are objections 
to the prolonged use of barbiturates, and the 
results obtained by the use of ataractic drugs 
alone in this study were but slightly better 
than those obtained with a placebo. Superior 
results were obtained with conjugated equine 
estrogens and ethinyl estradiol alone or 
when the latter was used with androgens. 
These effects were augmented with the addi¬ 
tion of a phenothiazine compound to the 
estrogen-androgen combination. The judi¬ 
cious use of such therapy can afford relief 
from unnecessary discomfort to the ever- 
increasing number of menopausal women in 
the population. 



From the departments of obstetrics and gynecology and therapeutics. New -Tork University—Bellevue Medical Center, and the Obstetric and 
Gynecologic Service (Third Division) and Endocrine Clinic (Fourth Division), Bellevue Hospital. 
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macteric s>'ndiome. These symptoms need not be 
as sharply demarcated as the sudden cessation of 
menses but may be gradual in onset, giving rise 
imperceptibly to the full-blown clinical picture. On 
the other hand, the artificial menopause brought 
on by surgen,' or irradiation is apt to produce ob- 
\'ious effects more acutely, often in a matter of 
days, with vasomotor symptoms predominating. 

Menopausal Physiology 

Griffitlis ’ has emphasized the e.xtragenital value 
of tlie or'arian hormones. It is necessary to consider 
these physiological ramifications in any discussion 
of a therapeutic regimen organized to ti'eat the 
menopause. The basis for this concept is that the 
o\'ary no longer can be considered primarily as a 
reproductive force; it has been sho^vn to play an 
important role in metabolic function b)’ wtue of 
its internal secretions. Estrogen, the prime endo¬ 
crine secretion from the ovary, is essential in anab¬ 
olism and nitrogen retention.” This is particularh' 
true in the dynamic jrrocesses invoh'ed in calcifi¬ 
cation of bone. When the ovaries cease to function, 
and especially when they are surgically removed, 
it is likely that the stimulus for the osteoblastic 
acti\'ity is diminished so that normal bony mati'i.\' 
is reduced and decalcification results. As a conse¬ 
quence, osteoporosis occurs in some women and 
may be a serious cause of disability. It may pro¬ 
gress to the e.vtent of collapse of a vertebra. In ad¬ 
dition, e.xcessive e.xcretion of calcium could result 
and be a factor in the formation of renal calculi. 

Recent compilation of vital statistics has re- 
\ealed some interesting findings, w'ith evidence 
that coronary atherosclerosis is 10 to 40 times more 
prevalent in men under 40 than in women of a sim¬ 
ilar age.' However, the incidence of coronarj' heart 
disease associated with hypercholesteremia is com¬ 
parable in postmenopausal women and in men of a 
similar age. it has been shown that high doses of 
estrogen c.m change an abnormal cholesterol pat¬ 
tern in men to a more favorable one and thereby 
diminish the degree of coronary insufficiency and 
e.vtent oI atherosclerosis." In addition, it should be 
noted that patients subjected to bilateral oophorec¬ 
tomy aie more vulnerable to hypercholesteremia 
than are women not so treated. 

Animal e.speriments have shown that ooi>horec- 
tom>' has been associated witli adrenal hyper¬ 
trophy. A similar situation has been said to exist in 
women in v'hom an increase in 17-ketosteroid ex¬ 
cretion has been reported to occur in the meno¬ 
pause. The increased adrenocortical activity pre¬ 
sumably occurring in the menopausal patient may 
theoretically predispose tlrese patients to cardio¬ 
vascular disease, as suggested by tlie work of 
Selye “ on stress. Clinical!)' tire h}’pertensive phase 
noted in the climacteric patient is probably asso¬ 
ciated with the vasomotor instability that these pa¬ 


tients e.\'hibit. However, hypertension per se is not 
likely to appear in a previously normotensive fe¬ 
male. Of a group of 200 women in the menopause, 
including 179 who were surgically castrated, 13% 
were hypertensive as compared to a 10% incidence 
of hypertension in tlie same group of women prior 
to the onset of tlie climacteric syndrome.’ 

Menopausal Index.—With the onset of the meno¬ 
pause follicle-stimulating hormone (FSH) maybe 
e.xcreted in large amounts, and the urinary estro¬ 
gens levels are usually diminished. Assays to de¬ 
termine these changes are costly and cannot be 
considered as routine procedures. The vaginal 
smear is helpful but not absolute. At one time it 
was felt that the vaginal smear might be a possible 
yardstick to use in therapy. At the present time no 
definitive relationship has been found to e.vist among 
severity of symptoms, clinical response, and degree 
of comification shown by the vaginal smear. Ban- 
dall found in patients with menopause of from 
o to 10 years’ duration that 44.8% of the women 
ivith natural menopause showed estrogen deficien¬ 
cy; with hi'sterectomy and castration 30% more 
had deficient smears than after hysterectomy alone, 
inasniuch as the laboratory and specific tests used 
in detecting hormonal insufficiency are too compli¬ 
cated and not precise enough to establish a diagno¬ 
sis in ivomen adequately, the clinician must depend 
on the s)'mptonis of the climacteric to diagnose the 
condition in his patient. 

The symptoms and not the laboratory data syiil 
also serve as more accurate criteria in determining 
the efficacy of therapy. At this point we will not 
take issue wdth the psychiatric or endocrine treat¬ 
ment of the menopause. However, suffice it to say 
that the combined psychiatric-endocrine approach 
to the treatment of the menopause will, no doubt, 
yield infinitely better therapeutic results than either 
one alone. Ne\'ertheless, we do feel that the endo¬ 
crine management of these patients as the princi¬ 


pal form of tiierapy would offer the patient a more 
reasonable and simpler, yet efficacious, means or 
treatment. The principal handicap in determining 
the effectiveness of endocrine therapy is that m 
human beings, unlike animals, medication in gen¬ 
eral exerts a twofold effect, one due to the pharma¬ 
cological action of the drug itself and the otiier 
to the psychological influence of di'ug administra¬ 
tion, In order to determine more precisely the ther¬ 
apeutic responsiveness of the menopausal patient 
to a hormonal or nonhormonal agent we have de¬ 
vised an objective means of evaluation, whereuy 
certain of the most prominent symptoms of the 
climacteric are used in formulating a numerica 
conversion inde.x, designated as the menopausa 
index. This provides an effective means of deter¬ 
mining the relative potential of any therapeutic 
agent in the control of the menopausal patient, u e 
have based our ev'aluation of drug therapy in tiie 
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menoiwuse on the effect of the preparation to he 
tested on tlie changes noted in tiie 11 most com¬ 
mon symptoms seen in the menopausal patient. 

In the past decade this system lias offered a most 
objective means of studying the effect of hormone 
or drug therapy in the menopausal patient. Each 
symptom is given a numerical value, ranging from 
I to 4; the more important the symiitom, the high¬ 
er the figure between 1 and 4. In addition, the 
severih' of the symptoms referable to the specific 
complaint is also given a numcric.il conversion 
factor, ranging from 0 to 3. The factor referable 
to the s>Tnptom is then multiplied b\’ the factor 
referable to its severity. In so doing one obtains an 
arhitrars' figure or product rcpresentatis’c of the se- 
verits' for that particular complaint. The sum total of 
all these products furnishes us with a figure which is 
referred to as the menopausal index (table 1). 
Moreover, the following facts must be stated to 
further substantiate this mode of evaluation. The 
severity of the symptoms as noted abos’c, ranging 
from 0 to 3, is obtained as follows; If the patient 
had no complaints, on interrogation for a specific 
symptom, this is graded as 0. This zero multiplied 
by the numerical conversion factor of the particu¬ 
lar complaint yields 0; therefore, this symptom ob- 
siously does not contribute to the sum or meno¬ 
pausal inde.x. If the patient complains of mild 
sjTnptoms a factor of 1 is given; if the patient com¬ 
plains of moderate symptoms, a factor of 2 is given; 
and if the symptoms are severe, the factor is 3. 

Except for vasomotor symptoms, paresthesia, in¬ 
somnia, and nen’ousness (table 1) the s^miptoms 
are all given a numerical conversion factor of 1. 
These four symptoms we believe are most promi¬ 
nent and cause the patient the greatest difficulty. 
Vasomotor symptoms exceed the others in impor¬ 
tance and are usually responsible for bringing the 
patient to the attention of the physician; hence, 
they are given a numerical conversion factor of 4. 
Paresthesia, insomnia, and nervousness, less impor¬ 
tant than the vasomotor symptoms but of greater 
importance than the remaining symptoms, are giv¬ 
en a factor of 2. Thus, if a patient has severe vaso¬ 
motor symntoms, the numerical conversion factor 
4 is multiplied by the severity' factor of 3, giving a 
factor of 12, which would thus increase the total 
menopausal index. If the clinician depends primarily' 
on vasomotor complaints for determination of the 
need for therapy, he neglects a large group of pa¬ 
tients who are suffering with other manifestations 
of the menopause yet who have minimal vasomotor 
symptoms. 

At this point we would like to emphasize that 
“hot flushes” are a comparatively' late manifesta¬ 
tion in the climacteric syndrome. Basically, it has 
been said that the arteriolar changes of the blush 
area result from diminution or absence of steroid 
control. Reynolds " has shown that the loss of this 
regulator causes hot flushes by vasomotor insta¬ 


bility. Patients with severe cases may be plagued 
primarily with abundant perspiration and chilly 
sensations. One patient described her difficulty as 
"like walking nut and standing in the rain.” Sud¬ 
denly her face was covered with sweat, and yet 
no heat was e.xperienced. These vasomotor com¬ 
plaints may vary from transient feelings of 
warmth that arc infrequent to objective evidence 
of reddening. It must also be borne in mind that 
exciting factors such as a large meal, joy, anger, or 
even the normal vascular changes tliat occur from 
relaxation in sleep are factors that may influence 
the frccpicncy and severity of vasomotor sy'mptom 
riMctions. 

The physician who is acutely aware of the cli¬ 
macteric syndrome would suspect its presence in a 
patient complaining of arthralgia, myalgia, formica¬ 
tion. headache, and palpitations, despite the fact 
that vasomotor symptoms might be minimal or ab¬ 
sent and menses continue. The so-called lesser 
symptom..;, when present in sufficient numbers, may 

TAiiLE 1.—Orritvifi/))) of Sftoojmustil Index 
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. 1 
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2 
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S 

1 

I'uU'IIntloii . 

. 1 
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S 

PonnIcnIJon .... 

. 1 
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McnojiinHal Index (mhiiII. 
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* 0 = none =r 0; S = =: 1: M = moderate = *2:4* = morVed = 3. 

♦ Xiinicrioal conversion = factor X severity. 

t Soverc = modcrat'* =r *?o-.Ti: nilltl = lV2n. 


be equally as distressing as vasomotor symptoms 
and warn the clinician of tlie impending climacter¬ 
ic syndrome. M^e feel, therefore, that the entire 
menopausal symnlomatology must be considered 
in toio both in diagnosis and in measurement of 
the effectiveness of drug therapx'. 

With use of the above scheme we have observed 
that a patient with severe menopausal symptoms 
usually has a menopausal index of 35 or more. A 
moderate menopausal syndrome would be noted 
in a natient ^^'itb an index of between 20 and 35. 
while the patient witli mild menopausal symptoms 
would have an index of around 15. If the therapeutic 
regimen is efficacious, it should reduce the index to 
a level of 15 or less. This system is simple and, 
while purely arbitrary, has been of tremendous 
value in the study of drugs for the treatment of 
the menopause. However, in an attempt to be more 
objective in the evaluation of therapy in the meno¬ 
pausal patient, with use of tlie menopausal index, 
we have adopted a “blind” testing system of evalu¬ 
ating drug therapy. This system involves the ad¬ 
ministration of drugs to the patient by a physician 
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who does not know' w'hich drug is being adminis¬ 
tered (the patient also does not know' w'hat drug she 
is receiving). Tlie patient is usually interrogated 
by the same doctor or group of doctors; to avoid 
the need of acquainting a new' pliysician w'ith the 
system invob'ed. Furthermore, the medicament is 
dispensed by a nurse by code number, so that the 
physician cannot be aw'are of w'hat medicament is 
being dispensed and does not know’ w’hether the 
patient is receiving a placebo or the active prepa¬ 
ration being tested. 

It is important to emphasize that adequate rap¬ 
port betw'een the phj’sician and the patient is nec¬ 
essary. At the same time it should be mentioned 
that these factors are, in all probability, invariably 
constant, and any psychological overplay involved 
would not alter the patient’s response to any of the 
medicaments being ingested. Placebo therapy is 
employed freely and intermittently w'ith w'hatever 
active preparation is being tested at the time. It 
should be noted, too, that the so-called placebo 
reactors were not used in the evaluation of hor¬ 
monal therairy. In other w'ords, those patients show’- 
ing an adequate response to a placebo cannot be 
considered as true menopausal patients and hence 
were not used in the evaluation of drug therapy. 
In the process of evaluation the patient received 
different preparations at four-w'eek to six-w'eek 
intervals, after which the response to each drug 
w'as evaluated b\’ the menopausal index as w'ell as 
by clinical e\'aluation of the patient herself. This 
included interrogation of the patient about the 
effecti\’eness of the preparation as compared to 
pre\’ious medicament w'hich she received. When 
these data w'ere tabulated the menopausal index 
W’as obtained, and further therapy w’as determined 
by this specific response. 

The W'ord “placebo” is not used in our clinic, but 
the w’ord “obecalp” has been coined. “Obecalp” is 
placebo spelled backw'ards. so that when this term 
is used the oatient is not aw’are that she is being 
tested for the \'eracity of her statement or symp¬ 
tom-complex in general. “Obecalp” in our hands 
has pro\'ed to be effectia'e in approximately one- 
third of our patients, ^^'e feel that some of the 
dramatic results achie\'ed w’ith preo ir itions such 
as ^'itamin E and a famous \'egetab!e compound 
now oil the market must be attributed to the 
psx'chological effect of a placebo rather than to 
any therapeutic action of the medicament itself. 

Before therapy is discussed, several points should 
be emphasized w’ith respect to proper interrogation 
of the patient. For example, W’e attach a consider¬ 
able degree of importance to the symptoms of a 
patient who claims that vasomotor si'mptoms, occur¬ 
ring at night, disturb her sleep. These differ from 
the vasomotor sj’mptoms which are seen in the 
Iw’pertensive patient during tlie daytime. A hyper- 
tensE'e patient w’ho is not menopausal may 
e.xperience flushes but they are not the true \’aso- 


motor symptoms of a menopause, inasmuch as when 
the hypertensive patient sleeps she is not disturbed 
by tire hypertensive flushes or flushing w’hich she 
previously had noted during the day. The question 
of palpitations should also be looked into more 
deeply. The patient should not merely be asked 
whether there is a quickening or acceleration of her 
heartbeat but, specifically, whether she obsen’es 
palpitations in a sitting or resting position. This is 
true palpitation and is not related to activity. 

The physician must be circumspect in his ques¬ 
tioning and be aw'are that certain family and eco¬ 
nomic problems may enhance or diminish the 
menopausal symptoms. It is patients w’ith these 
problems in w’hom w’e feel that the clinical evalua¬ 
tion and clinical impression are as important as the 
menopausal index. 

Therapy 

The therapeutic approach to the menopausal pa¬ 
tient can be placed under three categories; namely, 
psychotlierapy, sedation, and hormonal treatment. 
One must emphasize that not all women, when 
they undergo cessation of menses, e.xperience men¬ 
opausal symptoms. Vl^e feel that it is also difficult 
to evaluate precisely the number of w'omen w’ho ex¬ 
perience vasomotor symptoms as compared to tliose 
xx’ho do not. A report has shown that in 1,000 
cases studied 50.8% of patients had no symptoms 
e.xcept cessation of menses. Of those who did have 
symptoms 59.7% xvorked as usual witliout inter¬ 
ruption, and only 10.3% were truly incapacitated at 
interx'als. This does not mean that the remaining 
patients, the 89.7% who xx’orked as usual, did not 
hax'e menopausal symptoms. A patient may w'ork 
with x'asomotor symptoms or she may not work, de¬ 
pending on her character. It should be emphasized 
that drug therapy, psychotherapy, and sedation are 
reserved only for those patients who request treat¬ 
ment. The fact that the patients are able to perform 
their household duties and are not completel)' in¬ 
capacitated does not preclude the therapeutic use 
of whatex'er agent the physician finds helpful. 

Vsuchotheramj.—li psychotherapy includes kind- 
I.’ treatment of the patient and a trul)’ sympathetic 
r.'c'-'plion of her complaints, it may be readily 
(jffered and frequently given. However, psycho- 
ther.i’jy may be limited in the minds of certain 
physici.ms to the so-called couch treatment. This 
type of therapy’ is usually inappropriate and is in¬ 
accessible to most patients, especially those in the 
lower economic strata. There is, hoxx'ex’er, no ques¬ 
tion that even minimal psychotherapy, w'hen used 
in conjunction with the therapeutic armamentari¬ 
um mentioned below', w’ill be effective in allaying 
many’ of the menopausal symptoms. 

Information not easily obtained yet which may 
influence a patients response to therapy concerns 
eating habits, especially if the patient is a w'idow 
and lix'es alone. Such patients often do not think 
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food is importanl. iiiid dictiiry deficiencies occur. 
Also, .seven nigiils a week spent glued to the tele- 
vision set arc not relaxing. Clinic patients, notably 
those who work, would do well with a few suggc.s- 
tions on the allocation of a little time to a few 
simple fliversion.s. In a large fainils’ the assistance 
of one of the children or the hu.sband will easily 
solve problems that the patient herself is apt not 
to appreciate. This nia\’ considerably improve the 
patient’s mental status and thereby prevent an ex- 
acerhation of the menopausal syndrome. 

Sedation.—A word of caution slu)uld be ex¬ 
pressed about the use of phenobarbital continu¬ 
ously and for prolonged periods of time. AVe know 
that more than 24 hours are required before a 
single dose of phenobarbital may be excreted from 
the bods’. Hence, the possibility of cunndativc ef¬ 
fects of phenobarbital ingestion must be recog¬ 
nized, and barbiturate addiction docs take 
place. One can concci\’ably anticipate that a pa¬ 
tient who is so addicted max’ show symptoms not 
unlike those noted in the climaeteric, despite the 
fact that barbiturate therapy is continued u'ithout 
cessation. If the patient becomes addicted to phen- 
obarbital, the need for further and additional ther¬ 
apy is evadent. As a result, one max' create a symp¬ 
tom complex similar to a rolling snoxvball xvhereby 
the addition of more therapy requires more of the 
s.ame drug, because of habituation, so that the pa¬ 
tient may be condemned to the use of continuous 
phenobarbital therapx’. per se. Thus, we feel that 
the continued use of phenobarbital xx’ithout resti’ie- 
tion may lead, at times, to the undesirable side- 
effect of barbiturate addiction. Such a result xvould 
make the treatment xvorse than the disease. 

In an attempt to overcome some of the undesir¬ 
able side-effects of phenobarbital administration, a 
number of ataractic compounds have been tested 
in the menopausal patient. These have included 
perphenazine, meprobamate, hydro.x>'zine, ectylu- 
rea, and benactyzine. The data indicated that the 
use of these compounds in adequate doses did not 
seem to be therapeutically successful in controlling 
the climacteric syndrome, on the basis of their fail¬ 
ure to alter the menopausal index. As a mat¬ 
ter of fact, benactx'zine therapy gave results con¬ 
siderably poorer than placebo therapy. This xvas 
due to the undesirable side-effects attributed to the 
administration of the preparation itself. In general, 
the results xvith the other ataractic drugs indicated 
that they xvere no better than those obtained xx’ith 
phenobarbital and slightly better than that obtained 
xvith a placebo. 

Hormonal Therapy.—The specific therapy used 
included (1) estrogens, (2) estrogens and andro¬ 
gens, (3) androgens alone, and (4) estrogens in 
conjunction xvith tranquilizers or sedatives. These 
may be administered (1) orally, (2) by injection, 
(3) by pellet implantation, (4) vaginally, or (5) 
b)’ inunction. In our initial effortsto determine 


the results of medication in the climacteric xve 
used both synthetic estrogens and the so-called 
steroidal groups. The synthetics included diethyl- 
stilbcstrol (Stilbestrol), bexestrol, dienestrol, meth- 
allenestril (Vallestril), and chlorotrianisene. The 
steroidal estrogens included free estradiol, ethinyl 
estradiol (Estinyl), conjugated equine estrogens 
(Premarin), estrone, estradiol linguets, and a com¬ 
bination of free and ethinyl estradiol or conju¬ 
gated equine estrogens, xvith and xvithout methyl- 
testosterone. 

In addition, xve employed piperazine estrone 
sulfate, potassium estrone sulfate, crystalline estrone 
sulfate, and crystalline estrone sulfate, enteric- 

TAnij:2 .—of Euclocrinc and Notiendocrine Preparations 
on Patients with the Menopausal Syndrome 
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coated. Vitamin E preparations, phenobarbital, and 
placebos xvere gix'en from time to time xvith the 
abox'e estrogenic compounds, xxith attention to the 
appearance of the preparation in order that the 
patient should receive no hint of change of medica¬ 
ment. 

The dosages of the x’arious preparations em¬ 
ployed are listed in table 2. Vitamin E xvas pro¬ 
vided in 50-100 mg. capsules or tablets daily. The 
bases for the responses noted in table 2 are clinical 
improvement and the menopausal inde.x. This of¬ 
fered a more precise picture of the clinical re¬ 
sponse, in contrast to attempted evaluation based 
on the recording of the number of flushes in a 
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24-hour period, as recommended by Jones.The 
vaginal smear, taken prior to each patient inter¬ 
view, could not be depended on for true grading 
of response. It may t)nly be said that cornification 
was noted in most patients receiving estrogen 
therap)'. We simply graded the clinical response 
as either excellent, associated with complete relief 
or moderate relief with minimal residual S)'mp- 
toms, or poor, with no relief being noted. The 
best results were obtained witli ethinyl estradiol 
and conjugated equine estrogens alone or in com¬ 
bination with androgens. The crystalline estrone 
sulfate derivatives did not produce results as good 
as the conjugated equine estrogens, dose for dose. 
Stilbestrol produced nausea in 20% of cases. The 
frequency of this complaint definitely limited its 
use. The conjugated equine estrogens u’ere pre- 

To, ■ POOR 

a moderate 

“ * n Q excellent 




Fig. 1.—Effetts of eiidofline and nonendocrine prepara¬ 
tions (numbers correspond to those in table 2) on patients 
with nienopausal syndrome. 

sumed to be the source of two cases of dermatitis. 
\\’’ithdrawal bleeding affected 18% of those re¬ 
ceiving combined free and ethinyl estradiol. 

The graphic presentation in figure 1 shows that 
no one preparation could be considered perfect. 
None was 100% effective. Vitamin E, considered a 
panacea for so many conditions, did no better 
than a placebo. One other comment to be made 
about estrogen therap)' is that it has been claimed 
that certain estrogens have less of a bleeding 
effect on the endometrium than others. We believe 
that when a comparable dose of an estrogen is 
used it has the same potential hazard of producing 
endometrial bleeding as any other estrogen. The 
purported results showing that certain preparations 
have less bleeding tendency maj' be e.vplained 
simply by the fact that a less effective dose of that 


particular estrogen was being used. When a dose 
of any estrogen comparable to the clinical effec¬ 
tiveness of 0.05 mg. of ethinyl estradiol was used, 
the same bleeding tendency would occur. 

When androgens, in the form of methyltestos- 
terone, were added to the estrogens, physical vigor 
and joie de vivre became noticeable. Dull per¬ 
sonalities seemed to become a bit less so. Occa¬ 
sionally, patients who had been coming to us lor 
some time modestly whispered about an increase in 
libido. There were some, however, who did com¬ 
plain of distinct, bothersome clitoral irritation. 

The apparent synergism of combined steroid 
therapy permitted us to give smaller doses of each 
substance used and yet anticipate an equal or 
greater effect than when comparable doses were 
used individually. Vaginal bleeding did not occur. 
We were constantly alert for masculinizing effects, 
but there was no evidence of arrhenomimetic 
phenomena of significance. 

The general degree of improvement in a patients 
well-being attributable to androgen therapy had a 
decided effect in ameliorating the anxieties and 
nervousness of ^vhich she originally complained. 
Estrogen therapy alone did not seem to us to be 
so all-inclusive in effect. 

The physiological e.xplanation of the clinical 
success of this combined steroid medication is per¬ 
haps closely related to the protein anabolism and 
maintenance of nitrogen and phosphorus balance, 
as well as body electrolytes and creatinine utiliza¬ 
tion that estrogens and androgens induce. Osteo¬ 
porosis of the menopause is thus controlled. Al¬ 
though the true locale of the specific effect of 
testosterone is unknown, the estrogenic stimulus 
may be ascribed to favoring improvement in cell 
permeability.* It is reasoned then that, with the 
basic anabolic property of testosterone and the 
resultant protein storage, the enhanced cellular 
activit}' produced b)' estrogen increases the poten¬ 
tial of the protein anabolic effect of the androgen. 
The over-all effect of estrogen-androgen combina¬ 
tion is to prevent the depletion of body protein 
substances as age increases. Beyond the scope of 
tin’s paper one must give serious consideration to 
long-range steroid therapy in geriatrics, as so well 
presented by Masters.' In his hands this regimen 
effectively influenced 75% of the persons treated, 
with notable physical and psychological improve¬ 
ment. We are entirely in accord with Masters 
concepts and hav^e confirmed his observations. 

It should be mentioned that in the combined 
use of estrogens and androgens we do not mean 
to imply that estrogens can neutralize the unde¬ 
sirable effects of androgens and vice versa. The 
advantage of their combined administration lies 
in the fact that smaller doses of eitlier one may 
be used, so that the combination of the rivo may 
produce a synergistic effect, approaching the effec¬ 
tiveness of either one alone when administered in 
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lu?licr dosi's. In otiu'v words, if a piUioit would 
hired when 0.05 mg. of ctln'nyl estradiol per da\' 
\ras administered we could not prevent tlnit bleed¬ 
ing by the addition of 10 mg. of methyllcstos- 
torone. On the other hand, if 10 mg. of melhyl- 
Icstostcronc will produce heard growth in a 
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woman, we cannot inhibit thi.s In pertrichosis with 
a dose of 0.05 mg. of ethinyl estradiol. One can, 
however, diminish the dose of ethinyl estradiol to 
0.02 mg. and administer 5 mg. of methyltestos- 
terone simultaneoush' and achieve a therapeutic 
effect comparable to that obtained with 0.05 mg. 
of ethinyl estradiol. In so doing one diminishes 
the bleeding propensity which was ohser\’cd when 
the 0.05-mg. dose of ethin\'I estradiol was em¬ 
ployed or the hirsutism noted with 10 mg. of 
methyltestosterone. An interesting possible advan¬ 
tage of therapy with estrogens and androgens 
combined is that the estrogens at times may 
promote fluid accumulation and induce increased 
ner\'ousness, anxiety, and irritability in certain 
menopausal patients. The value of estrogens and 
androgens in these patients would be that tlie 
tendency for estrogens to produce enhanced ner¬ 
vousness is diminished with a smaller dose of 
estrogens, but the clinical efficacy is maintained 
by the addition of androgens without diminishing 
the desired clinical effect. 

A bit fearful of the possibilities of accumulation 
or addiction of extended barbiturate administra¬ 
tion, we did not use the combination of estrogen 
and a barbiturate. Instead we attempted to deter¬ 
mine clinically the value of combinations of reser- 
pine,'“ the purified alkaloid prepared from Rau- 
wolfia serpentina, with difierent hormones. Women 
with natural or surgically produced menopause 
who had demonstrated their capacities to respond 
to the preparations mentioned above were studied. 
Two clinically proved effective estrogens were 
administered, since a clinical response could be 
anticipated for the prescribed estrogen. Thereby 


one could ascertain the synergistic effect, if any, 
due to the additicin of reserpine. The two estro¬ 
genic preparations were ethinyl estradiol, 0.05 mg. 
per day, and conjugated estrogens, 1.25 mg. per 
day. Basically both of these estrogens generally 
effected a 70 to 90% relief of symptoms. Smaller 
doses of eitlicr estrogen when eombined with reser- 
pinc were found to be less satisfactory than the 
steroid alone. There is no synergistic action be¬ 
tween reserpine and estrogen such as that noted 
between androgens and estrogen. On the other 
hand, complaints not attributable to the menopause 
but nevertheless apt to increase the severity of the 
symptomatology took origin in the side-effects 
from the reserpine. We encountered nasal stuffi¬ 
ness, drowsiness, unusual dreams verging on night¬ 
mares, and even Parkinson-like disorders. 

The dose of reserpine was either 0.1 or 0.2 mg. 
twice daily. Such a fixed combination of reserpine 
and an estrogen was found to be somewhat of a 
handicap. It was apparent that when one com¬ 
ponent is I'lroductive of some untoward response 
an attempt at regulation is hindered by an inflexi¬ 
ble combination. Nasal stuffiness and drow’siness, 
the most bothersome side-effects, treated also with 
amphetamine derivatives or homatropine methyl 
bromide, did not bring much relief in the presence 
of continued use of reserpine. Libido was not af¬ 
fected either favorably or unf.vorably by reser¬ 
pine. Table .3 shows the doses and types of prepa¬ 
rations employed in combination with reserpine. 



Fig. 2.—Effects of reserpine plus different steroids (num¬ 
bers correspond to those in table 3) on patients with meno¬ 
pausal syndrome. 


Tliese data are graphically presented in fig. 2 
and provide strong evidence for the fact that no 
set of combinations superseded the excellent re¬ 
sults achieved with conjugated estrogens or ethinyl 
estradiol (table 2 and fig. 1). However, it should 
be emphasized that, if they are separately admin¬ 
istered, the simultaneous use of steroids and reser¬ 
pine may be helpful. A combined tablet did not 
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seem adsdsable in our patients, because of inflaxi- 
bilitj' of dosage and undesirable effects due to the 
reserpine itself. 

On the other hand, a combination of estrogen 
or estrogen and androgen with a plienothiazine 
compound seemed to be unusually effective in 
therapy of the climacteric synch-ome. Administra¬ 
tion of perphenazine with ethinyl estradiol and 


Table 4.—Effect of Parenteralhj Given Steroids on Patients 
with the ^^enopausa^ Syndrome 
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sorption tablet, appeared to yield a better thera¬ 
peutic effect than any one of the preparations 
administered alone (table 2 and fig. 1). No un¬ 
desirable effects were observed, u'ith the doses 
employed. There was no evidence that perphena¬ 
zine alone or in combination induced or accentuated 
melancholia or depression in the patients studied. 

Mode of Administration 

Traditionally medicaments are most simply and 
safely administered orally. We found this means 
of therapy to be a noncomplic ited and convenient 
mode in the majority of p.itients studied. Admit¬ 
tedly this requires repeated clinic visits for the 
medication, but it did permit a constant super¬ 
vision of therapy and provided a means of varying 
the h'pe and frequency of administration to judge 
adequately the clinical efiicacy of the compounds 
studied. However, some patients did not take the 
prescribed tablets as ordered; and to assure a more 
precise observation all patients were requested to 
return the unused medicaments. Intramuscular in¬ 
jections were elected for patients who would not 
or could not remember to take the oral medica¬ 
ments as given. In some this renewed confidence 
in the clinician, in cases in which a previous medic¬ 
ament did not completely satisfy. In evaluating 
several preparations we used the menopausal index 
technique to judge the duration of activit)’ of prep¬ 
arations with relatively prolonged acti\at>c We felt 
that these preparations had much to offer by pro- 
suding a continuous and effective control of the 
patient’s condition. Aqueous suspensions were not 


satisfactory because they were usually painful. In 
contrast, esterification of some steroids gave ns 
nonirritating, oil-soluble materials that acted over 
a comparatively long period of time. Two such 
preparations were used-estradiol valerate (Del- 
estrogen) and estradiol (Depo-Estradiol) cyclo- 
pentydpropionate.’® 

Table 4 and figure 3 show the control afforded by 
these parenterally given medicaments as compared 
to orally taken preparations listed. All of the long- 
acting preparations were clinically comparable, 
witlr respect to their ability to effect relief of 
menopausal symptoms. Parenterally given placebos, 
on the other hand, induced a poor effect by com¬ 
parison. The outstanding result of the long-acting 
parenterally given medicaments was that relief 
lasted between 15 to 25 days. These results were 
encouraging since one could now offer intramus¬ 
cular administration at two-week to three-week 
interwals, instead of the tedious and bothersome 
weekly or twice weekly administration previously 
practiced. Estradiol valerate, 10 mg., and estradiol 
cyclopentylpropionate, 5 mg., given usually at two- 
week intervals, were equally valuable and meas¬ 
ured up well to the best results achieved with any of 
the orally given materials used. Good control for pro¬ 
longed periods was obtained with these oil-soluble 
esters of estrogen. For those patients in whom oil 
solutions were poorly tolerated an aqueous solu¬ 
tion of polyestradiol phosphate proved to be an 
effective substitute. Adequate control of the meno¬ 
pausal syndrome was achieved with 40 mg. of this 
preparation injected every two weeks. Oily and 
aqueous solution of the long-acting steroid could 


■ POOR 
a MODERATE 
a EXCELLENT 



Fig. 3.—Effects of parenterally given steroids (numbers 
correspond to those in table 4) on patients with menopausal 
s>Tidrome, 


conveniently be used in patients who cannot swal¬ 
low pills or tablets. The long-acting parenterally 
given medicaments provide a method of definitively 
controlling unreliable patients and add an addi¬ 
tional approach to improve the therapeutic effect 
of steroid therapy in patients who do not respond 
adequately to oral medication. 
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Dc.spi(c the simplicity of oral medication and 
the availability of parcnterally given steroids, which 
may offer relief for longer periods of time, we 
found that the menopause induced hy surgery is 
best treated hy pellet implantation. Dean.sley and 
Parkes" showed that pellet implantation of ster¬ 
oids resulted in a prolonged release of the material 
in a manner akin to that ohsers'cd in the natural 
steroid secretion from the organs of internal secre¬ 
tion. The advantages of this type of therapy were 
a sustained, continuous physiological lc\'el of the 
implanted steroid sidjstance over an extended pe¬ 
riod of time. Therefore, in humans, pellet implan¬ 
tation was seen as a wa\' of offering the jmticnl 
untold comfort due to the long-continued effect of 
pellets. We helicvc that they pros’ed the ultimate 
aim in replacement therapy, inasmuch as continued 
maintenance of beneficial levels of the steroids is 
achieved with as little bother to the patient as 
possible. Not only would one gel a continuous 
endocrine effect hut the pellet itself would in sub¬ 
stance duplicate the secretion of the ablated organ. 

The surgically induced menopause may fre¬ 
quently he apparent before the patient leaves the 
hospital. This is especially tnic of younger women, 
certainly in those below the age of 40. -Of neces- 
sit)’, one would anticipate a relatively longer and 
possibly more difficult time in treating these cas¬ 
trated women. It is a real challenge to treat this 
type of patient successfully', without making ther¬ 
apy at this early age a burdensome matter. The 
same reasoning may be applied even to older 
patients who are suddenly' depris'ed of os’aries that 
are gradually declining in function. 

It is impossible at this point to proceed without 
a word about the practice of oophorectomy de¬ 
pendent on age alone. We go along with Ran¬ 
dall’s strong plea to retain ovaries in the absence 
of any pelvic disease that makes it imperative to 
remove these important structures. Tlie present 
trend does seem to oppose the routine bilateral 
oophorectomy of normal ovaries, in cases of be¬ 
nign uterine disease, just beeause of age. This 
strikes a happy note, since in time the frequency' 
of surgically induced menopause must propor¬ 
tionately lessen. 

In treating patients who had both ovaries removed 
at the time of total abdominal hysterectomy we 
have found it extremely' effective to insert pellets 
of steroid hormone into the rectus muscle beneath 
the anterior sheath during closure of the abdomi¬ 
nal wall. As a rule, we have avoided pellet im¬ 
plantation in patients with breast disease or a 
history of genital carcinoma. 

Our earlier studies included at first the im¬ 
plantation of single 25-mg. pellets of estradiol. 
This was quickly increased to tliree pellets of 
25 mg. of the same substance. Now we use three 
pellets of 25 mg. of estradiol and two pellets of 
75 mg. each of testosterone propionate. 


Initially we studied a group of surgically cas¬ 
trated women treated with estradiol pellets alone 
and used as controls a corresponding number of 
castrated women who were not receiving these 
pellets. The menopausal index showed effective 
control and reduction in severity of complaints up 
to 15 months. However, not all of die patients 
receiving pellets were relieved of all symptoms, 
and not all of the surgically castrated patients in 
the control series complained of menopausal symp¬ 
toms. As in the case of a young municipal hospital 
patient with huge fibroids and pelvic inflamma¬ 
tory disease treated with total abdominal hysterec¬ 
tomy' and bilateral salpingoophorectomy, one may 
occasionally encounter women who have complete 
absence of menopausal complaints. We believe, 
however, that in view of the majority of women 
in the younger age group, i. e., under 40 years of 
age, who exhibit profound and incapacitating 
symptoms after bilateral oophorectomy with total 
hysterectomy, that implantation of estrogens or 
estrogens combined with androgens is a propitious 
and wise form of therapy. We u'ould like to em¬ 
phasize that pellet implantation of estrogens is 
contraindicated in any patient who has a uterus 
or ovaries. The vaginal smears provided evidence 
for the long-continued effects of the pellets, inas¬ 
much as many of die patients showed a normal 
or increased degree of cornification 12 to 15 
months after surgery and implantation. As a rule 
the estrogenic effect was promptly noted, but occa¬ 
sionally smears did not manifest an effect of the 
pellets for die first six weeks. Breast congestion 
was not noted in any of our patients receiving 
therapy with estrogens alone or in those in whom 
estradiol and testosterone pellets were implanted. 

Estrogen pellets may' cause irregular bleeding, 
if the uterus remains in situ, as has been reported 
in from 30 to 50% of the cases. Small fibroids in 
these uteri have increased in size. Twombly and 
Millenadvised that an intact uterus is a contra¬ 
indication to estradiol pellet implantation unless 
prior sterilization by radiation had been done. We 
encountered no vaginal spotting (not unexpectedly, 
as every one of our patients had had a hysterec¬ 
tomy). Originally it was felt that estrogen pellets 
alone induced a smooth course, free of the post¬ 
operative symptoms usually noted in precipitous 
estrogen withdrawal. It was also noted that in the 
control series we had many minor complaints, 
notably absent in the patients treated with estro¬ 
gen pellet implantation. Accordingly, we permitted 
ourselves to assume that the lesser difficulties were 
relieved in the patients treated with pellets. It is 
possible that tlie symptoms might not have necessi¬ 
tated medical aid, but still they would have been 
a burden to the patient. 

Dispelling such complaints with pellet implan¬ 
tation offers the physician a valuable tool in the 
treatment of surgically induced climacteric. The 
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addition of testosterone pellets to the estrogen was 
distinctl}’ ad\'antageous in offering the patient a 
general sense of well-being. While the estrogen 
alone produced a well-controlled and satisfied pa¬ 
tient, the combination of androgen and estrogen 
pellets gave a more effective response; improved 
spirits were readily apparent, as well as enhanced 
libido, an important factor in maintaining normal 
marital relationships. In tliese cases we were care¬ 
ful to note any evidence of e.xcessive hair growth. 
Tlie sIo\\' release of androgens from the pellet site 
in doses of gammas per day could not be consid¬ 
ered a factor in hirsutism. We are all cognizant of 
the increased hirsutism that may spontaneously 
occur in some postmenopausal women. However, 
we take issue with those who believe that the 
minute amounts of androgens released from the 
pellet site ma}' cause hirsutism. Anj' hair growth 
noted is probably a consequence of the natural 
course of the syndrome. Mdien for some reason 
pellets were not implanted at operation, we util¬ 
ized the trochar insertion for implantation. This 
technique when done properly is not associated 
with significant discomfort and should be consid¬ 
ered essentially an office procedure. The subscapu¬ 
lar or inguinal regions may be used. The same 
number of pellets are implanted as v'ere used at 
the time ot surger\', and the hia'us created is 
closed with a single 0000 suture. 

A relati\'ely infrequent site for the administra¬ 
tion of steroids is the \'agina. Nonetheless, this 
mode of therapy may be of tremendous value in 
patients who have de^'eloped senile vaginitis. It 
is these patients who are especially prone to show 
loss of elasticity and atronhic local vascular changes 
conduci\'e to the formation of fissures. Often this 
results in the appearance of bleeding areas and a 
blood)' discharge. When this occurs in patients 
v’ell past the menopause, not only is it a source 
of mental anguish but it is associated with marked 
physical discomfort. These lesions responded well 
to local application (jf estrogenic creams or sup¬ 
positories. Of course, adequate testing by smear 
or biops\' may be indicated to rule out the factor 
of neoplasm. The creams that may be utilized with 
effectiveness should contain 0.05 mg. of diethyl- 
stilbestrol, 0.5 mg. of dienestrol, or 1.25 mg. of 
conjugated equine estrogens per gram of ointment. 
The local use of these esh'ogens is associated with 
jrrompt relief and usualh' does not cause any 
s}’stemic effect. Unfortunately, dyspareunia and 
pruritus \'ulvae did not always respond so favor¬ 
ably. The incorporation of 1 to 2.5% of hydro¬ 
cortisone with the estrogen in these patients has 
offered a better therapeutic response for local 
application in some patients with atrophic vaginitis. 

A word about the use of estrogen in cosmetics 
would be appropriate at this time. Startling claims 
have been made b\’ various manufacturers con¬ 
cerning tlie induction of youthful effects by estro¬ 
gens incorporated in facial creams. These ad- 
\’ertisemcnts grossl)' e.vaggerate the therapeutic 
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efficacy of their products, since the amounts of 
estrogens which are incorporated are below the 
therapeutic measure. We believe that estrogens 
given systemically in effective doses will produce 
a beneficial effect on the skin by increasing the 
deposition of elastic tissue. However, we must also 
state that the amount of esb'Ogens in the cosmetic 
creams available to date is low and present only 
in homeopathic concentration, so that an adequate 
therapeutic response could not be anticipated. If 
the amount of estrogens svere increased, this would 
place such creams and lotions in therapeutically 
effective ranges, so that sale over the counter 
svould be prohibited, according to our present laws 
and regulations. The anticipated therapeutic action 
of such creams indiscriminately used would be 
e.xpected to induce vaginal bleeding and other 
undesirable effects of hypez'estrogenization. 

Conclusions 

The above therapeutic approach to the manage¬ 
ment of the menopausal patient has been offered 
as a means of treating a condition that can be 
distressing to both the yrhysician and the patient. 
Wise management by the physician will result in 
a very grateful patient. The use of placebo therapy 
in appropriate cases may achieve the same thera¬ 
peutic response as an estiogen. Placebo therapy 
in such patients is not a dishonest procedure but 
a means of treating a patient according to the 
dictums of our profession. The possibilities of seda¬ 
tion, psychotherapy', or esriogens and androgens 
furnish the physician with multiple mode., of ther¬ 
apy for a comple.x problem and may induce relief 
in women who ordinarily' would have to suffer 
tlirough a rather unpleasant and possibly danger¬ 
ous period of their lives. There is no need for 
these patients to suffer and say that they can bear 
their symptoms. Appropriately instituted therapy 
will create a happier patient and a better psy'cho- 
logicaJ clinical picture. 
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PROLONGED ESTROGEN THERAPY IN POSTMENOPAUSAL WOMEN 

Stanley Wallach, M.D. 
and 

Philip ir. Hcnncitian, Kf.D., Boston 


Cessation of ovarian function during middle life 
is a physiological event. However, lack of estrogen 
has been implicated as a major factor in the pro¬ 
duction of (1) the menopausal syndrome, consist¬ 
ing of hot flashes, fatigue, insomnia, and emotional 
lability; (2) postmenopausal osteoporosisand 
(3) the elevated beta:alpha-lipoprotein ratios" of 
postmenopausal women. It is generally recognized 
that estrogen administration induces positive bal¬ 
ances of nitrogen, calcium, and phosphoms in 
women with postmenopausal osteoporosis “ and 
corrects the postmenopausal serum lipid abnormal- 
ity.° The present study represents a retrospective 
assessment of the efficacy and complications of 
prolonged estrogen therapy of the menopausal 
syndrome and postmenopausal osteoporosis. 

Methods 

The records of women treated with estrogens 
during the past 25 years were reviewed. Premeno¬ 
pausal women, patients who had never menstruated 
spontaneously, patients with acromegaly, and those 
with endocrine disorders associated with gonado¬ 
tropin excretion of less than menopausal levels 
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Medical Association, New York, June 6, 19S7. 


The fact fhat estrogens hove now been in 
therapeutic use for more than 25 years 
made it possible to examine the evidence 
for their sofety and effectiveness in a study 
of 292 postmenopausal women. The mean 
duration of estrogen therapy in this group 
was 5.1 years per patient. The estrogens 
most used since 1945 hove been diethylstil- 
besfrol and conjugated equine estrogens, 
and the latter have been tolerated without 
side-effects by almost all patients. Among 
the commoner symptoms of the menopause, 
hot flashes were completely relieved in 93 
of 94 patients. Postmenopausal osteoporosis 
was treated by prolonged estrogen therapy 
in 119 patients, 103 of whom had suffered 
collapse of vertebroe,- either complete or 
significant relief from pain occurred in 90%. 
Evidence that estrogen therapy is prophy- 
loctic against postmenopauso) osteoporosis 
was obtained in a group of 27 women. A 
study of the incidence of tumors among the 
292 patients yielded no justification for the 
fear that mammary and cervical carcinoma 
may result from this therapy. 
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were excluded. Finally, the records of 292 post¬ 
menopausal women who received estrogen therapy 
for more than 12 montlis were studied in regard to 

(1) the modes, results, and side-effects of therapy; 

(2) the efiRcacy of estrogen therapy in the meno¬ 
pausal syndrome; (3) the effect of prolonged ther¬ 
apy on the incidence and course of postmenopausal 
osteoporosis; and (4) the incidence of breast and 
genital carcinoma during prolonged estrogen ther¬ 
apy. Tliis group of women ranged in age from 15 
to S3 \'ears (mean age 51 years) and received treat¬ 
ment for a total of 1,480 years (mean 5.1 years of 
estrogen therapy per patient). Fift>'-eight women 
had a spontaneous or artificial menopause before 
the age of 35. In 94 patients partial or total removal 
of the internal genitalia had been performed prior 
to therapy. 

Modes of Therapy.—Prioi to 1945 orally and 
intramuscularly given prepaiations of esti'adiol 
esters, estradiol pellets implanted subcutaneousl}% 
and long-acting parenterally given preparations of 
estrone and methylstilbestro! were most frequently 
used. The estradiol preparations were administered 
t\vice or three times per week witli occasional 
medication-free interv'als. Tlie pellet and depot 
preparations provided continuous estrogenic stimu¬ 
lation. After 1945 these preparations were gradu¬ 
ally replaced by orally given dietlndstilbestrol, 1 to 
3 mg. daily, or conjugated equine estrogens (Prem- 
arin), 1.25 to 5 mg. daily, administered cyclically in 
courses of 21 to 35 days with intervals of 7 to 10 
days between courses. In women who had under¬ 
gone hysterectomy the courses were 90 days in 
duration with intei'vals of 14 days between courses. 
In addition to being given estrogen replacement 
therapy 16 women w’ere gi'ven the progestational 
agent anhydrohydro.xyprogesterone (ethinyl testos¬ 
terone), in doses of 50 mg. daily for the last five 
days of each course of esti'ogen. FifU'-one patients 
received methyltestosterone, 2.5 to 10 mg. sublin¬ 
gually daily, in addition to estrogen replacement 
therapy. 

Patients were seen at four-week to six-week in- 
tejw'als diiriDir the initial period of therapy and two 
to four times per year after the establishment of 
satisfactoia- regimens. The patients’ heights and 
weights were recorded at each visit, and all pa¬ 
tients were asked to keep records of menses. Pelvic, 
breast, and \'aginal cytological examinations were 
performed eveiy 6 to 24 months. Roentgenograms 
of the spine and peb'is w’ere obtained at one-year 
to fi\'e-\'car intervals. 

Side-effects of Therapy.—IneguiaT and occasion¬ 
ally e.xcessive uterine bleeding was common in 
w’omen treated with preparations providing con¬ 
tinuous estrogenic stimulation. Among the svomen 
treated after 1945 with orally given estrogens regu¬ 
lar menses after estrogen m’thdrawal were induced 
in 90%, In 5% of patients irregular or e.xcessive 
menstrual bleeding occurred, which W'as usually 


corrected by the addition of progestational agents. 
In the remaining 5% of patients the menses became 
scant or ceased after a few courses of estrogen re¬ 
placement, and progestational agents were usually 
ineffective in reinstituting menses. This phenome¬ 
non occurred most frequently in elderly patients 
and in patients receiving combined estrogen-andro¬ 
gen therapy. Menstrual irregularity of sufficient 
severity to require curettage or hysterectomy did 
not occur in patients given cyclic oral estrogen 
therapy. 

Nausea occurred in 20% of patients given diethyl- 
stilbestrol. Conjugated equine estrogens were toler¬ 
ated by almost all patients and were substituted for 
diethylstilbestrol in patients intolerant to it. Blood 
dyscrasias, jaundice, or other manifestations of 
drug to.xicity were not observed with either 
preparation, E.xcessive sodium and water retention 
occurred in 4% of patients, all of whom had pre¬ 
existent cardiac disease. A diuretic regimen per¬ 
mitted continuation of estrogen therapy in the 
majority of patients noth this complication. Urinar)' 
stress incontinence developed in 1% of the group 
and required cessation of therapy. Reactivation of 
endometriosis and of migraine headache occurred 
in one patient each. Nocturnal cramps were not 
observed. 

Permanent discontinuation of therapy because of 
menstrua] irregularity or any of the above-men¬ 
tioned side-effects was necessary' in 5% of patients, 
A similar incidence of side-effects occurred in 
rvomen treated less than one year. 

Estrogen Therapy of the Menopausal Syndrome 

Ninety-four patients rvere treated primarily for 
severe symaptoms of the menopausal syndrome. 
Many had been pi'eviously treated unsuccessfully 
with phenobarbital and other sedatives. In many 
instances the sy'mptoms had been present for three 
or more years without spontaneous abatement. 
Complete remission of the hot flashes and signifi¬ 
cant or total alleviation of the related sy'mptoms 
was achieved in 93 patients. Sy'mptoms which 
existed prior to the menopause, including those of 
overt neuroses and psy'choses, were not benefited 
by estrogen therapy. 

Fifty-four women with onset of menopause prior 
to age 35 u'ere given estiogen replacement therapy 
not only for the severe menopausal syndrome ob¬ 
served in this group but also prophy'lactically for 
postmenopausal osteoporosis. The effeet of estrogen 
on the menopausal symdrome in this group and in 
women treated less than one y'ear was identical 
'vith that observed above. 

Estrogen Therapy of Postmenopausal Osteoporosis 

Postmenopausal osteoporosis may be defined as 
a generalized loss of bone mass, affecting the spine 
most severely', which occurs in a small percentage 
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pause before the age of 35 years did not predispose 
to an earlier or more severe osteoporosis relative to 
the time of menopause. 

The criteria chosen for evaluation of the results 
of estrogen therapy of postmenopausal osteoporosis 
were persistence of chronic back pain, loss of height, 
and roentgcnographic progression of vertebral 
compression. Radiologic observation of density of 
the spine was found to be an unreliable parameter 
of changes in degree of osteoporosis, since marked 
differences in radiodensity occurred, due solely to 
variations in radiologic technique (fig. 1).'' Height 
loss was adopted as a criterion because of a positive 
correlation between this parameter and roentgen¬ 
ologic evidence of vertebral compression. Among 
the 292 postmenopausal women under study pre¬ 
menopausal and postmenopausal heights were re¬ 
corded for 94 patients previously determined to 



of women after the menopause. The loss of hone 
mass is probably related to diminished estrogen 
secretion and decreased osteoblastic activity. Bone 
liistoloe)'' is little altered; there is simply less hone. 
As total hone ma.ss dimini.shcs, hone resorption is 
decreased proportionately. Eventually, the rale of 
bone resorption approaches the postmenopausal 
rate of bone formation and little further loss of 
bone mass occurs. However, vertebral and other 
fractures continue to occur and the process may he 
accelerated by the decreased actis'ih’ imposccl by 
bone pain and by increasing age. 

In affected women demineralization may appear 
as soon as two years and vertebral compression as 
soon as six years after the menopause. In patients 
with concomitant hyperthr-roidism these changes 
may appear earlier. Fractures of the neck of the 
femur and humerus, of the wrist, and of the ribs 


Fig. 1.—Roentgenograms of skull of patient, obtained on same day, showing variation in radiodensity due to radiologic tech¬ 
nique alone. Roentgcnographic appearance of skull is not abnormal in patients svith osteoporosis. 


after mild trauma are particularly common in wom¬ 
en with postmenopausal osteoporosis. Serious neuro¬ 
logical defects after vertebral fractures are rare. 

In the present series 119 patients received pro¬ 
longed estrogen therapy for postmenopausal osteo¬ 
porosis. Serum calcium and phosphorus levels were 
normal in all patients. Transient increases in the 
serum alkaline phosphatase level were sometimes 
observed after ■ fractures. Increased urinary excre¬ 
tion of calcium occurred in only a small number of 
patients. Collapsed vertebral bodies occurred in 103 
patients. Postmenopausal etiology for the osteoporo¬ 
sis was considered presumptive in only 18 patients 
of this group because of antecedent immobilization 
secondary to trauma, arthritis, or neuromuscular 
disorder. Forty-two patients received small doses 
of methyltestosterone in addition to estrogen, with¬ 
out evidence of a superior therapeutic result. Sur¬ 
gical or radiologic castration or spontaneous meno- 


be free of lordosis, lower extremity fractures, 
degenerated intervertebral disks, or kyphosis of 
arthritic or neuromuscular origin. In 41 women no 
significant postmenopausal height loss occurred, 
whereas in 53 patients losses between 0.5 and 6 in. 
(1.25 and 15 cm.) occurred. Roentgenograms of 
the spine were available in 33 women who had no 
height loss and revealed vertebral demineralization 
in 4 but no instances of significant vertebral com¬ 
pression and no roentgcnographic abnormality in 
29. Among the 40 patients with height loss in whom 
roentgenograms were available decreased radio¬ 
density alone was present in 8, and vertebral com¬ 
pression was evident in 30. In only txvo patients of 
the latter group were the spines roentgenographi- 
cally normal. 

Chronic back pain was the most common present¬ 
ing symptom in the patients with ost'^onnvosis. 
Complete relief or significant improvement of pain 
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occurred in 90% of the patients treated with estro¬ 
gen. Diminution in pain was usually reported with¬ 
in two months of initiating therapy, and progressive 
decrease in pain and increase in mobility were 
reported during the succeeding 6 to 10 months. In 
some patients this favorable course was punctuated 
by brief episodes of acute pain. 

The effect of therapy on height loss and vertebral 
compression could be evaluated in 22 women with 
osteoporosis who received therapy for four or more 
years (fig. 2). These women had lost 1 to 5 in. in 
height prior to therapy and had compression of one 
or more vertebrae. Height loss ceased immediately 
after the initiation of estrogen therapy in 10 pa¬ 
tients and within two years of initiating therapy in 
an additional 6 patients. One patient stopped los- 



Fig, 2—Height loss in postmenopausal women before and 
after estrogen therapy. Upper dots represent 27 women 
treated prior to development of osteoporosis, lower dots 22 
women with osteoporosis at beginning of treatment. In 16 
women with osteoporosis height loss ceased within hvo years 
of initiating therapy. 

ing height after tliree years of tlierapy. Five pa¬ 
tients continued losing height, but, in tlrree such 
instances, the total loss was 0.5 in. In two patients 
the height loss was apparently unaffected by estro¬ 
gen therapy. Serial roentgenograms confirmed the 
height data in eveiy' patient. In no patient was there 
an unequivocal increase in radiodensih' after ther¬ 


apy. Figure 2 also summarizes the results of estro¬ 
gen therapy in 27 postmenopausal women witliout 
prior osteoporosis. During 4 to 25 years of estrogen 
therapy no significant back pain, height loss, or 
vertebral compression occurred. 


STILBESTTIOL Imqm qd 
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Fig. 3.—Summary’ of heiglil and roenlgenographic findings 
in 69-year-old woman with postmenopausal osteoporosis. 
Patient received estrogen therapy from 1947 to 1932. 
Height loss and vertebral compression resumed after dis¬ 
continuation of therapy. 

Figure 3 summarizes the height and roentgeno- 
graphic findings in a particularly illustrative patient. 
This 69-year-old woman first developed back pain 
24 years after a spontaneous menopause. Examina¬ 
tion revealed marked kx'phosis, compensated 
rheumatic heart disease, and a postmenopausal 
height loss of 4.5 in. (11.4 cm.). There was in¬ 
creased radiolucency of the thoracic and lumbar 
vertebrae, with compression of many vertebrae. 
Results of laboratory studies were normal. The pa¬ 
tient was given diethylstilbestrol in doses of 1 mg. 
daily and methyltestosterone, 5 mg. daily, with a 
seven-day estrogen abstention period every fifth 
week. Regular withdrawal bleeding ensued. After 
three months of therapy back pain was improved 
and after 12 months completely absent. Height loss 
ceased after one year and androgen therapy was 
discontinued. During the third year of estrogen 
therapy peripheral edema developed, and the pa¬ 
tient was treated with digitalis and diuretics. 
Estrogen therapy was finally discontinued after 
five years because of progressively severe edema. 
The patient was observed at intervals during the 
ne.xt five years. The edema regressed but did not 
disappear. Four episodes of acute back pain oc¬ 
curred in these five years, but chronic back pain did 
not recur. Despite these relatively mild symptoms 
a furtlier height loss of 1.5 in. (3.7 cm.) and roent- 
genographic evidence of further vertebral compres¬ 
sion occurred. 
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Occurrence of Breast and Genital Cancer 

Primarj’ carcinoma of the hrcasl was not detected 
in any patient during estrogen therapy. Five wom¬ 
en l).id heen subjected to radical mastectomy for 
mammary cimeer prior to therapy. One patient, 
wliose original neoplasm had appeared 15 years 
.after the menopause, do\’eloped a recurrent mam- 
mars' carcinoma after six years of combined 
estrogen-progesterone therapy. In four patients the 
mammary carcinoma had developed shortly be¬ 
fore the mcnoiwuse. These four patients completed 
one to five years of estrogen therapy without in¬ 
cident. 

Seven patients developed genital cancer during 
estrogen therapy (see t.able). Cervical carcinoma 
in situ developed in one patient 'after two years of 
cyclic diethylslilbcstiol therapy. Overt carcinoma 
of the ccrs’ix did not occur in any patient. Two 
women developed os'arian cystadcnocarcinomas. 
One of these patients had received oral therapy 


Siiimiinri/ of Clii\iail I''c(iliircs of Si-eeii P(iticiitx tclllt 
Cciiitol CarciiiniiKi 


Ace. 


r.nroKon 'I'lii-niiiy 


Yr. 

Site of CniHi'r 

Year* 

Type 

Otilconic 

:a 

K'ctvIj 

•> 

t>rul, cyrlic 

No rceurrcncon yr. later 

.VI 

Kndometritim 


<Jral. cyclic 

No (ollow-iui 

4S 

Entloinetrimn 

0 

Parenteral. 

<lepot 

N«» recurrence U yr. later 

BS 

Kmloinctrinm 

$ 

Parenteral. 

depot 

No follmv-up 

57 

Kndotnctrluin 

15 

Puri'ntcrnl, 

depot 

No recurrence 1 yr. later 


Ovary* 

a 

Parenteral. 

depot 

No recurrence 11 yr. later 

Ovary* 

* Cy^tttdi'nocHrcInoJun, 

o 

Oral, cyclic 

Died of tnota«!taves 
.5yr. later 


with a stilbestrol analog for two years with regular 
abstention periods, but tire other had received five 
years of therapy with depot and pellet preparations 
of stilbestrol analogs. 

Four patients developed adenocarcinoma of the 
endometrium. Tlrree of these patients had received 
various combinations of parenteral, depot, and 
pellet preparations for 6 to 15 years before the 
neoplasm was detected. One patient developed an 
endometrial cancer after two years of cyclic oral 
diethystilbestrol therapy. 

All six ovarian and endometrial carcinomas ap¬ 
peared prior to 1948. Only one genital cancer, a 
cervical carcinoma in situ, was detected in the last 
10 years covered by this study, despite increased 
use of cervical cytological techniques. There were 
no breast or genital carcinomas in the patients 
treated less than one year. 

Comment 

The eflacacy of estrogen replacement in treating 
the menopausal syndrome is well recognized, and 
its uniformly beneficial result contrasts with the 


commonly unsuccessful use of sedatives and other 
nonspecific measures. In postmenopausal osteo¬ 
porosis the present report of a benefieial effeet of 
estrogen on back pain, loss of height, and roent- 
genographic changes extend previous studies which 
demonstrated a favorable effeet of estrogen on 
nitrogen, calcium, and phosphorus balance." The 
small positive balances induced by estrogen in 
these studies may offer partial explanation for the 
failure to observe increased radiodensity after 
therapy and tiie interval between the initiation of 
therap)' and the cessation of further vertebral 
compression in some patients. The cessation of 
further vertebral collapse in patients receiving estro¬ 
gen therapy does not appear to be fortuitous in 
view of the uniformity with which the response is 
obtained, the severe and continuous vertebral 
compression observed in patients with idiopathic 
osteoporosis not amenable to estrogen therapy,' 
and the resumption of vertebral compression in 
patients witii postmenopausal osteoporosis, if estro¬ 
gen therapy is discontinued. The failure to de¬ 
velop osteoporosis in the 27 postmenopausal 
women in wlmm estrogen therapy was begun prior 
to the development of osteoporosis suggests that 
estrogen therapy is an effective prophylaxis for 
postmenopausal osteoporosis. 

Serious side-effects of prolonged estrogen ad¬ 
ministration are infrequent and seldom necessitate 
discontinuation of therapy. The fear that breast and 
cervical carcinoma may result from this therapy 
appears to be unfounded. However, the incidence 
of endometrial carcinoma in this group of patients 
is many times the normal incidence.’ The occur¬ 
rence of four cases during the first 15 years and 
none during the last 10 years covered by this study 
is possibly the result of the regular desquamation 
of stimulated endometrium that occurs with cyclic 
estrogen therapy. Continuous estrogen secretion 
has been implicated in the increased incidence of 
endometrial carcinoma in patients with estrogen- 
secreting tumors." Tlie appearance of two cases of 
ovarian cystadenocarcinoma during the first 15 
years of this study also exceeds the expected inci¬ 
dence.' The association may be fortuitous in view 
of the absence of other reports of this type of can¬ 
cer in estrogen-treated women. Estrogen has no 
known stimulating effect on the ovary. 

Summary and Conclusions 

A 25-year retrospective study of tlie results of 
prolonged estrogen therapy in 292 postmenopausal 
women showed that serious side-effects were in¬ 
frequent and necessitated discontinuation of therapy 
in only 5% of patients. Excellent results were ob¬ 
tained in the treatment of the menopausal syndrome 
and in postmenopausal osteoporosis. One case of 
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uterine cervical carcinoma and none of breast can¬ 
cer occurred during prolonged estrogen therapy. 
Four cases of endometrial cancer and two of ovarian 
cystadenocarcinoma developed during the first 15 
years of the study, but none were detected during 
the last 10 years of the study. This sharp decline in 
the incidence of genital carcinoma was related in 
time to a change from continuous to intermittent 
estrogen therapy. It is concluded that prolonged, 
cyclic, oral estrogen therapy combined with periodic 
pelvic and vaginal cytological e.vaminations is a 
safe and effective therapy for postmenopausal 
women \\'ith disabling menopausal s\anptoms or 
postmenopausal osteoporosis. Its use in women with 
premature menopause is also recommended. 

This study was supported, in part, by grants from the 
United States Public Health Sers'ice, the American Cancer 
Society, and Ayerst Laboratories, New York. 

Patient data used in this study were supplied by Drs. 
Fuller Albright, A. P. Forbes, E. C. Reifenstein Jr., F. C. 
Bartter, and P. H. Benedict. 
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USE OF TRANQUILIZERS IN DERMATOLOGY 

Wayne Wright, M.D., Hayward, Calif. 


The fields of dermatology and psychiaby are 
thought by many to be closely related. Most 
psychiatrists and manv dermatologists feel that 
several dermatoses are of psychogenic origin; prom¬ 
inent among the dermatoses most often described as 
being produced by psychogenic stimuli are psoriasis, 
lichen planus, pruritus ani and vulvae, atopic 
dermatitis, chronic urticaria, nummular eczema, and 
localized neurodermatitis.’ It is logical that tran- 
quilizing drags would be used in the treatment of 
patients with skin disease, and in April, 1955, when 
Selling' reported that meprobamate cleared skin 
eruptions of psychosomatic origin, I decided to 
launch a controlled study of phrenotropic drugs in 
the therapy of patients with dermatoses. The main 
categories and subgroups of tranquilizing drugs 
used in the study are listed in table I. 

As showm in table 2, these drags can be divided 
into two classes on the basis of their pharmacologi¬ 
cal actions, diose tliat e.vert a suppressi\'e effect on 
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Nine tranquilizing medicaments were 
compared clinically with respect to their 
usefulness in treatment of patients with 
dermatological disorders. To be included in 
the series the patients had to be treated for 
not less than four months and were examined 
by the physician not less than 12 times. Of 
the 740 patients considered, 180 were 
dropped from the therapeutic study because 
of side-reactions but were considered in the 
study of complications. The blind method of 
drug selection was utilized for 420 patients. 
As a specific modality in the therapy of 
dermatoses it appeared that tranquilizing 
drugs had little to offer. The only possible 
exception was hydroxyzine hydrochloride for 
patients with nummular eczema. As adjunc¬ 
tive therapy phrenotropic drugs aid in three 
different situations: when pruritus is severe, 
when patients have difficulty in sleeping, and 
when steroid dosage is being reduced. 
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tlic autonomic nervous sy.slem (they act against or 
antagonize acctylcliolino, In'slainino, and serotonin), 
and those that are central nervous system relaxanls. 

Materials and Methods 


The following drugs were alternated in all pa¬ 
tients and, when possible, a three-week continuous 
regimen was maintained, with the dosage being 
regulated by a physician: rauwolfia, meprobamate, 


The scnirces of clinical cases were the mitp;itient 
and inpatient services of Trasu’s Air Force Hospital 
in Fairfield, Calif., the psychiatric practice of Dr. 
Jean S. Wright, and the dermatological practices of 
Dr. Max Krause and myself. The study reported in 
this paper was undertaken on May 1, 195.5, and 
terminated on April 1, 1959. 

The patients had to be seen once or twice weekly 
for a period of two months and then at least twice 
monthh' for two more months to he counted in this 
report. A total of 7-10 patients met this requirement. 
Because of side-reactions, results in ISO patients 
were dropped from the therapeutic data, hut they 
were counted in the section on complications. Diag¬ 
nosis and number of patients were as follows: 

Table l.—Classificalinns anti Ccncric Natnes of Trantiniliz- 
inp Drugs Used in Treatment nf Patients leitli Dermatoses 


1 AiiLi: Z.'-Pharmacological Actions of Tranquilizing Drugs 

Action Drug 

Group A: those which affect autonomic nervous system 


Proftiicc .sleep pattern in cleetro- 
enccplialogram, Imt not necessarily 
sleep 

llloek conditioned relle.ves 
Prolong harhilurate anesthesia 
I..oss'er electroconvulsive threshold 


Rcserpine 

Chlorpromazine 

hydrochloride 

Prochlorperazine 

Perphenazine 

Hydroxyzine 

hydrochloride 

Oxanamide 


Group 11: Those which alleet central nervous system 

Do not produce sleep pattern in 
elcclroencephalograni Meprobamates 

Have relaxant elfcct on spastic muscles 
Do not alTcct conditioned reflexes 
Increase consmlsis’e threshold 


Rauwolfia alkaloids 
Rcserpine 
Rauwolfia 

Phcnothiazinc derivatives 

Chlorpromazine hydrochloride 
Prochlorperazine 
Perphenazane 
Trimeprazine 
Substituted propanediol 
Meprobamate 
Diphenylmethanc . 

Hydroxsv.ine hydrochloride 
Amides 
Oxanamide 

psoriasis, 100 patients; pruritus ani and vulvae, 100 
patients; lichen planus, 75 patients; atopic derma¬ 
titis, 150 patients; chronic urticaria, 100 patients; 
localized neurodermatitis, 140 patients; and num¬ 
mular eczema, 75 patients. 

A blind study was done on 75% of tbe patients, 
with another physician selecting the drug and dose 
to be used. The one doing the follow-up on the case 
did not know which drug or drugs the patient was 
receiving or had received. Results were evaluated 
by the objective change in tire skin condition and 
the patient’s subjective signs of improvement in 
such symptoms as itching. 

For a three-week period all patients were on 
therapy consisting only of administration of a tran- 
quihzing drug. Topical and injected medicaments 
were withheld. It was deemed unfair to the patient 
to use only these orally given preparations if no 
subjective or objective improvement was noted in 
21 days, but it is realized that three weeks may 
not be sufficient time for tire tranquilizing drugs to 
prove or disprove their value. 


prochlorperazine, perphenazine, hydro.xyzine hy¬ 
drochloride, trimeprazine, and oxanamide. Neither 
excessive nor minimal amounts were used of any of 
the drugs. 

Results of tre;»lment with orally given tranquiliz¬ 
ing drugs alone are shown in table 3. It is seen that 
nummular eczema was the onl)' condition in u'hich 
significant improvement was noted, when admin¬ 
istration of tranquilizing drugs was the only therapy. 
It is most interesting that, of the 37 patients with 
nummular eczema who improved, 30 were taking 
hydrox)’zine hydrochloride in a dosage of 10 mg. 
three times daily. Of the remaining seven patients 
four were taking perphenazine, 4 mg. three times 
daily, and three were taking trimeprazine, one tablet 
three times daily. As yet, no reason is knoum why 
hydroxyzine hydrocnloride was so eifective in this 
clinical condition. 


Table 3.—Resii/ts of Treatment of Patients with Dermatoses 
with Tranquilizers Alone 


DhiunosK 

Patients 

Improved Xo Change 

\Yorse 

P.voriutiis . 

100 

12 

74 

14 

Pruritus uni and vulvae.. 

100 

16 

72 

12 

Lichen planus . 

7u 

4 

49 

22 

Atopic dcinuititis . 

150 

23 

97 

25 

Urticaria .«... 

100 

4 

04 

32 

Localized ueurodurmatltls 

140 

IS 

91 

31 

Nuininular eczema. 

75 

37 

29 

9 


The next approach in determining the value of 
tranquilizing therapy was to try to obtain the best 
possible clinical improvement in patients with ac¬ 
cepted methods of therapy and then to add phreno- 
tropic drugs to see if further improvement could 
be elicited. X-ray therapy was eliminated as a 
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method in tliis phase. Treatment witli steroids was 
used when not contraindicated. The results are 
showm in table 4. It is interesting to note that here 
again those patients treated with hydroxyzine hy¬ 
drochloride showed an impressive improvement in 
the condition knowm as nummular eczema. 

Complications 

For the purpose of this paper the complications 
can be classified as dermatological and nonderma- 
tological. It also might be appropriate to further 
divide these into minor and serious reactions to the 
Iranquilizing drugs. The minor nondermatological 
side-effects of the drugs used were blurred vision, 
nasal congestion, dryness of the mouth, changes in 
pulse rate, constipation, lactation in nonpregnant 
women, changes in menstrual cycle, urinary fre¬ 
quency, polyphagia, muscle spasm in the neek and 
shoulders, and significant rise in body temperature. 
No attempt was made to determine the percentage 
incidence of each type of reaction. 

Among the more serious side-reactions of a non¬ 
dermatological nature were convulsions, agranu¬ 
locytosis, and sudden hypotension with sjmcope. 


Table i.—Resuhs of Treatment of Dermatoses with 
Usual Methods Phis Tranquilizers 

Kcsiilt 




iHiprovement 



DlngDosis 

No. of Soiijco- 
Patients tivo 

Oiljoe 

tiv<‘ 

No 

Chanse Worse 

Psoriasis . 

KK) 

7 

«> 

SO 

11 

Pruritus ani and vulviie. lou 

18 

4 

71 

7 

LIchm planus . 

• r • • 7r* 

4 

0 

fiO 

11 

.Vtoplc dermatitis .. 

I'tO 

24 

8 

104 

14 

Urticaria .. 

m 

3 

3 

77 

17 

laoealiijed 

neurodennatiti? .. 

no 

9 

2 

121 

B 

Xtimnniltir ec/eina . 

.... 7<'t 

34 

31 

3 

7 

Convulsions,- 

-Three 

patients 

in 

the study 

had 


convulsive reactions after a few days of therapy. 
Two were young men and the other a 4S'year-old 
woman. Ali were taking 24 mg. of perphenazine 
daily in three divided doses. The woman had her 
first convulsion on the eighth day of the drug sched¬ 
ule. She later had a similar episode when hydroxy¬ 
zine hydrochloride, 10 mg. three times a day, was 
given. Her convulsions after administration of 
hydroxyzine hydrochloride started on the fifth day 
of therapy. 

One male patient, aged 19, had his first seizure 
on the fomth day of perphenazine administration, 
on a dosage of 24 mg. daily. The second male, aged 
22, developed convulsions on the sixth day of per¬ 
phenazine administration, with the same dosage. 
Both young men tolerated treatment with hydro.xy- 
zine hydrochloride, 10 mg. three times daily; 
prochlorperazine, 5 mg. three times daily; and 
meprobamates, without further convulsions. 

Electroencephalography was done and the trac¬ 
ings of all three patients showed epileptiform 
patterns. None of tlie three admitted ever having 
convulsions before. It is well established that the 


convulsive threshold is lowered by the phenothia- 
zines. Therefore, it follows that a careful history 
with regard to epilepsy should be taken before 
irhenothiazines are prescribed by any physician. 

Afiramilocytosis.—A 54-year-old woman with 
lichen planus was given trimeprazine tablets, 
one four times daily, because of e.xcessive pruritu.s. 
No other oral or radiation therapy had been ad¬ 
ministered to her in the previous 16 months. On the 
11th day of treatment she became listless and de¬ 
veloped a few small mouth ulcerations. Administra¬ 
tion of the drug was stopped, and a white blood cell 
count showed 1,200 per cubic millimeter, which 
fell to 800 in three more days. She was treated with 
transfusions, antibiotics, and tlien steroids. Her 
white blood cell count did not return to a level of 
4,000 per cubic millimeter until 42 days after ad¬ 
ministration of the drug had been stopped. No 
white blood cell count was done prior to admin¬ 
istration of trimeprazine; however, there had been 
no reason to believe that it had been depressed. 

White blood cell counts were then done on all 
patients being given phenothiazine therapy at two- 
week intervals after this e.xperience. No other severe 
depression of white blood cells was seen. In six 
patients the white blood cell count fell to 3,000 
during therapy with tiimeprazine. However, ad¬ 
ministration of the drug was not stopped and the 
white blood cell count did not decrease further. 
These patients were checked every other day with 
a hemogram. In two of them the white blood cell 
count returned to about 6,200 while they were still 
receiving the drug. 

No depression of white blood cells was seen in 
any of the patients taking phenothiazine derivatives 
other tlian trimeprazine. Fatal agranulocytosis 
after treatment with chlorpromazine has been re¬ 
ported by Tasker.“ 

Sudden Hypotension with Syncope.—Sudden hy¬ 
potension with syncope was seen in three patients; 
all three were receiving meprobamates, and all three 
developed syncope within one week of taking the 
drug. 

The first patient seen with this phenomenon of 
sudden onset of syncope was a 34-year-old woman 
with psoriasis. She reported that about 15 minutes 
after taking her "piU" she developed numbness and 
tingling of both upper and lower extremities and 
then fainted. She was alone at the time but esti¬ 
mated that she was unconscious for about 30 min¬ 
utes. Examination of the drug schedule showed her 
to have been taking meprobamate, 400 mg. three 
times a day. It was on the fifth day of therapy that 
she had this episode. 

A complete physical examination was within 
normal limits, except for the extensive psoriasis. Her 
blood pressure was 132/66 mm. Hg. While in the 
outpatient clinic she was given a 400-mg. tablet of 
meprobamate, with her permission, after careful 
explanation of the possible drug reaction. Within 
four minutes she complained of numbness of the 
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finpcr.";. Ilor blood prcs.sorc was 88/40 mm. Hg, and 
she was given epinephrine, 0.01 cc. of 1-1,000 di¬ 
lution subcutaneously. Her blood pressure con¬ 
tinued to fall, finally reaching 40/20 mm. Hg, and 
.she lost conscio\isness for a brief period, less than 
two minutes. Her blood pressure slowly returned 
to 110/44 mm. Hg in ibe next 20 minutes, while .she 
wa.s at bed rest. Her body temperature rose from 
9S.4 to 102.6 F (36.8 to .30.2 C) orally and remained 
elevated for 40 minutes. Two young men taking 
meprobamate both reported identical symptoms of 
numbness and loss of consciousness. The drug was 
not rcadministered to them. All three patients later 
received therapy with perphenazine, hydroxyzine 
hydrociiioride, and oxanamide, without similar 
reactions. Similar e.xperienccs have been reported, 
by Stroud^ and others, in patients taking mepro¬ 
bamates. 

Dermatologic.al Reactions from Tranquilizers 

Proof that all reactions were caused by the drugs 
was funiishcd by withdrawal of the drug until the 
eruption disappeared and then further administra¬ 
tion of the drug until the same response was 
elicited. 

The following types of skin eruptions wore seen: 
urticaria, er\'thematous macular eruption, purpura, 
ers’thema multiformc, stomatitis, and a p.apulo- 
squamous eruption closely resembling pih'riasis 
rosea. 

t/rfienrifl.—Tranquilizers produced chronic urti¬ 
caria in 14 of the group of 740 patients studied. The 
drugs responsible were meprobamates (nine pa¬ 
tients), trimeprazine (one patient), perphenazine 
(two jratients), hydroxyzine hydrochloride (one 
patient), and o.xanamide (one patient), svith no 
urticaria seen in iratients taking reserpine or pro¬ 
chlorperazine. From patients seen for urticaria, 
other than those included in this study, 16 more 
cases of proved urticaria due to meprobamate ad¬ 
ministration have been seen in the past four years. 
Urticaria of this type has been previously reported 
by Becker and co-workers.’ 

Erythematous Macular Eruptions—Ar\ erythe¬ 
matous type of macular eruption can be generalized 
or localized. In a fesv cases the eruption remained 
localized even though administration of the drug 
was continued. Pruritus accompanied the eruption 
in most patients but not in all. 

Of the 740 patients 19 developed this er)'thema- 
tous macular eruption. The drugs responsible were 
meprobamates (seven patients), perphenazine (two 
patients), trimeprazine (one patient), hydroxyzine 
hydrochloride (three patients), oxanamide (one 
patient), reserpine (one patient), and prochlorpera¬ 
zine (four patients). 

From among patients seen because of erythema¬ 
tous macular eruption during the past four years, 
other than those included in this study, nine more 
cases have been determined as being caused by 
meprobamates and three by prochlorperazine. 


This type of reaction due to administration of 
tranquilizing drugs has been reported by Friedman 
and Marmelzat,'’ Becker and co-workers,® and 
Kositchek.'' 

Purpurn.—Purpura was seen in 4 patients from 
among 740 in the study group. All cases were 
caused by administration of meprobamates; all 
patients had normal hemograms. Three additional 
patients have been seen in the past four years with 
purpura proved to be caused by meprobamates. 
Purpura as a side-effect of therapy with tranquilizers 
has been previously reported by Gottlieb ® and 
Carmel and Dannenberg.® 

Erythema A/t/ffi/ormc.—Generalized erythema 
multifonne was seen in eight patients in this study. 
Two could be classified as presenting Stevens- 
Joiinson syndrome and were very ill. The drug was 
not given to these patients again after they had 
recovered. Both patients had been well until the 
second week of meprobamate therapy, taking a dose 
of 400 mg. tliree times daily, w'hen the eruption 
appeared. Tlie number of cases of erythema multi¬ 
forme and the drugs which caused them were as 
follows: meprobamates (six patients), trimeprazine 
(one patient), and hydroxyzine hydrochloride (one 
patient). There w-ere no patients with erj'thema 
multiforme among those taking perphenazine, 
oxanamide, reserpine, or prochlorperazine. Ery¬ 
thema multiforme due to treatment with meproba¬ 
mates has previously been reported by Carmel and 
Dannenberg.'” 

Stomatitis.—Persistent and painful stomatitis was 
seen in hvo patients taking meprobamates. The 
lesions receded about four clays after cessation of 
administration of the drug and reappeared on the 
first day after readministration. No other symptoms 
developed, and so this is classified as a different 
reaction from the erythema multiforme reactions, 
with accompanying mouth lesions. These trvo pa¬ 
tients were given all the other tranquilizing drugs 
used in this study without recurrence of the mouth 
lesions. 

Pityriasis Rosea-Uke Papulosquamous Eruption.— 
A typical picture of pityriasis rosea was produced in 
3 patients of the 740 in the study group. All three 
were taking meprobamate drugs. All took the rest 
of the drugs being studied without developing the 
eruption. No reference to or report of a similar 
eruption has been found in the literature. 

All three patients developed a lesion resembling 
a herald patch and then had eruptions typical of 
a clinical case of pitjariasis rosea in from two to three 
days after the appearance of the herald patch. On 
cessation of the drug treatment the lesions faded 
in from five to seven days, but they could be re¬ 
produced in 48 hours after repeat administration of 
meprobamate. No systemic symptoms other than 
minimal pruritus accompanied the eruption. 

In the past four years tevo other cases of this 
pityriasis rosea-like syndrome have been seen and 
proved to be caused by treatment with meproba- 
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mates. Tliis gives rise to tlie possibility that 
pityriasis rosea is a drug eruption rather than a 
virus disease, as many people believe. The etiology 
has never been satisfactorily proved. 

Comment 

It should be emphasized that this paper has to 
do only with the tranquilizing drugs and their re¬ 
lationship to dermatology. No attempt has been 
made to evaluate their usefulness in the treatment 
of patients with other disorders. 

As a specific modality in the therapy of derma¬ 
toses it is apparent that tranquilizing drugs have 
little to oflFer. The only possible exception is the 
use of hydro.xyzine hydrochloride in nummular 
eczema. Enough patients were markedly improved 
when receiv'ing hydro.xyzine hydrochloride only to 
conclude that it merits a trial in treatment of pa¬ 
tients with this condition. 

As adjunctive therapy, phrenotiopic drugs are of 
some value. They aid principally in three different 
situations: when pruritus is severe; when patients 
have difficulty in sleeping or feel tense most of the 
time, or both; and when steroid dosage is being 
reduced. Tranquilizing drugs often allow this re¬ 
duction in steroids to be accomplished more rapidly, 
especially in the treatment of patients with atopic 
dermatitis. 

The choice of drugs in each of the three situations 
varied somewhat with the individual patient, and 
often they would have to trj' hvo or three different 
ones before a satisfactory response was obtained. It 
should be noted that results of administration of 
reserpine have been left out, since the side-reac¬ 
tions were so great and the value obtained so 
minimal that it was not considered a satisfactory 
drug in the treatment of dermatoses. The list of 
drugs follows, in order of preference. 

Oxanamide was the drug which afforded the most 
decrease in the intensity of itching and still let the 
patient carry out his normal activities. Trimepra- 
zine was second choice in this categor)', even though 
it has been marketed for its antipruritic effect. Over¬ 
all results of treatment with this drug were dis¬ 
appointing. A new form of trimeprazine in a 
sustained-release capsule is under investigation at 
the time of writing and appears to be an improve¬ 
ment on the present tablet. Prochlorperazine, per¬ 
phenazine, and hydro.xyzine hydrochloride all gave 
some relief of itching, but side-eflfects such as 
drowsiness interfered with the patients’ normal daily 
routine. Meprobamate was considered a poor drug 
for relief of pruritus. Some patients even complained 
of increased itching. 

For the dermatological patient who had difficulty 
in sleeping prochlorperazine, hydro.xyzine hydro¬ 
chloride, and perphenazine were about equally 
good, since they all produced drowsiness. O.xana- 
mide and meprobamate were definite aids but less 
useful than the first three named. It was found that 


the dosage had to be slowly but continually in¬ 
creased over the period of treatment to retain the 
desired effect. 

In patients receiving steroids in whom reduction 
in dosage was being attempted, oxanamide again 
proved to be the preferred drug. Prochlorperazine 
is the next most desirable drug, with the meproba¬ 
mates being of least value. 

Summary 

Tranquilizing drugs are of no great value in the 
treatment of patients with dermatological condi¬ 
tions. Nummular eczema was the only specific 
entity definitely benefited by plirenotropic drugs, 
and the preferred drug for treatment of patients 
with tliis condition was hydro.\yzine hydrochloride. 
As adjunctive therapy tranquilizers help to relieve 
itching, to produce sleep, and to allow steroid 
dosage to be reduced. Many side-reactions from 
phrenotiopic drugs, both dermatological and other¬ 
wise, were seen. A pityriasis rosea-like syndrome, 
which has not been previously reported, was pro¬ 
duced in five patients. Oxanamide seems to be the 
preferred drug, mainly because fewer complications 
have been seen, and less, although some, drowsiness 
is produced with this than with the other tran¬ 
quilizing drugs. 

Considering the cost of treatment with the 
plirenotropic drugs and the results obtained in 
dermatological patients, I recommended a thera¬ 
peutic trial with phenoliarbita] before use of tran¬ 
quilizers in a case in which a so-called tranquilizing 
effect is needed. 

1197 A St. 
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Improved melliods of deleclion, and llie survival 
of patients wlio fonnta'K’ died dnring infancy or 
before reaching reproductive age. may well reveal 
a much larger incidence of congenital heart dis¬ 
ease.' However, the number of patients who require 
cardiac catheterization for definitive diagnosis will 
not increase. The very fact that 12 years’ experience 
with the technique has increased the accuracy of 
clinical diagnosis accounts for the lessened fre- 
qnenc}' with which cardiac catheterizations arc now 
done." It is apparent that precise diagnosis in a 
majorih' of patients with congenital heart disease 
as well as patients with acquired heart disease may 
be achieved hy purely clinical techniques. ’ 

Diagnostic Approach 

Tile detailed history, pliysical examination, x-ray 
studies, and electrocardiographic data arc often 
sufficiently distinctive for definitive diagnosis. This 
is most vis'idly demonstrated hy recent practice at 
the Mayo Clinic, where about 90% of pediatric 
patients with tetralogv’ of Fallot arc referred for 
surgerx' on the basis of clinical diagnosis achieved 
without cardiac catheterization." Only more complex 
lesions are referred for cardiac catheterization. Such 
complex diagnoses require elaborate techniques, 
which, in addition to pressure and oxygen content 
determinations, include the recording of indicator 
dilution curves, multiple simultaneous pressure 
measurements, and selective angiocardiography or 
cineangiography. It is therefore essential that diag¬ 
nostic laboratories have sufficiently elaborate instru¬ 
mentation, competent technical and nursing staff, 
and generous provision for jihysical work space in 
order to prordde these serrdees. 

Expansion of Lahoratonj Facilities.—The expan¬ 
sion of facilities for cardiac catheterization is a 
natural outgrowth of acceptance of cardiac cathe¬ 
terization and the practical advances of cardiac 
surgerx'. However, the establishment and support 
of a large number of cardiovascular laboratories in 
the same geographical ai'ea requires serious consid¬ 
eration. The financial burden of development and 
maintenance of a proficient cardiac catheterization 
laboratory is such that the unit can hardly be self- 
sufficient, In addition to the need of costly physical 
space in a hospital area, the expense of special in¬ 
stallation in a properly equipped laboratory may be 
in excess of $100,000. A summary of actual costs 
involved in the establishment of one such unit is 
presented in the table. 

From the Department of Cardiology, Elsinore and George Machris 
Cardiac Hospital, City of Hope Medical Center, Duarte, California, and 
the Department of Medicine, University of Southern California, School 
of Medicine, Los Angeles. 


ExpciulUurcs for Improvement .—The remarkable 
developments in the past and those which continue 
to take place in cardiae eatheterization and related 
techniques exact their priee, for equipment requires 
replacement as major improvements and refine¬ 
ments are introduced. The fluoroscopc is replaced 
by the image intensificr, and 2-per-seeond angiog¬ 
raphy is replaced by 12-pcr-second biplane angiog¬ 
raphy. For this reason, purchase of equipment 
becomes a continuing necessity if standards are to 
be maintained. It is estimated that the basic ex¬ 
penditure will be repeated at the end of five years. 

Cost of Operation.—Successlu] conduet of the 
laboratory' requires a competent medieal staff on 
at least a half-time basis. In our laboratory, eaeh 
procedure requires participation of a minimum of 
two physicians, a nurse, and three additional tech¬ 
nically trained persons. In small children, the avail¬ 
ability' of a highly skilled anesthesiologist is a pre¬ 
requisite if the patient’s safety is to be assured and 
sufficient circulatory stability' is to be obtained to 
allow for definitive measurements.' 

If three cardiae catheterizations are done weekly', 
the cost of technical and nursing personnel for each 
procedure is about $130. This is exclusive of the 
fee for the cardiologist’s services or for anesthesia. 
Expendable items such as catheters, x-ray film, 
radiopaque mediums, and recording paper add 
about $65 for each procedure. To assure smooth 
operation and a reasonable minimum of technical 
failures, we have found it necessary' to provide for 
constant activity with a schedule of three catheteri¬ 
zation procedures each week. For the safety of the 
patients, availability' of cardiac resuscitation equip¬ 
ment, proximity' to surgery, and the cooperation of 
a thoracic surgeon have been essential and reassur¬ 
ing. Interpretation of the crude data, calculations, 
and compilation of the report are done by a 
cardiologist. In the case of a typical right heart 
catheterization, this phase of the work requires 
as much as eight hours of one physician’s time. 

Complications and Risks.—Catheterization of the 
heart and great vessels is a major diagnostic under¬ 
taking which is not without danger. The risk of 
death for patients undergoing right heart catheteri¬ 
zation in an established cardiac center is between 
0.1 and 0.4%. In infants under one year of age, the 
mortality' of cardiac catheterization is as high as 
1.5%. Angiocardiography almost doubles the hazard 
of a fatal outcome and thoracic aortography has a 
mortality' of about 1.0%.'' 

Short episodes of ventricular tachycardia fre¬ 
quently occur during routine catheterization of the 
right ventricle. These rarely lead to ventricular 
fibrillation. However, four instances of venb'icular 
fibrillation were recently reported in a series of 
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more than 1,500 patients undergoing catheteriza¬ 
tion of tlie heart. Successful defibrillation was 
achieved in tliree of the patients, indicating the 
importance of good resuscitation maneuvers.® Other 
complications include pjTogenic reactions, acute 
congestive heart failure, thrombophlebitis or arteri¬ 
tis, and embolization. Knotting of the catheter 
occurs with surprising infrequency. Cardiac stand¬ 
still or perforation of a major blood vessel or of the 
heart are rare occurrences indeed, but these require 
immediate surgical assistance. Patients who have 
shunting of blood from the right to the left heart 
present special dangers of embolization. Severe pul¬ 
monary' stenosis or abnormality' of tricuspid valve 
placement (Ebstein’s anomaly') provide conditions 
in which judicious reserve ratlier than completeness 
of the catheterization study may' be assurance 

Cost of Cardiac Catiwteriaiiion Equipment'' 


Radioloific equipnient and FuppIiO' 

Installation and cables. ss 

Roentgenographic and flnoro«copir unit. 23,(K^* 

Image amplifler . 6,00o 

Bbplane angiocardiographic unit . 20 ,CK>o 

Generator . S,30<» 

Tube crane. 3,20* 

Angiocardiographic pressure injector. 7U» 

Incidental radiology equipment . 

s 70.639 

Electrical Installation .. 3,419 

Recorders 

Electronics for medicine. lo.oou 

Brown recorders and connecting cables (2 uniN) .. 2,15.'» 

Tape recorder. 846 

Dictaphone recorder (model T.A. 6). 320 

12,821 

Oximetry and dye tiilution equipment . 6,797 

Pressure transducers . 2,53:1 

Accessory instnimentation (cardlolachometcr, 

ergonieter, spirometer, etc). 1,611 

Table accessories . 6S3 

Gasometry laboratory . 3.148 

Carpentry .. 695 

Initial catheters, stopcock, and needle supplies. 1,S3S 

Incidentals . 250 

Total .. siftW 


•Based on costs quotwl during academic year 19'>7-I95S. 

against a fatal accident. A total of more tlian 100 
catheterizations have been done in our new labora¬ 
tory' in the past y'ear. Only one complication was 
e.xperienced when a knot was tied in the cardiac 
catheter while it was lodged in the superior vena 
cava. The catheter was withdrawn to the right a-xil- 
lary’ vein, from which it was removed by venotomy. 

When cardiac catheterization is required for 
definitive diagnosis and determination of operabil¬ 
ity', these hazards should rarely dissuade the phy'si- 
cian from recommending the study'. However, the 
risks should be minimized by the selection of an 
e.\perienced team and the availability' of ancillary' 
services and facilities that assure maximum safety. 

Comment 

The very' fact that the clinician looks to tlie 
laboratory' for specific information to achieve a 
diagnosis he cannot make from clinical data alone 


requires a high level of confidence in the acquisi¬ 
tion and translation of crude data into a definitive 
diagnosis. Economic and teclinical limitations lead¬ 
ing to the establishment of laboratories that employ 
short-cuts and compromises thwart the very pur¬ 
pose for which cardiac catheterization procedures 
are employed. The clinician (and the patient) has 
a right to look to the laboratory' for precise and 
complete data on the completion of a catheteriza¬ 
tion. Referral to a larger unit as a consequence of 
technical limitations hardly seems justified. The 
thesis that every' cardiac clinic needs its own car¬ 
diac catheterization unit is hardly practical. 'Would 
it not be far better to pool professional and finan¬ 
cial resources and thereby provide generous sup¬ 
port of a centralized laboratory'? Cardiac clinics 
throughout a geographical area, each of which has 
but a limited number of patients requiring detailed 
studies, would share the ads’antages provided by a 
laboratory' which is more adequately staffed and 

equipped. „ 

Summary 

There is a decreased need for cardiac catheteriza¬ 
tion as a method of cardiac diagnosis. However, 
patients witli complex lesions which defy clinical 
diagnosis need detailed studies which use increas¬ 
ingly elaborate techniques and costly facilities. 
Establishment of small units with formidable tech¬ 
nical and economic limitations thwarts the purpose 
for which cardiac catheterization procedures arc 
now done. Consideration should be given to de¬ 
velopment of centralized diagnostic laboratories 
serving several hospitals and clinics. 

1500 E. Duarte Rd., Duarte, Calif. 
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Kavl Rickcls. M.D.. Thomas W. Clark, M.D,, James H. Ewing, M.D. 

Waller C. Klingcnsmilh, M.D., Harold M. Morris, M.D. 

nncl 

Cliarics D. Smock, PIi.D., Philadelphia 


Traiiqiiilizing agents are preserihed today at an 
ever-accelerating rale nol only by psychiatrists but, 
to a innch greater extent, by nonpsx’cbiatric pby- 
siciaiis. Many clinical studies report fax'orablc re¬ 
sults achieved with use of different tranquilizers in 
the treatment of patients suffering from tension and 
anxiety. But, while a number of studies bave used 
a controlled methodology in the form of a blind or 
double-blind technique for the evaluation of results 
of treatment in p.sycholic inpatients, only a few 
well-controlled studies bave been done on the 
nonnsycholic outi'jalicnt population.' Furthermore, 
most authors have focused their attention on the 
study of outpatients frequenting psychiatric clinics 
and not on the evaluation of patients socking help 
from the nonpsycbiatric pln-sician, 

A therapeutic approach, combining the effect of 
tranquilizers with the plnsician’s understanding 
and helpful attitude, leads to impros'cinent in many 
patients, at least symptomaticalh’. Loss or decrease 
of symptoms often enables the patient to deal with 
his problems more efficientb’ and to build up or to 
reestablish more adequate defenses; often, by so 
doing, he is bolstered against further stress. 

Purpose of Study 

This double-blind, controlled study was instituted 
because of the great need to er'aluate the new drugs 
used in the treatment of patients suffering from 
tension, anxiet\% and mild depression. Its purposes 
are as follows: (1) to determine the therapeutic 
efficacy of trr'O tranquilizers and one sedative and 
to compare them with placebo; (2) to learn more 
about methods of studying emotionally disturbed 
patients attending a medical outpatient clinic and 
to develop improved techniques for the evaluation 
of drug therapy; (3) to compare a number of clini¬ 
cal tests and methods of evaluation; (4) to seek to 
profile clinical drug effects, as well as to determine 
such gross changes as “improved” and “unim¬ 
proved”; (5) to study the response to drug therapy 
of a population group similar to that which the 
nonpsychiatric p)hysician treats in his office; and 
(6) to control and minimize the personal element of 
the doctor-patient relationship in order to approach 
the determination of pure drug effects. 

From the departments of psychiatr>' (Drs, Rickels, Ewing, Morris, 
fnd Smock) and medicine (Drs, Clark and Klingensmith). Dr. Smock 
IS now at the Department of Psychology* Pnrdue University, Lafayette, 
Ind. 


Fifty-one psyeboneurofic outpatients par¬ 
ticipated in a study in which the effects of 
four drugs were compared. The main symp¬ 
toms were anxiety, tension, and mild de¬ 
pression, in the absence of detectable 
organic disease. Complete data were ob¬ 
tained from 28 patients who took all four 
drugs in random order. The drugs were 
given each four times a day for two weeks 
in the following doses; amobarbital sodium, 
30 mg.; meprobamote, 400 mg.; prochlor¬ 
perazine, 5 mg.; and placebo. Precautions 
were taken to eliminofe bios orising from 
personal interactions, from the order in 
which the drugs were taken, or from the fact 
that 23 patients dropped out before com¬ 
pleting the study. The three oct/ve drugs and 
the placebo all influenced the patients sig¬ 
nificantly during the first two weeks, but 
thereafter only the three active drugs gave 
significantly better results. Therapy with 
meprobomofe always produced the most 
marked change toward improvement and 
most often showed a significant difference 
between drug and placebo in the dosages 
used. 


Drugs Used.—Many clinical studies done on out¬ 
patients report favorable results obtained from 
treatment with meprobamate (Miltown or Equanil),- 
but the few controlled studies that have been pub¬ 
lished are evenly divided into favorable and un¬ 
favorable reports." Prochlorperazine (Compazine) 
is an even newer drug than meprobamate and has 
been favorably reported in clinical reports.^ How¬ 
ever, no well-controlled study on its use with 
outpatients has yet been published. Amobarbital 
sodium has been knowm for decades to be effective 
in improving certain tension states. Recently, 
a double-blind study has shown that it produces a 
definite change in patients suffering from anxiety.'" 
Amobarbital sodium, rather than phenobarbital 
sodium, was chosen because of tlie lower incidence 
of depressive moods produced by the former drug. 
An inert placebo control was chosen because of the 
well-known and much-discussed therapeutic effects 
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produced by an inert substance when given to a 
patient by a physician whose helpful attitude is 
obvious. 

Subjects and Procedures 

Population.—Fift>'-one outpatients, selected from 
the medical outpatient clinic of the University of 
Penns^’lvania, participated in this study. A hetero¬ 
geneous group of psj^choneurotic patients, canyung 
the diagnosis of psychoneurosis or character neu¬ 
rosis, was chosen. Although they had come to the 
clinic because of physical pain and tension no 
pathological lesions could be found. Their main 
symptoms were anxiety and tension, often partly 
synnptomatized and also mild depression. Mild de¬ 
pression often accompanies anxiety and generally 
goes unnoticed by most physicians.^ Excluded from 
this study were patients with severe depressions, all 
patients until physical, nonemotional illness, even 
if not related to tlieir present symptoms, and 
all patients suffering from such psychosomatic 
disorders as ulcerative colitis, peptic ulcer, and 
asthma. No limits as to age, sex, and race were set, 
and the actual age range was 25 to 60 years. 

Medications and Des/gn.—Meprobamate, pro¬ 
chlorperazine, amobarbital sodium, and placebo 
were dispensed in identical capsules, and each 
patient was given a supply of one of these medi¬ 
caments tliat would last a little over two weeks. 
He was instructed to return any unused capsules. 
Tliis provided some control of how many capsules 
each patient took during a given interval. 

Each patient was told to adhere rigidly to tlie 
schedule but was allowed to reduce liis medication 
if he became too drowsy and if his sleepiness inter¬ 
fered witli his daily functions. The patient took two 
capsules four times daily of the drug assigned to 
him for a two-week period, each capsule containing 
one of the following amounts: amobarbital sodium, 
15 mg.; meprobamate, 200 mg.; prochlorperazine, 
2.5 mg.; or placebo. Thus, the respective daily doses 
of patients not receiving placebo were amobarbital 
sodium, 120 mg.; meprobamate, 1,600 mg.; or 
prochlorperazine, 20 mg. 

Each patient was placed on therapy with each 
of these four medicaments for hvo weeks, witli use 
of a double-blind technique and according to a 
completely randomized design. It was felt tliat an 
effective drug should produce at least minimal 
improvement in die patient during this time. 

None of the physicians participating in the study 
knew, at any time, which drug a particular patient 
was receising, and the kind of side-reactions re¬ 
ported did not allow differentiation between drugs, 
since quite a few patients reported more side- 
reactions from tlierapy with the placebo than from 
that with any of the tliree active drugs. 

Evaluative Procedures.—A variety of procedures, 
such as rating scales, a check list, and a clinical 
questionnaire, were used to determine the com¬ 
parative efficacy of the tliree active drugs and the 
placebo. 


Taylor Manifest Anxiety Scale and Saslow Screen¬ 
ing Inventory: To demonstrate change occurring 
during the entire eight-week course of this study, 
irrespective of the order of drug administration, 
two well-established tests, the Taylor Manifest 
Anxiety Scale' and the Saslow Screening Inven- 
toiyT were given to each subject tudce, once at the 
beginning and once at the conclusion of the study, 
although, usually, neither scale is used for measur¬ 
ing “change” in psychiatric status. 

Four additional tests were given at the onset of 
tliis study and subsequently ever)' two weeks, a 
total of five times. 

Over-all Absolute Rating Scale (0-8): An over-all 
absolute rating scale represents an over-all rating 
of a patients emotional status on a continuum from 
no symptoms (0) to most severe symptoms (8). The 
patient as well as the physician, independently of 
each other, marked an “X” at that point of the scale 
which they felt best represented the patient’s pres¬ 
ent emotional status. 

Over-all Relative Rating Scale (-3 to 4-3): An 
over-all relative rating scale of seven points indi¬ 
cates change of a patient’s condition on a bipolar 
spectrum. Patient as well as physician scored in¬ 
dependently of each other how the patient felt 
during the last three days in comparison to two 
weeks prewously, at the time of his last evaluation. 
’The patient could feel worse (-3, -2, -1), the same 
(0), or better (-f 1, -(-2, -f3). 

The reproducibility of both scales was very high. 
The two physicians who performed all interviews 
saw 14 patients together a total of 27 times and 
evaluated them independently. The interviewer was 
chosen at random. Tlie absolute rating scale was 
evaluated 27 times and tire relative scale 13 times. 
Neither interviewer differed more than one point 
on the former scale and, when seeing the patient 
for the second time after two weeks, the direction 
and degree of change w’as, in every’ evaluation, the 
same. Both interviewers agreed 100% in the 13 
evaluations of the o\'er-all relative rating scale. 

Duke Check List: The Duke check list,® devel¬ 
oped for patients with an educational level of 4 years 
or above and validated by researchers from Duke 
University, consists of 99 weighted items covering 
a variety of areas of nonpsychotic psychopatholog)’ 
and of 41 questions referring to physical symptoms. 

Clinical Questionnaire: The clinical question¬ 
naire consists of 45 questions covering several areas 
of psychopathology. These questions were set up to 
categorize symptomatology under the headings of 
anxiety, depression, obsessive-compulsive tenden¬ 
cies, phobia, irritability, and reported side-effects 
of the drugs used. This set of questions was devel¬ 
oped from a 34-paint scale used by Meath and 
associates.’* Each question was rated on a four- 
point scale, the higher score indicating greater 
distress. 

To determine how accurate tlie ratings could be 
made, both physicians independently evaluated 14 
patients a total of 27 times during the course of this 
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sUitly. They difToretl in only l.G onl of a loUil of 45 
questions and no\’or diffori'd by inort; llian one 
point. This high degree of rc'liabililN’ was Ihonght 
to allow .snb.seqnenl rating by one physician only. 

It should bo stressed that the reliability estab¬ 
lished for repeated testing does not toll ns whether 
the questionnaire as a whole is a reliable instrnment 
in measuring a great s’ariety of neurotic symptoms; 
it only tells ns that the data found by two observers 
independently of each other were almost identical. 

Tahle L—Mrcliriiniriil Ilrrcii-cet h\j Ticriili/-flircc ralicnlx 
Who Dro/i/X'd Out Diiriii/; OriiR Evtiliiiitinn Stiif/t; 


Atnniittr- 

Mini Mtiirn I'nirhlor- 

I’dllonl iironp N<». Stxllum imtuiiir j>prn/}nf' PlniTlm 

Initifll . M 1 '» 

I.rttt' ‘Mnin-tnits*’ . T I 1 *• 


GciwraJ rroredtire.—AW patients were first seen 
hy a technician who administered all tests that the 
patient was to fill onl himself, collected the re- 
tnnicd bottles, and gave all patients their new 
supply of medicaments for the next two-week 
period in coded bottles, together with an infor¬ 
mation sheet. 

Each patient was told that we had a new drug 
that might benefit him. that at the end of the tri.al 
he would be supplied with the medicine that bad 
helped him most, and that the name of the drag 
would be made available to bim and to his private 
physician. 

Each patient was then seen by either of two 
physicians, (K. R. or T. C.), one a psychiatrist 
and the other an internist. The patient was asked 
all 45 questions of the questionnaire by the physi¬ 
cian, each'question being pursued, if necessary, to 
clarif}' a response. Questions usually arose only in 
regard to degree of symptom, and it was mutually 
decided to inquire into degree of severity by ask¬ 
ing: “Is this .... symptom present just a little 
hit, quite a bit, or all the time?” To keep the 

Taule i.—Valient Croups and Mean Test Score of 
Fiftij-onc Patients Before Therapy with Drugs 


At>«oliitc Over-uU Oltilcal 

nntJn^-SpjilP Qnp«tlonrmire 
( 0 -S) Score 

_ A_ 


No. 

Patient Group 

Mean 

Raniie 

Mean 

Rodkc 

•25 

J'tmly completed . 

4.:» 

3,n.7.r» 

37 

lO-OC 

ir. 

Initial “drop-out*'. 

4.2 

i.5-7.r, 

28 

11.G4 

7 
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therapeutic relationship between patient and doc¬ 
tor to a minimum, most patients were seen by both 
physicians during the course of the study. 

Results 

Evaluation of Patient Participation.—Oi 51 pa¬ 
tients who participated in this evaluation, 28 com¬ 
pleted the study by taking all four drugs in random 
order, and 16 failed to return after their first visit. 
Of seven patients who dropped out in the later 
stages of the study, one dropped out after four, 
three after three, and three after two visits. All of 


these seven patients expressed dissatisfaction with 
the help they had received. Table 1 relates failure 
to complete the experiment to type of medicament 
administered. 

The initial over-all rating (by both patient and 
physician) and the questionnaire scores for the 
three different groups of patients before administra¬ 
tion of the drags arc presented in table 2. The 
.scores obtained before administration of the drugs 
from the group of patients who completed the study 
as well ns those of the group who dropped out early 
differ significantly from the scores of the group who 
dropoccl out late (p=:0.02, Whitney U test, two- 
tailed). 

The data in table 2 .seem to indicate that patients 
who completed the study and patients who dropped ' 
out early suffered from mild to moderately intense 
symptoms, while the patients who dropped out late, 
as a group, suffered from more severe symptoms, as 
indicated by the mean score. They dropped out 
only after having lost hope for improvement and 
having expressed this to the doctor. 

Patients Preferred Choice.—An analysis of our 
patients’ drug preference indicated that they pre¬ 
ferred meprobamate (table 3). This preference was 


Table S.-Preferred Drug Choice of Twenty-eight Patients 
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elicited by asking all patients, after conclusion of 
the study and before breaking the double-blind 
design, “Which batch of medicine do you think 
helped you most?” They were asked to indicate 
first and second choice. 

Over-all Improvement During, Eight-Week Study 
Period.—Improvement of patients over the whole 
study period, irrespective of order of drug adminis¬ 
tration, was demonstrated by all test measures. This 
trend was also confirmed by our inspection of the 
Taylor and Saslow scales. Neither scale was ana¬ 
lyzed statistically, however, since they were filled 
out by only 19 patients. 

The degree of initial symptoms in our patient 
group did not influence the rate of individual im¬ 
provement. This is demonstrated in table 4, which 
shows that patients with a high initial symptom 
score improved in roughly the same proportion as 
patients with a low initial symptom score, irrespec¬ 
tive of order of drug administration. 

Analyses of Drug Effects 

Over-all Analysis of Clinical Questionnaires.—All 
{out treatment conditions (amobarbital sodium 
meprobamate, prochlorperazine, and placebo) 
brought about significant changes beyond the 5% 
level of confidence, as demonstrated by an analysis 
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of the variance by means of total scores of the 
questionnaire and by testing the over-all effect of 
the four treatment conditions (above the order of 
drug administration and beyond the influence of 
time sequence). This over-all analysis permitted 
specific, detailed analysis, comparing each drug 
with every' other for over-all as well as differential 
effects. Inspection of tlie data showed that, while 
the improvement rates of the -three active drugs 
were divided among the four treatment periods, 
most of the improvement from treatment with 
placebo took place in patients receiving placebo 
as tlieir first medicament. 

Evaluation of Each TtcoAVeek Period .—Since the 
analysis of variance showed that all four drugs 
improved the patients’ condition significantly, it 
seemed of interest to graph the over-all drug effects 
against the four two-week periods. 

If one plots the difference in scores of the total 
clinical questionnaire before and after drug evalu¬ 
ation, irrespective of which drug has been given 
before, one sees that all four drugs caused sig¬ 
nificant improvement during the first two weeks of 
study. During the following si.\’ weeks, however, 
the mean scores of the patients receiving placebo 

Table 4.~Tota1 Questionnaire Rating of Symptoms 
Versus Improvement 


P«tlpnt Group Kofoif'Sttuly Aftor Study Chtmice, Ta 

Hltrh symptom score. 33 

Low symptom score. '20 11 55 


became negative while those of the patients given 
the three active drugs stayed positive (see figure). 

Results of Ahsohife and Relative Over-all Rating 
Scales.— Foxit statistical comparisons were made; 
the\' are as follows: 

Drug Effect Compared with Condition Prior to 
Treatment with Drug; Both rating scales correlated 
highly with each other. The physician in general 
showed a tendency to rate improvement on both 
tests somewhat more conservatively than the pa¬ 
tient did. In several instances a physician was un¬ 
able to evaluate the patient on the relative scale, 
because not he but the other physician had seen 
the patient two weeks before. 

The T-test for correlated data showed that ad¬ 
ministration of all three active drugs, on both 
absolute and relative tests, resulted in significantly 
greater improvement than lack of treatment, while 
administration of placebo did not produce signifi¬ 
cant change. The p values (one-tailed T-test) for 
the results appearing in the relative scale filled 
out by the patients are as follows: meprobamate, 
p=: 0 . 601 ; prochlorperazine, p=0.001; amobarbital 
sodium, p=0.02; and placebo, p=:0.5. Application 
of the nonparametric sign test to both scales showed 
significant improvement imder amobarbital (p= 
0.05), prochlorperazine (p—0.005), and meprobamate 
(l)=0.001). It has to be realized that the sign test 
measures only direction, not degree of change. 


Drug Effect Versus Placebo Effect: Evaluation 
of drug versus placebo effect is shown in table 5, 
which presents a comparison of the efficacy of each 
of the three active agents with that of placebo 
(T-test for correlated data) on the basis of ffie data 
from the “over-all relative scale” which had been 



Mean difference scores for four medicaments during four 
two-week periods (clinical questionnaire). 


filled out by the patient himself. Patient imd phy¬ 
sician on the “relative over-all scale” showed al¬ 
most 1007o agreement. This can be e.xplained by 
the fact that the physician’s rating relied hearily 
on the patient’s own statement about his improve¬ 
ment or lack of improvement. No significant differ¬ 
ence in the efficacy of the three active drugs was 
found in either test. 

Result of Clinical Questionnaire: In our evalua¬ 
tion of the clinical questionnaire, we have utilized 
difference scores (e. g., the score after intake of 
drug A is equivalent to the score before intake of 
drug B). We feel that such an evaluation will give 
more reliable results than the use of total scores," 
even if the “difference scores” might tend to deflate 
the value of a given drug. By making use of 
difference scares, we expect to show that use of 
agents which are not as good as the ones previously 
received brings no improvement or a change toward 
the worse. 

Over-all Drug Effects Versus Placebo Effects: 
Table 6 gives the over-all efficacy of amobarbital 
sodium, meprobamate, and prochlorperazine in the 
treatment of our patients above the level of that 

Table 5.—Over-all Improvement (Relative Scale) 
in Twenty-eight Patients 

T-Tests! Siirn 

Mcilleainent** (One-Tailctl) 

ArnoharhItDl sodium va plHcebo. p=0.1 p=:0.2 

Mcproiuunute vs, plHcclfo . prrO.Ol p=:0.01 

Prochlorpprnzinf' \ ,s. pl}UH‘l»o. p=:0.0.'» p=:0.02 

produced by placebo, as measured by symptom 
scores of the clinical questionnaire. 

SsTUptom Cluster and Item Analysis; In table 7 
the three active drugs are compared with placebo 
by the same method as used above. An item of the 
45-s\'mptom clinical questionnaire was assigned to 
anyone of the five clusters of table 7, provided five 
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of six psycliialrisls who were not rclalcd to the 
study agreed in placing the itein in one of these 
five categories. Actually, a sixth category, “obses¬ 
sive-compulsive tendencies and phobia,” was used, 
but none of the four drugs was found to have any 
induenec whatever on this cluster. 

T.viii.K G.—Iniiirnccnirnt (Oifferener Scam of Clinical 
Qiirstionnairr) In Twrnlii-ripht Piiticnlx 


l» Vtihtcs. 

.Uiu'bjtrMtnJ \ plun’hd.. ti.I 

Mt'pni^rtinnlo \<. ulnrr'l'o .. 

I’rurlitGnH'rarini' v».. plnn'tm. fbl* 


Table 7 shows that nieprobainale was most effec¬ 
tive in treatment of depression and irritability symp¬ 
toms, was not effective at all in treatment of the 
gastrointestin'al symptoms, and compared fax'orably 
uitli the other active drugs in treatment of s\’mp- 
toms of an.viet}'. Oiir finding that meprobamate sig¬ 
nificantly influences .sx’mptoms of irritability and 
depression confirms former clinical reports.'" Our 
patients, however, were not primarih’ depressed 
patients but suffered, as many anxious patients do, 
from certain depressive symptoms. Prochlorpera¬ 
zine was most effective in treatment of gastrointes¬ 
tinal symptoms. 

The number of our patients who suffered pre¬ 
dominantly from gastrointestinal symptoms was not 
large; hence, it is felt that even a p-value of 0.1 in 
this case seems to represent a higher level of con¬ 
fidence than it usually does. Amobarbital sodium 
was not at all effective in treatment of gastrointes¬ 
tinal symptoms but was effective in the treatment 
of the other three conditions rather ex'enly, even if 
not signifieantly. Our results confirm impressions of 
other authors, as u'ell as the clinical e.xperience of 
two of us (J. H. E. and K. R.), who noted improve¬ 
ment in ulcerative colitis and irritability of the 
colon after treatment with prochlorperazine. 

More patients suffered from somatic side- 
reactions, mainly sleepiness during the day, when 
given amobarbital sodium than when treated 
with any of the other drugs. Prochlorperazine, in 
the dosage used, produced the fewest side-reactions, 
while patients given placebo often complained 
about side-reactions, mostly sleepiness. 

Further inspection and evaluation of the ques¬ 
tionnaire showed that certain single items seemed 
to be influenced differentially by some drugs, above 
the level of the differential cluster effects. Of these 
items insomnia, excessive sleepiness, and headache 
Were examined further. The efficacy of each of the 
tliree active drugs was compared with that of the 
placebo. The results showed that some persons 
with headache benefited from therapy with pro¬ 
chlorperazine, others from meprobamate, and a few 
from amobarbital sodium. There was no significant 
difference between the effects of all three drugs, 
but it seems that prochlorperazine is more effective 
in treatment of the migraine or cerebral type of 


headache, xvhile meprobamate is more effective in 
tension headaches. Further studies would have to 
confirm this finding. Insomnia was improved almost 
solely and consistently by therapy with mepro¬ 
bamate (p=0.005, T-test; p=0.01 sign test). This 
confirms other clinical reports.'" Administration of 
amobarbital sodium and prochlorperazine had no 
significant effect on this item. 

Analysis of the item “excessive sleepiness during 
the day” revealed no significant difference between 
the three active drugs and placebo. Administration 
of amobarbital sodium produced more drowsiness 
than mepi'obamate but u'as far less effective in 
alleviating insomnia. This finding is in contrast 
with results reported by others '" who used even 
higher dosages of amobarbital sodium (100 mg. 
three times a day) than we did, without reporting 
side-reactions. Since these authors reported only 
o\’er-all change we are not able to say what partic¬ 
ular symptom change, if any, brought about de¬ 
crease of the patient’s anxiety. The “sleepiness” 
score for prochlorperazine was lower than for 
placebo, while it was higher for amobarbital so¬ 
dium and meprobamate, that for amobarbital so¬ 
dium being higher than that for meprobamate. 

It was of interest to note that almost invariably 
patients with insomnia who improved when given 
meprobamate did not complain about excessive 
sleepiness during the day, while patients whose in¬ 
somnia was not influenced by meprobamate did 
complain. In other words, there seems to e.xist an 
inverse relationship betu-een improvement of sleep 
and the side-reaction “excessix’e sleepiness during the 
day.” Seventy-five per cent of our patients suffered 
from varying degrees of constipation. All four ex¬ 
perimental conditions influenced this symptom ran¬ 
domly and significantly. 

Analysis of Duke Check List.—Since only 12 of 
the 28 patients who completed the study were able 


Table T,—Results of Cluster and Item Analysis (Clinical 
Questionnaire) in Twenty-eight Patients^ 
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were olKervcd. 


to fill out the Duke check list properly, this test was 
not submitted to statistical analysis. However an 
inspection of the data obtained from tlie Duke 
check list showed that the direction of change 
corresponded highly with the direction and degree 
of change demonstrated by other test measures 
This suggests that the Duke check list is a good 
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instrument for measuring change if the patients 
are (1) able to answer the questions and (2) suffi¬ 
ciently motivated to complete it properly. 

Comment 

Questionnaires, over-all ratings of clinical im¬ 
pressions, and the patient’s own daily evaluation 
are some of the methods used in studies of out¬ 
patients, but rarely has an effort been made to 
compare different methods of evaluation with each 
other, or to break down questionnaires into various 
symptom clusters. Our study, however, is focused 
on cluster and item analysis, as well as on a com¬ 
parison of results achieved with different methods 
of evaluation. 

By means of a questionnaire, divided into sub¬ 
scales, we attempted to record and categorize the 
distress of individual patients along traditional lines 
of clinical symptomatology. We want to make it 
explicit, however, that our subscales do not by any 
means represent a selection of questions designed 
to test the effect of several drugs on such diagnostic- 
groups as anxiety states and depression; rather, they 
represent symptom complexes which are most often 
found in anxious, neurotic patients. 

Wffien setting up this study we did not weed out 
placebo reactors, although we were aware that 
inclusion in a study of a great number of these may 
dilute drug effects and devaluate the study itselb 
We found, as mentioned under “results,” that the 
placebo, effect was most marked after the initial 
contact witli the physician in the first two-week 
period. As the study continued, and as patients 
became aware of the efficacy of some of the more 
active drugs, the inert placebo became less effec¬ 
tive. Other factors probably played a role, but one 
important factor stood out, namely, that the initial 
contact with the physician produced significant 
changes in the patient’s feeling of well-being, no 
matter what kind of drug was given to him. Thus, 
our study confirmed that the placebo effect, which 
includes such variables as e.xtemal environmental 
changes, the patient-doctor relationship, and others, 
and not the mere “giving of medicaments,” is quite 
marked in neurotic patients. Often patients pre¬ 
sented tainted reports during the first several weeks, 
overemphasizing improvement. As time went on, 
these effects wore off. Because of the particular 
design we used, we cannot omit the first two weeks 
from statistical evaluation, and therefore must bear 
in mind that all three active drugs were probably 
more effective than our data show. 

Concerning some of the differential effects pro¬ 
duced by therapy with meprobamate and pro¬ 
chlorperazine, we feel that the beneficial effect of 
meprobamate on insomnia cannot be attributed 
primarily to a sedative effect alone, since hardly any 
clinical sedation occurred. One might speculate 
that the muscle-relaxing propertj’ of meprobamate 
may be responsible for the favorable response. By 
relaxing tense muscles, meprobamate frees tied-up 


energy, diminishes proprioceptive stimuli, and al¬ 
lows natural sleep. This theory is supported not 
only by pharmacological studies and the statements 
of patients that they hardly ever experienced hang¬ 
over after taking meprobamate but also by the fact 
that best results usually are achieved when patients 
take meprobamate regularly during the day, and 
not just at night. Relief of insomnia without heavy 
sedation has an important bearing on the outcome 
of drug treatment in many patients. Neurotic pa¬ 
tients, particularly those with an obsessive-compul¬ 
sive character make-up, are often frightened by the 
hypnotic effect of a drug and fear they might lose 
control over diemselves. Apparently the alleviation 
of insomnia quite often breaks a vicious cycle and 
allows the patient to integrate his ego functions 
better'. If this process is accompanied by further 
reduction of proprioceptive (muscle) stimuli, as 
well as by some direct effect on the diencephalon, 
efficacy of the drug increases. 

Other interesting differential drug effects are that 
of meprobamate on irritability and that of pro¬ 
chlorperazine on gastrointestinal symptoms caused 
by anxiety. Inspection of the data “patient’s first 
choice” shows that the 17 patients favoring mepro¬ 
bamate showed most improvement in the cluster 
scores for insomnia, depression, irritability, and 
anxiety, while the 7 patients favoring prochlorpera¬ 
zine showed most improvement in the gastrointesti¬ 
nal and anxiety scores. The differential effect of 
prochlorperazine on the gastrointestinal scores is 
quite obvious. While meprobamate influenced a 
patient’s response on the gastrointestinal score ran¬ 
domly and only mildly, prochlorperazine improved 
the gastrointestinal scores of six out of seven pa¬ 
tients. Amobarbital sodium was favored by only 
three patients, and no consistent pattern of relief 
of symptoms could be seen. 

Our data further show that (1) a patient’s own 
choice, (2) results of cluster and item analysis, 
(3) number of returned capsules, (4) pattern of 
"drop-outs,” and (5) over-all analysis, as measured 
by the relative and absolute rating scale, correlate 
quite highly. They all point in the same direction, 
and all place the drugs in the same order of effi¬ 
cacy, that is, meprobamate, prochlorperazine, amo¬ 
barbital sodium, and placebo. 

The change in total scores of the clinical ques¬ 
tionnaire did not necessarily correspond to the 
change in over-all rating. In fact, often a patient 
showed no change or only little change in the total 
questionnaire score but still felt, and often was 
judged so by the examiner, much improved. A few 
times it also happened that a patient, despite the 
improvement scored in the questionnaire, did not 
feel better. Possible explanations for this may be 
that patients having a number of neurotic signs 
and symptoms usually are concerned primarily srith 
only one or a few symptoms, i. e., gastrointestinal 
symptoms, heart palpitations, insomnia, and others. 
If such a patient finds relief from his “chief com- 
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plaints," lu' will fool nivich bi'Ui'r ami may fmicliim 
more effectively despite the fact that he still suffers 
from many other neurotic symptoms and signs. On 
the other hand, a patient who has lost most of his 
symptoms but whose chief complaint persists will 
report no change in status. 

A study of the histories of the two groups of 
jrarticipants in the study who dropped out leads to 
the impression that those who dro]-) out early in 
Ircalmcnl are persons whoso symptoms are ego- 
.spitonic, with the rc'Snlt not only that their illne.ss 
represents an established way of life but that their 
symptoms may prox’ide a largr' measure of sccond- 
ar)' gain. One might speculate that those subjects 
wlio drop out only after a prolonged period of 
treatment might profit from psychotherapy, be- 
caasc they do not ha\’c the same degret* of jratho- 
logical motivation by secondary gain. 

Another point of interest was the investigator’s 
reaction to the patient, particularly whether his 
feelings tended to influence results, both phy'sicians 
noticed that they had to restrain themselves from 
rating a patient as more anxious than he actually 
was during the first visit and less anxious than he 
actually was during later visits. Roth physicians 
tried to grade objectively, but it is possible that, 
especially in subsequent visits during the course of 
the study, they might have tended to gis'c a lower 
score if any doubt as to degree of severity of 
symiptoms was present. 

Transference feelings too must bas’c played a 
role. Both physicians saw some patients whom they 
liked, some about whom they felt indifferent, and 
others who irritated them. Both phy'sicians liked or 
felt irritated instantly by certain patients, while 
their liking or irritation for other patients devel¬ 
oped gradually as an interplay between patient and 
doctor. However, none of these three feelings ex¬ 
perienced by the physician greatly influenced the 
patient’s improvement. Both physicians’ feelings 
toward a given patient correlated quite highly'. We 
could not confirm the findings of Uhlenhuth and 
associates "■ that two physicians achieved quite 
different therapeutic results with the same drugs in 
the same e.xperimental setting. In our study we 
found that the percentage of patients improving 
under a gis'cn drug condition was roughly the same 
for both phy'sicians. 

Summary 

Fifty-one patients participated in a double-blind 
evaluation of the efficacy of amobarbital sodium, 
meprobamate (Miltown or Equanil), prochlorpera¬ 
zine (Compazine), and placebo in treatment of 
neurotic symptoms. They represented a heterogene¬ 
ous group of medical outpatients suffering from 
a variety of neurotic signs and symptoms. Twenty- 
sight patients concluded the study by taking all 
four medicaments in random order. Each drug was 
given for two xveeks four times per day, in the 
following doses; amobarbital sodium, 30 mg.; 


meprobamate, 400 mg.; prochlorpera/.ine, 5 mg.; 
and placebo. All medicaments were administered in 
identical and coded capsules. 

The following methods of evaluation were used; 
relative and absolute over-all improvement scales, 
filled out by both the patient and the physician 
.separately; Duke check list, filled out by the pa¬ 
tient; clinical questionnaire with 45 questions, each 
question graded on a four-point scale, filled out by 
lire ])hy'.sician; and Tay'lor manifest anxiety .scale 
and Saslow screening inventoiy administered twice, 
once at the beginning and once at the end of the 
study'. 

Our main findings were as follows: 1. Over-all 
analy'sis of s'ariance, u'ith use of total scores of the 
clinical questionnaire, indicates that all three active 
drugs and also the placebo influenced patients 
significantly', irrespective of order and sequence of 
drug administration. All other tests, however, when 
compared to the period prior to therapy, showed 
no significant change with use of placebo, while all 
of them showed significant change with use of 
meprobamate and prochlorperazine and most of 
them also with use of amobarbital sodium. 2. Ther¬ 
apy with meprobamate always produced the more 
marked change toward improvement and most 
often showed a significant diference between drug 
and placebo; prochlorperazine and amobarbital 
sodium produced less over-all change. 3. Analysis 
of several subcategories and items of the question¬ 
naire showed that the effect of meprobamate was 
significantly better than that of placebo in the case 
of the irritability (p=:0.01), depression (p=0.0l), 
and insomnia (p=;0.005) clusters. Statistically, the 
efficacy of prochlorperazine in the gastrointestinal 
score was barely significantly (p=0.1) better than 
that of placebo. However, more weight should be 
added to this finding, since only a small number of 
our patients had gastrointestinal symptoms. Amo¬ 
barbital sodium showed no differential effect in any 
one of these clusters or items. 4. A patient’s preferred 
choice of a drug, as well as his ou'n evaluation of 
the degree of improvement he experienced, did not 
always correspond with total questionnaire scores 
His judgment was influenced greatly by disappear¬ 
ance or recurrence of “main symptoms.” 
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GENERAL PRINCIPLES IN TREATMENT OF 
INJURIES TO ATHLETES 

Don H. O’Donoghue, M.D., Oklahoma Citj’ 


The joint session to consider the treatment of 
injuries to athletes is an indication of the tremen¬ 
dous interest in this subject which has mushroomed 
in the past few years among the physicians of the 
United States. A few years ago a discussion of in¬ 
juries to athletes at a national meeting was a 
rarity. In the last few years there has burgeoned a 
wealth of sessions taking up various aspects of 
this subject. Our own American Medical Associa¬ 
tion had a special program on this subject at the 
San Francisco meeting a year ago. The American 
Academy of Orthopaedic Surgeons presented a 
panel on athletic injuries at tlieu annual meeting 
this year and e.vpect to continue this program in 
1960. The number of meetings held on a local level 
is legion. State socieW meetings and postgraduate 
courses on this subject are available all over the 
countT)’. (In Oklahoma tliere is a joint effort on 
the part of the state chapter of the American Col¬ 
lege of Surgeons and the Oklahoma State Medical 
SocieW designed to improve the treatment received 
by athletes at a high-school level.) This enthusiasm 
is shared by trainers, coaches, phj'sicians, and spe¬ 
cialists alike and is resulting in a vast improvement 
in the management of injuries to our youth. 

Bead in the S>Tnposiiim on Athletic Injuries before the Joint Meeting 
of the Section on General Practice, the Section on Orthopedic Surgeo’. 
and Uie Section on Ph>'sical Medicine at the 108th Annual Meeting of 
the American Medical Association. Atlantic Cit>% June 12, 1959. 


Experience has led fo the conviction that 
a physician called on to treat an injured 
athlete should respect the patient's desire 
for early return to a competitive status. The 
physician's examination should be thorough, 
and treatment from the beginning must aim 
at the complete rehabilitation of the athlete. 


Value of an Athletic Program 

Organized athletics has been gradually c,\tended 
to involve a greater segment of the youth of our 
countrx'. In many areas not only the junior high but 
tlie grade schools participate in competitive sports. 
Whether or not one agrees this is good, it must be 
recognized as a fait accompli which cannot be 
ignored. There is no present trend toward less 
athletics; rather, the trend is toward a more in¬ 
clusive program. Since one of the major criticisms 
levied at athletic programs has been the limitation 
in the number of participants, many of the athletic 
programs are making deliberate efforts to include 
greater numbers, so that in many schools all of the 
students participate in one way or another. In the 
United States the various types of organized afh- 
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letics, many nf ihom coinpclilivo, iinisl serve iho 
whole function of pliysieal eclncalion, wlicrcas in 
other countries there arc liealtli cIuIjs, lu'king clubs, 
aacl ski societies, (This latter type of organization 
has not been accepted in the United Stales. Our 
citizens are a keenly competitive group, and exer¬ 
cise for exercise’s sake, calisthenio drills, and regi¬ 
mentation into inarching clubs have not been pop- 
ul.ar hcre-onc reason being that in other countries 
tlicse various groups have been used as spring¬ 
boards for political indoelrinalion, not always of a 
desirable type. Our young people have an almost 
paranoid distaste of anything that smacks of regi¬ 
mentation.) Our effort, therefore, must be not to 
decry athletics and demand less participation but, 
on the contrary, to demand greater participation 
•and then sec to it that the whole background of 
organized athlclias is improved. 

Competitive athletics has a great appeal to most 
Americans. Howcs’cr, the major interest has been 
directed away from those factors which make ath¬ 
letics most valuable. The public is more inclined to 
watch the score or cheer the outstanding player than 
to direct its attention toward those facets of the 
program which are calculated to return the most 
good to the greatest number. Comparatively little 
attention has been paid to cither the conditioning 
of the athlete or the prevention of his injury. An 
outburst of righteous indignation may follow the 
untimely death of a budding prep-school player. 
Tlie sports pages eagerly play up injur)’ to the star. 
A personal exfieriencc by its author will often trig¬ 
ger a lay magazine article on the importance of 
proper equipment and on the x'alue of physical 
conditioning as factors in the prevention of injury. 
In the final analysis, however, the public and, I 
fear, the majorit)' of the medical profession, has 
little information on the actual processes of training 
and little knowledge of the actual mechanics of 
injur)’. One may presume that such a group as this 
audience has both a major interest in and informa- 
mation about these sulojects. However, we have 
much to learn from our colleagues in the training 
room, with regard to conditioning and equipment. 

Benefits of Athletics 

Why is it important for young men to participate 
in athletics? There are many quaking parents who 
feel, at times, that the solution to the problem of 
athletic injury' is to abolish competitive athletics, 
particularly contact sports. Therefore, it is up to us 
to demonstrate the true tangible values of athletic 
competition, in order to justif)' participation in an 
activit)' which does carry an element of risk. Are 
there true tangible benefits to be derived from 
athletics? Some of the benefits of athletics are 
obvious. No one seriously doubts that the athlete 
develops a stronger, healthier body. Most of the 
myths of catastrophic sequelae from strenuous ath¬ 
letic activity have been dispelled. I think most of 
us agree that participation in competitive athletics 


has a salutary effect on the character of the par¬ 
ticipant. Tin's is particularly true if the program.s 
arc so managed that loo much emphasis is not 
placed on winning and more emphasis is placed 
on the vital .ability of llic athlete to value liis own 
and respect his opponcnl’s cap.abililies. The player 
learns the value of team participation, that he must 
sacrifice immediate gain to the final end, and that 
desire is one of the most important factors in 
.success. There arc material benefits, also, in our 
present educational system. Many a )’Oung man 
goes to school on his athletic ability. Who is to .say 
liiat the athletic scholarship is not as worthwhile 
as the scholarship for merit in other fields? In most 
of the better schools the scholarship athlete main¬ 
tains a scholastic average higher than the a\’erage 
of his school. 

So much for the benefit of athletics for the stu¬ 
dent in school. What about after graduation? Tliere 
is an increasing tendenc)’ for the athlete to st.ay in 
a rehated field after graduation. Conditioning of 
our youth depends on the organized type of athletic 
training which they get in the elementary .and sec¬ 
ondary schools and through such organizations as 
the YMCA and the Boy Scouts. Without the trained 
athlete these programs would be hard put to pro¬ 
vide capable leaders. We need these people. In¬ 
deed, we will find that much of the education of 
our youth is in the hands of the former colleirp 
athlete. ^ 

Why, then, - is there such bitter opposition to 
organized competitive athletics as such? Because 
of one principal thing, namely, physical injuries. 
This is almost the only real objection to the athletic 
program. Our youngsters do on occasion get seri¬ 
ously and even fatally injured. It must tlien be the 
duty of the medical profession to do everything in 
its power to minimize the things which interfere 
with the goals of the athletic program. 

Role of the Physician 

What can we do to prevent injury, to minimize 
temporary disability, and to prevent permanent 
disability? Much has been accomplished toward 
these ends. A few years ago the trainer in the 
average scholastic institution was a fugitive from 
the supply room, having promoted himself into the 
“wrapping and taping club” largely by osmosis. He 
had no real knowledge of injuries. 'Too often im 
mediate playing was the major consideration rather 
than tire final goal of complete recovery of the 
patient. During this era the doctor was a neces 
sary exdl. The player felt that once he reached the 
doctor his days as an athlete were over. In too 
many instances this feeling was justified, for tw 
reasons. First, since the doctor was the last resort 
he did not see the player at the time he could d ' 
the most good. Second, to the doctor the fact that 
the player was an athlete or should be able t 
remain one was not of immediate concern. Man^ 
times the first recommendation the doctor made 
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was, "Give up football.” This tended to confirm the 
con\dction of tlie player, the coach, and the public 
that the objectives of the athlete and the physician 
were incompatible. 

In our major institutions tliis is no longer true. 
In the well-run athletic program of todaj', the coach, 
trainer, team physician, and specialist all combine 
in one effective unit, designed to bring the player 
to top condition and to keep him there. In fact, 
more emphasis is placed and actually more time is 
spent on preparing a player to participate and on 
preventing his injury than is spent on treatment. 
Hie time when the player, coach, trainer, and physi¬ 
cian are all working at cross purposes is rapidly 
becoming a thing of tlie past in our better institu¬ 
tions. Athletic injuries are much less frequent than 
in the past. Injuries are less severe. The period of 
disabilit}' is shorter. The degree of recovery is more 
complete. Many factors have combined to cause 
this vast improvement in the one area where it 
must be conceded that athletics may have a bad 
effect. 

So, once again, the ph 3 'sician must become not 
only the doer but also the teacher. The orthopedist 
must prepare himself to handle injuries and he 
must pass this information on to the team physi¬ 
cian, who is in the final analysis the major com¬ 
ponent in the management of the atlilete. Tliere 
is one overriding difference in the management of 
injuries to athletes from that of any others; that is, 
that the patient must completely recover from his 
injury or he is no longer an athlete. True, this 
should appi)' to anj' injury the doctor sees; but 
nowhere is it dramatized so constantly as in the 
care of the athlete. 'While prevention of injury is 
important, the major emphasis must be placed on 
treatment. 

The most important consideration in the treat¬ 
ment of athletic injury is early detection, not only 
of the nature of the injury but of its degree. The 
optimum time to e.vamine an athlete for injury 
is as soon as possible after he is hurt. It may be 
impossible to e.vamine the pab’ent or to make a 
complete diagnosis at this time, but if it is pos¬ 
sible precious time has been sa^'ed. Frequently 
tlie initial e.vamination is by the coach, trainer, or 
physician on tlie field. '\¥hoever this is, he must 
make as careful an evaluation of this players con¬ 
dition as he is capable of doing and must pass this 
information on to each succeeding link in the 
chain of therapy. The doctor must conscientiously 
and objectively e.vamine the plaj^er. This is no 
place for wishful thinking. The player is eager to 
continue and should not be deprived unnecessarily 
of tliis privilege. However, if conb'nued compe¬ 
tition will add to tlie hazard of his injury, he 
should not be permitted to compete. It is always 
better to err on tlie side of consen'atism. 

After tlie injury' forces the plaj'er to die side¬ 
lines, what then? The prevalent habit of packing 
tlie injured part in ice and delaying e.vamination 
until a con\'enient time the ne.vt day or so is to 


be deplored. Your examination as a physician 
should be done at the earliest possible moment, 
even at inconvenience to jmurself, the coach, or 
the player. The part should be un^essed, all tap¬ 
ing or strapping removed, and a real examination 
done. Frequently, the diagnosis, which will be easy 
if done early, becomes exceedingly difficult later, 
since pain increases apprehension and swelling, 
edema, and hemorrhage interfere with an accurate 
evaluation of tlie injury. 

Once treatment is decided on, the physician 
should proceed to carry' it out with confidence. If 
it is something the team physician should treat, 
he should be encouraged to do so. If the specialist’s 
attention is required, the specialist himself should 
not hesitate to say so. The physician should be 
encouraged to seek the specialists advice early, 
and this can be done only if rapport with the 
orthopedist is such that there is fullest coopera¬ 
tion betu’een player, referring physician, and spe¬ 
cialist. I have found the following concepts of 
treatment to be of great value. 

Concepts of Treatment 

1. Recognize the value of competitive athletics. 
The phj'sician must believe fliat to this particular 
patient it is vital tliat he be restored to competitive 
atliletics. If he fails in this, tlie patient-doctor 
confidence becomes lost. The.doctor who depre¬ 
cates the plaj'er’s ambition should not be treating 
him. 

2. Avoid e.vpediency. Outside influence must not 
be permitted to outweigh sound medical judgment. 
Many factors will tend to influence the doctors 
decision. All concerned are e.vtremely unwilling to 
believe that the player is really hurt. The boys 
desire to compete, his fear of failing his team¬ 
mates, the parents’ desire to see their son excel, 
the coach’s hope that the player is not really hurt, 
all must be ignored if the proper conclusion is to 
be reached. Procrastination, vacillation, or so-called 
conservatii'e attitudes must not prevail. Temporary 
convenience must be abandoned for the ultimate 
goal. 

3. Adopt the best method of treatment. Medica) 

evaluation of tlie nature and e.vtent of injury must 
be the controlling factor in deciding what treat¬ 
ment to employ. A temporizing attitude xvill not 
accomplish the best results. If you really believe 
that one method is distinctly better tlian another 
you should carry' it out. This must be an entirely 
objective decision. How often do we hear, “Well, 
perhaps this knee would be better operated on, 
but 1 put it in a cast”; or “We really should have 
put the boy on crutches but-” 

4. The treatment must be prompt. A definitive 
decision about the proper metliod of treatment 
must be made at the earliest possible moment and 
then carried out. 

5. Recovery' must be complete. While this 
not always be possible in any given case, 100'" 
rehabilitation must be the goal. The athlete is 
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iMsic.illy in condition and can well tolerate 
any reasonable measure if it serves to increase 
his chances for a aimplete recovery. 

Will sncli a program be accepted? Yes, but not 
without some time and effort on tbe part of tbe 
doctor. He must be able to -sbow conclusively that 
the program is belter, not for himself, bnt better 
for the school, the coach, and especially the player. 
This may require some educational effort. It will 
require time. Tbe doctor himself must be prepared 
to cooperate fully, with interest and ability. As 
the doctor’s program is improved, those most con¬ 
cerned will note the results. They will obser\’c that 
the sprained ankle responds to treatment and that 
a short complete lay-off is followed by normal 


ability, as opposed to an ineffectual season. The 
coach will observe that prompt treatment restores 
the player more rapidly, permits more actual play¬ 
ing in the long run, and so is better for all. Tlie 
player will not fear the doctor who has a sympa¬ 
thetic and rinderstanding attitude. He notes that 
his buddy gels well. He also e.vpccts to get well 
and will accept the physician's recommendation 
for treatment. lie may fear some specific part of 
the treatment, such as the insertion of a needle 
into a joint, but not to the c,vtent of failing to 
return or refusing the treatment, provided he be¬ 
lieves that you believe in restoring him to his 
normal ability. 
nil N. Lee .Si. 
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BASEBALL SHOULDER 


Rex L. Divclcy, M.D. 
and 

Paul W. Meyer, M.D., Kansas City, Mo. 


Bennett ‘ in 1947 called attention to the fact that 
extreme overe.xertion of throwing a baseball could 
and often did cause certain pathological changes in 
the shoulder or elbow, or both, in professional base¬ 
ball players. This condition is most often noted in 
the throwing arm of the pitcher, since be makes a 
continual super-effort with the arm and shoulder in 
a forward e.xtended position, and the forearnr-is- 
hvisted or rotated to produce a curve to the flight 
of the ball. 

Bennett noted tbe following common pathological 
lesions in pitchers and other baseball players; (1) 
a deposit on the posterior and inferior margin of 
the glenoid fossa of the scapula, on or about the 
origm of the triceps brachii muscle; (2) irritations 
about the external condyle of the humerus and 
osteophytes or loose bodies about the tip of the 
olecranon or external condyle of the humerus, or 
both; and (3) fraying of the supraspinatus tendon. 
The author noted that the second and third findings 
Me not distinctive to baseball players but may be 
found in any patient with an ailing shoulder or 
elbow. 

The art of pitching brings into play an extreme 
extension action of the triceps brachii at the elbow, 
with a rotary action of the forearm and a flexion of 
the xvrist. Tliis continued super-effort causes an ir- 


Ftom the Dickson-Diveley Clinic. 

Read in the Symposium on Athletic Injuries before the Joint Meeting 
of the Section on General Practice, the Section on Orthopedic Surgery, 
^d the Section on Physical Medicine at the 108th Annual Meeting of 
the American Medical Association, Atlantic City, June 12, 1959. 


Systematic observations, including routine 
roentgenograms of tbe shoulders and elbows, 
have been made on a number of pitchers 
through two seasons of baseball. Comparison 
of the right arm with the left was found 
~ _L essential. Tbe characteristic roentgenographic 
features in cases of baseball shoulder were 
calcific deposits about the origin of the m. 
triceps brochii on the margin of the glenoid 
fossa of the scapula and osteophytes or 
loose bodies or other signs of irritation about 
the lateral epicondy/e of tbe humerus and 
tbe o/ecronon process of the ulna. Other pos¬ 
sibilities suggested by physical examination 
are froying of the supraspinatus tendon and 
I partial rupture of the origin of the m. triceps 
brachii. Accumulating experience correlated 
j with systematic studies should help to de¬ 
termine tbe prognosis when baseball shoulder 
I develops in o player and should enhance the 
value of preemployment examinations in 
I recognizing the arm that is likely to be dis¬ 
abled by the extreme stress of pitching. 


ritation or partial rupture, or both, of the origin of 
the triceps muscle on the infraglenoid tuberosity of 
the scapula. Again, this continued extension action 
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of tlie triceps at its insertion on the olecranon of 
the ulna may cause an irritation of the periosteum 
at this point, or even a calcific deposit. In older 
patients, wdth chronic cases, there may be evidence 
of bone spurring or osteophyte formation on the 
olecranon. Also, the extreme and forced action of 
forearm rotation, in either pronation or supination, 
and forced flexion and extension of the wrist—the 
motion involved in tlirowing a curve ball—may and 
generally does cause an irritation of the internal 
or external condyle of the humerus, with a sub¬ 
sequent bursitis, later osteophyte formation, and 
even fragmentation at the origin of the forearm 
muscles on these prominences. 

In the case of the sore shoulder, the player com¬ 
plains of a general soreness in the shoulder joint 
which is aggravated by tlirowing and is relatively 
painless when the shoulder is immobilized or rested 
at the side in a sling. When the shoulder is ex¬ 
amined, a point of tenderness can be ascertained 
on deep palpation in the posterior aspect of the 
axilla. If the arm is forcibly extended at the elbow 



Fig. 1.—Roentgenograms of top, normal shonldcr, and 
bottom, shoulder with shadow of calcific deposit on inferior 
rim of scapular glenoid from same patient. 


by active motion, the pain is reproduced in tlie 
shoulder and is noted deep in the region of the 
axilla. 

An anterior-posterior roentgenogram taken with 
the arm in a midabducted position will bring into 
clear wew the inferior margin of the glenoid of the 


scapula. The opposite shoulder should be observed 
in the same position for comparison (fig. 1), The 
pathological changes found may vaiy from a slight 
periosteal irritation on the inferior margin of the 
scapular glenoid to a large calcific deposit, and in 
older patients, with more chronic cases, definite 
spur formation or other osteophytic changes. 





Fig. 2.—Roentgenograms of left, normal elbow, and 
right, elbow with calcific deposit on tip of olecranon from 
same patient. 

If the point of tenderness is localized over the 
outer tip of the shoulder and along the course of the 
supraspinatus tendon, one should suspect a tear of 
this muscle, with a resulting calcific change in the 
muscle or tendon, or both; or one may suspect a 
subdeltoid bursitis in this region with or without 
calcific deposit in the bursal sac. Roentgenograms 
of the shoulder often reveal a calcific deposit over 
the outer tip of the joint. If the point of tenderness 
is noted on the anterior tip of the shoulder, roent¬ 
genograms of the shoulder, with the arm in external 
and internal rotation, should be taken. In e.xtemal 
rotation the anterior bursal sac will be thrown into 
relief. 

In the patient with the sore or painful elbow the 
point of tenderness will be localized over the tip of 
the olecranon or over the intemal or external con¬ 
dyle of the humerus. Roentgenograms should he 
made of the ailing joint in the anterior-posterior and 
lateral planes and of the opposite or norma! elbow 
for comparison (fig. 2). One may find a periostea! 
irritation, osteophytic changes, or even fragmenta¬ 
tion at the insertion of the triceps into the olecra¬ 
non or on the intemal or external condyle of the 
humems, the latter being the points of origin of the 
forearm muscles which rotate the forearm and hand 
and flex the wrist, all of which actions are used in 
the tlirowing of a curve ball. Not all cases can be 
confirmed by roentgenography, but most will elicit 
a definite point of tenderness which should differ¬ 
entiate the diagnosis. 

In the player with a definite tender area in the 
posterior deep axilla, with or without a calcific 
shadow, a diagnosis of a partial rupture of the origin 
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of (lie triceps bracliii can bo made. Those palionts 
will generally respond to Iroalincnt, bnl in chronic 
cases this response may bo greatly prolonged. After 
tlic tender area has boon well localized 2 cc. of 
livdrocortisono (Ilydrocortonc) is injected in the 
area from behind the axilla. One should be careful 
to introduce the needle along the rim of the scapu¬ 
lar glenoid and avoid the area below the axilla 
where the great \’cssels and ners’cs are found. The 
ana is placed at complete rest in a sling and the in¬ 
jection repeated in five days. After two weeks, if the 
pain has subsided, motion in the shoulder may be 
started and increased in proportion to the lack of 
sjmptonis. 

In the case of localized tcndcniess on the outer 
or anterior tip of the shoulder, the area of point 
tenderness should bo injected as described abot'o 
and rest and motion carried out in a like manner. 
We have found that, when the tenderness has been 
localized with the needle point, a small amount of 
the solution should be injected into the area, then 
the needle point should be witbdravai slightly and 
the adjoining areas injected in turn; in other words, 
it is difficult to inject the exact point of tenderness, 
and the surrounding areas should be infiltrated. In 
most patients, even those with a calcific deposit, the 
pain and discomfort can be rclies’ed and, in many 
cases, a large part of the calcium deposit may be 
dissolved or absorbed (fig. 3). 

In patients with lesions about the elbow, the 
areas of point tenderness should be injected with 1 
to 1.5 cc. of hydrocortisone over a period of bvo to 
tliree weeks, -with partial rest to the joint. In the 
case of a ball player, the elbow should be complete¬ 
ly rested for two weeks. One-half to one cubic cen¬ 
timeter of procaine (Novocain) may be added to 
the hydrocortisone; this will, in a large measure, 
allay immediate reaction to the injection. It has 
been our e.xperience that only in extreme cases 
should e.xcision of the calcific sac, bony spurs, or 
fragments be advised. 

During die past two baseball seasons, we have 
taken routine roentgenograms of the shoulders and 
elbows of all pitchers on the Kansas City Athletics 
and, in several cases, have noted an irritation over 
the infraglenoid tuberosity, even before the onset of 
^miptoms, which we feel is the forerunner of a 
definite pathological change. If careful treatment 
and observation are practiced in these early cases, 
've have found, many patients can be salvaged be¬ 
fore their shoulder injuries become chronic. It must 
be stated, however, that the conditions of two 
patients with a definite deposit in the infraglenoid 
whose progress we have been following for two 
seasons, have gradually grown worse, and the 
pitchers have been sent to the minor leagues. 

The preemployment examination is most im¬ 
portant. If, by roentgenologic and physical exami¬ 
nation. a deposit, fragmentation, or joint tenderness 
>s noted, our club is not encouraged to invest a great 
amount of money in the player’s training, and the 


condition is at least carefully observed, protected, 
and treated or tbe player’s position changed. It is 
hoped that, with more experience in these routine 
examinations, we can establish criteria for the arm 
which is liable to break down under pitching stress 
and strain. 

These t’icu's and observations are given not only 
to confirm Bennett’s original thesis but also to call 
attention to this condition again so that we may all 
make a more thorough study of these pathological 
changes. Wc believe that u'ith the advent of hydro- 



Fig. 3.—Roentgenograms of shoulder with calcific deposit 
of patient under treatment. Top, deposit was large, with 
round edges. Middle, four months later deposit had become 
smaller, spur-like shadow. Bottom, nine months later patient 
was asymptomatic. 

cortisone and its derivatives, a treatment has been 
found for these pathological conditions of painful 
shoulders and elbows, with which we may be able 
to salvage a great number of these athletes for 
further profitable service. 

4312 J. C. Nichols Pkwy. (11) (Dr. Diveley). 
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REHABILIT.viidN OF KNEE MENISCUS INJURY WITH 
ASSOCIATED MALACIA OF THE PATELLA 

Donald R. Lannin, M.D,, St. Paul 


Degenerative changes in tlie articular cartilage 
of the, patella probably occur earlier and more 
constantly than in almost any other joint surface. 
The incidence of the degenerative change and the 
time of its onset may vary a great deal. However, 
probably by the age of 30 years everyone is af¬ 
fected to some degree. Bennett and co-workers ' 
have demonstrated that after 15 years of age every 
person may show some evidence of degeneration in 
the knee joint and that the superficial articular 
cartilage layer of the patella is the area of earliest 
change. In addition to the normal degenerative 
changes injury, particularly through athletics, is a 
major factor in the incidence of malacia of the 
patella. 

I have reviewed 294 arthrotomies performed on 
athletes and have attempted to evaluate the effect 
of associated chondromalacia of the patella. All of 
these operative i^rocedures were performed b\' me 
and the conclusions represent purely personal im¬ 
pressions. These were all performed on male ath¬ 
letes between the ages of 16 and 26 years. In every 
case the preoperative diagnosis was a tear of either 
the medial or the lateral meniscus. All cases involv¬ 
ing a preoperative diagnosis of fracture, osteochon¬ 
dritis dissecans, ligamentous injury, or actual grade 3 
chondromalacia of the patella have been e.vclnded. 
The degree of posterior patellar crepitation.* repre¬ 
senting chondromalacia of the patella, has always 
been included as a preoperative irhysical finding, 
and the incidence and degree of actual patellar 
changes found at surgery have been recorded later. 

Several similar systems of evaluation of patellar 
changes have been given by Cave and Rowe,^ Wiles 
and co-workers,' and later by O’Donoghue." Be¬ 
cause of the size of the incision used at the time 
of arthrotomy, little actual visualization of the 
posterior surface of the patella is possible. Most 
impressions have been gained by palpation. 

In only seven of the cases has a patella been felt 
which showed no evidence of any degree of soften¬ 
ing. In 76 cases softening of some area but no fis¬ 
sure formation or fragmentation was demonstrated. 
Of the more severely involved cases an attempt has 
been made to separate the patellar changes into 
two groups. Grade 1 represents those patcllas with 
softening, minimal to moderate fissure formation, 
and a definite localized area of irregularit}' of tlie 
surface. Grade 2 represents those patellas with ex- 

Read in the S>Tnposium on Athletic Injuries before the Joint Meeting 
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and the Section on Physical Medicine at the 108th Annual Meeting of 
the American Medical Association, Atlantic City, June 12, 1959. 


tensive areas of multiple fissure formation and 
stellate fissuring and those having areas of com¬ 
pletely separated cartilage. On the basis of this 
method of classification 103 cases, or approximately 
35%, have been allocated to grade 1 and 108 cases, 
or .37%, hav'e been classified as grade 2. 

Thus, in a total of 211, or 72%, of the 294 cases 
there were degenerative changes in the articular 
surface which I believed were severe enough to 
affect the after-treatment and the prognosis for 
recovery. This represents a considerably higher 
IJercentage than the 48 of 166 cases reported by 
Wiles and co-workers." It is also interesting that 21, 
or slightly over 20%, of the patients with grade 2 
cases also showed some pitting of the intercondylar 
groove of tlie femur, usually in a point roughly 
corresponding to the irregularity of the posterior 
aspect of the patella. At the time of meniscectomy 
it has been my practice to remove portions of the 
articular surface of the patella which are actually 
loose but to leave undisturbed any areas of soften¬ 
ing or ordinary' fissure formation. 

The main objective in rehabilitation of the pa¬ 
tient with knee injury is either the maintenance or 
the restoration of quadriceps strength. Other muscle 
groups such as the hamstrings improve easily and 
spontaneously. Quadriceps exercises allowing a full 
range of motion of the muscle group are preferable 
for quick rehabilitation; however, it is possible to 
develop excellent quadriceps strength and at the 
same time keep the irritation from malacia of the 
patella to a minimum. This malacia is a major fac¬ 
tor in irritation of the knee and in production of 
effusion of the joint. Quadriceps exercises in which 
the knee is extended from a flexed position tend 
to increase this irritation and increase postoperative 
effusion (fig. 1). Probably in the cases of grade 1 
malacia, and certainly in the cases of grade 2 mala¬ 
cia, a special effort sliould be made to carry out 
the quadriceps exercises with a minimum of fle.xion 
of the knee and with a minimum excursion of knee 
motion. 

The program for maintenance or restoration of 
quadriceps strength in these operative cases is actu¬ 
ally’ started preoperatively. Tlie day before the 
surgical procedure each patient is instructed in 
quadriceps setting and in straight leg-raising exer¬ 
cises, with the knee kept in full extension. The after¬ 
noon after surgery, or at tlie latest the ne.xt morning, 
the patient is started on a program of raising the 
leg with the knee completely straight for periods of 
five minutes out of each hour. As soon as the pa- 
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Fig. 1.—Example of incorrect type of relinbilitntive exercise in patient with knee injury and associated roalaeia. 


extended position. At the end of 10 days ordinary 
flexion is started and encouraged, but even at this 
point all quadriceps exercises continue to be per¬ 
formed with the knee in full extension. Weight- 
resistance exercises are started at the end of about 
two weeks and are carried out with the patient 
lying on his back and raising the leg with the 
weights attached to his foot for progressively long¬ 
er periods (fig. 2). By the use of this postoperative 
program the excursion of tlie roughened patella 
through the groove of the femur is kept to a mini¬ 
mum, and the irritation and postoperative effusion 
are also kept to a minimum. 

The ehoice of postoperative dressing is also in¬ 
fluenced by the degree of malacia of the patella. 
Any type of circular dressing, even including an 
Ace bandage, which is worn during periods when 
the knee is being flexed, tends to increase difficulty'. 
If the dressing is tight enough to force the patella 
into the irregular groove, not only will the patient 
have increased pain but the entire program of 
rehabilitation will be retarded. The use of an Ace 
bandage in any knee injury with an associated 
crepitation of the patella is probably contraindi¬ 
cated. 

The catching sensation still produced b\’ the 
malacia of the patella is one of the most common 
complaints present after arthrotomy. Many patients 
believe that removal of a meniscus will entirely do 
away with any feeling of catching or clicking, and 
the persistence of the malacia difficulty is a source 
of annoyance to them. 



Fig. 2.-ExampIe of correct rehabilitative exercise f 
patient with knee injury and associated malacia. 


toward spontaneous improvement. There is 
comse, no real regeneration of superficial earth’ 
and improvement is probably associated with 
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cliatiical smootliing-off of irregular areas. Not only 
do patients report that they har^e less of a catching 
sensation over a period of )'ears but many times it 
has been possible to demonstrate on physical exam¬ 
ination that posterior patellar crepitation which was 
present at tlie time of surgery is not inesent two 
years later. 

Summary 

The incidenee of malacia of the patella associ¬ 
ated with meniscus injuries of the knee is much 
higher than previously reported. This malacia is a 
factor in the postoperative management and re¬ 
quires special consideration in planning exercises 
for the restoration of quadriceps strength. In 


weight-resistance e.\ercises the knee sliould be 
kept constantly straight and should not be brought ■ 
from the fle,\'ed to the extended position, 

942 Medical Arts Bldg. (2). 
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BASIC AREAS OF PREVENTION OF ATHLETIC INJURIES 

Robert G. Brashear, M.D., Knoxville, Tenn. 


In recent years much has been said in the medical 
literature both for and against athletics in general 
and football in particular. Some authors extol foot¬ 
ball as a great builder of men, mentally, morally, 
and physically, while others condemn football, par¬ 
ticularly because many of the injuries sustained 
playing football are carried over into later life. 
Football, however, must be accepted us an integral 
part of the American way of life, just as mucli as the 
automobile. Since we must accept athletics, it be¬ 
hooves us to find ways and means of preventing tlie 
most serious sports injuries. 

There are three basic areas of prevention that the 
medical profession should be aware of, as both 
parents and physicians of the youth of America. 
The first, and probably the most important, is the 
selection of the coach. The liead coach is the num¬ 
ber-one preventer of serious injuries in athletics. 
He must be a morally sound teacher and leader. He 
must select the athlete, put him in his proper place, 
and teach him the various techniques of individual 
and team play, pitting boys of equal athletic ability 
against each other. By “drive, drive, drive and drill, 
drill, drill” he develops the strength and stamina to 
outlast the opponent and the skill to outmaneuver 
him. He prepares facilities. He buys protective 
equipment. He fits the equipment to tlie player and 
teaches him how to wear it properly. In all these 
ways, and in many others, he is actually preventing 
injur)'. 

Rc-ad in the S>T«posivim on Athletic Injuries before the Joint Meeting 
of the Section on General Practice, the Section on Orthopedic Surg£*r>% 
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^Vhen films showing serious athletic injuries are 
studied, it becomes obvious that most serious in¬ 
juries liappen in a moment of poor coordination. 
Many coaches, realizing this, spend endless hours 
in trying to develop coordination in their players. 
With junior-high-school football developing more 
generally under improving supervision and coach¬ 
ing, the high-school and college athletes toda)’ are 
much better cooidinated than in former years; at 
least, they can use their left hands. It is my firm 
belief that, unless a high school has sufficient funds 
to employ a first-class coach and to buy the best 
protective equipment, it should not be permitted 
to have football in its atliletic program. 

The second area to be considered is that of tlie 
team physician. In my state official regulations will 
not permit a football game to start until there is at 
lea.st one doctor available on the field, not in the 
stands, and an ambulance is parked just off the 
field. This is considered a minimum basic require¬ 
ment. When play begins, it is understood that all 
injuries necessitating “time-out” require removal of 
the injured player from the game. An immediate 
and complete examination of the injured athlete is 
made, with emphasis on the exact mechanism of 
injury. The attending physician makes the decision 
about the fitness of the player to return later in the 
contest. 

The team doctor, the trainer, and the coaching 
staff form a well-coordinated team which can pre¬ 
vent many major injuries, particularly reinjiiries. 
Having a physician present on the football field 
during a game is not sufficient. The modem concept 
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of an atlilotie loam doctor is lltal of a consnlling 
physician wiio shaves approprialcly in organizing 
the athletic program. lie is available not only for 
football games bnl also for consnllalion with the 
a)acli and trainer thronghonl the \'oar. This is the 
ideal toward which we should work. 

Making such arrangements is a real problem—a 
problem for organized medicine as well as for 
school officials. MT' physicians deliver all of lhe.se 
athletes. We treat them through infancy and child¬ 
hood, seeing that they have the benefit of all the 
immunizing and other preventis’c modalities known 
to science. In my opinion, at this period of danger¬ 
ous athletic participation we have a conlinning 
obligation to serve and help. 

The American Medical Association recognizes 
this problem and, through its Committee on the 
Medical Aspects of Sports, is actively promoting 
programs for safeti’ in sports. Yet in main’ places 
coaches still find it difficult to work out arrange¬ 
ments for a team physician of the kind I have de¬ 
scribed. Young Americans can and do get good 
medical care when they are injured or ill. hut medi¬ 
cal controls are essential as an integral part of the 
high-school athletic program. 

Let me put the matter on a personal basis. I urge 
each of you who is interested in athletics to take a 
high school under your wing by acting as athletic 
team physician. M'hile this docs require time, with 
little or no financial reward, remuneration comes in 
many other ways. \\Miether you kmow much about 
athletics is a minor point.. As soon as you start 
working with hoys and with coaches you u’ill find 
you are well informed about most points on which 
the coaches need help. 

The full-time athletic trainer, it seems to me, will 
become indispensable to the high school. Every 
college athletic program of any consequence now 
has a full-time trainer, and this has paid dividends. 
The day is rapidly approaching when high schools 
will recognize the value of having a trainer avail¬ 
able. The reason high schools do not have them now 
is that there are no funds available for a trainer’s 
salary. While many compromises ha^'e been de¬ 
vised, none of them is completely satisfactory. I 
would like to report briefly on the National Athletic- 
Trainers’ Association, of which I am an honorary 
member. 


The N. A. T. A., formed in 1950, is a highly 
ethical group which now has over 500 members, all 
well educated and all intensely interested in pre¬ 
vention of athletic injuries. They meet annually 
and the theme of their meeting is the free inter- 
cliangc of information for the prevention of athletic 
injuries and diseases. They are aware of the fact 
that they need medical help and medical super¬ 
vision. They have set up a committee for profes¬ 
sional advancement made up of 13 well-known 
athletic trainers and 5 physicians who are deeply 
concerned with athletics. They iiave drawn up a 
college curriculum, which has been accepted by 
their membership and has been passed on by sev¬ 
eral well-known educators. This curriculum calls 
for a major in physical education and a minor in 
another teaching area, preferably one of the basic- 
sciences. Obviously, to a person armed with a 
degree of this type, a teaching assignment and 
accompanying salary would be a\’ailable almost 
anywhere. Thus, high schools could obtain the 
services of the teacher-trainers. In addition to this 
degree, the N. A. T. A. plans to have each member 
take an additional year of study in physical therapy, 
and tlieir curriculum set up on this basis is accept¬ 
able to every physical therapy school in the United 
States. 

A board of certification of trainers is now under 
advisement and will undoubtedly be developed in 
the near future. The National Athletic Trainers’ 
Association today is made up almost entirely of 
college trainers and the trainers of professional 
athletic teams, who are participating in the prac¬ 
tice of medicine just as surely as are .\-ray and 
laboratory technicians. The main difference, as I 
see it, is that the trainers are not under appropriate 
medical jurisdiction. They need medical help and 
supervision; they have sought it and asked for it, 
and yet medical recognition, it seems to me, has 
been slow in coming to them. I believe the develop¬ 
ment of the professional athletic trainer and this 
National Athletic Trainers’ Association is the great¬ 
est single advance in college athletics in the past 
25 years. Its benefits should be extended to high 
schools at the earliest possible time. 

603 W. Main Ave. (2). 


C IRRHOSIS OF THE LIVER IN MEN AND IN WOMEN.-A review of 100 
consecutive cases of cirrhosis of the liver in each sex showed that cirrhosis is 
largely postnecrotic in women and of the Laennec or so-called alcoholic type 
in men. The high incidence of postnecrotic cirrhosis in women is probably due to the 
fact that women are more susceptible to severe damage from viral hepatitis than are 
men. The greater frequency of Laennec’s ciiThosis in men undoubtedly is due to the 
higher incidence of alcoholism among men than among women. Carcinoma of the 
liver is found more frequently in men who have cirrhosis than in women.— A. H. 
Baggenstoss, The Influence of Sex on the Pathologic Aspects of Cirrhosis of the 
Liver, Vast graduate Medicine, September, 1959. 
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KNEE INJURIES INCURRED IN SPORT 

TJiomas B. Quigley, M.D., Boston 


There is probably a higher incidence of residual 
malfunction from knee injuries than from an}’ other 
trauma sustained in sport. The middle-aged man 
with a “hick” knee dating from iiigh-school or col¬ 
lege days is commonplace. Most of these souvenirs 
can be a\'Oided by common sense preventive 
measures, jjrompt diagnosis, and appropriate treat¬ 
ment. 

Prevention 

The best wa}' to avoid injur}’ in an}’ sport is to 
become as skillful as possible in its performance. 
The gifted athlete or “neuromusculoskeletal genius” 
is rarely injured, and then onh’ under freak cir¬ 
cumstances, However, even ordinary persons can 
reduce their chances of injur}' to a negligible figure 
if they are well coaclied and do as their instructors 
tell them. This has been abundantly demonstrated 
on the ski slopes of the United States and Canada. 
Good e.vecution of well-tauglit techniques requires 
a well-conditioned musculoskeletal system. No col¬ 
lege student should indulge in a contact sport such 
as football, hocke}’, soccer. <jr lacrosse until he can 
sit on a table and extend his knee from 90 to 180 
degrees, with a 50-Ib. (22.7-kg.) weight fastened to 
the foot, 10 times within 40 seconds. Tlie knee is no 
better than the muscles which cross it, and the 
player u'ho cannot perform this test is inviting in¬ 
jury. No one should ski u’hose quadriceps muscles 
are too u'eak to support him for 60 seconds u’ith his 
vertebral column against a wall, his hips flexed at 
90 degrees, and his lower legs perpendicular to the 
floor. 

The most important single factor in the preven¬ 
tion of knee or any other injury, for that matter, in 
sports is a careful plu’sical examination.' Gross de¬ 
formity, such as genu v’algum (knock knee), genu 
varum (bow leg), genu recurvatum, inequality of 
leg lengths, limitation of joint motion, and muscu¬ 
lar weakness from any cause, should preclude 
strenuous sport involving the lower extremities. 
Many abnormalities, however, can be corrected to 
the point of allowing safe participation. Most of 
these invoh’e muscular weakness from previous in¬ 
jury and can be corrected effectively by a program 
of progressive resistance e.xercise.' Minor degrees of 
ligament instabilitx' can be protected by appropriate 
adhesive taping worn during the period of partici¬ 
pation. 

Assistant Clinical Professor of Surger}\ Harx'ard Medical School; 
Surgeon, Peter Bent Brigham Hospital; and Surgeon, Harvard Uni- 
versit>' Health Services. 
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Prompt, accurate diagnosis and treatment 
of knee injuries will prevent most of the "trick 
knees" of middle age. Examination must be 
thorough, orderly, and complete. Rupture of 
a ligament should be differentiated from 
sprain within a few minutes of injury, when 
diagnostic manipulation can be carried out 
without pain. Roentgenography is essential, 
not only to determine fracture or epiphysial 
injury but also to rule out unsuspected pre¬ 
existing abnormality of bone. The most fre¬ 
quent injuries encountered are, in descending 
order of incidence, contusion, ligament 
sprain, meniscus injury, ligament rupture, 
and fracture or epiphysial displacement. 
Most meniscus injuries are accompanied by 
sprain, which should be allowed to heal be¬ 
fore meniscectomy is advised. Immobilization 
produces muscle atrophy and should be kept 
to a minimum. Ligament rupture should be 
repaired promptly. Progressive resistance ex¬ 
ercise is essential in convalescence. Protective 
taping to support the collateral and cruciate 
ligaments should be worn at each practice 
session and game for at least a year after 
any sprain. 


Diagnosis 

N'Juch can be learned from the history of the in¬ 
jury, particularly if the doctor knowns something of 
the sport. Even more valuable is direct observation, 
which should be the rule in all organized contests. 
The doctor himself should go on the playing field 
when he has seen an injury of potentially serious 
consequences occur. To leave to nonmedical persons 
such decisions as wliether the injured player should 
continue to plax’ or should walk from the field or be 
carried off is to gamble with permanent disability, 
with the cards stacked against the player. As a 
general rule, no one u’ith a knee injury of sufficient 
severit)' to prevent further immediate participation 
in any sport should subject the joint to the added 
possible trauma of weight-bearing until the severity 
of the injur}’ has been determined. 

Examination must be thorough and orderly, with 
the patient in the supine position and his legs freed 
of clothing and equipment (fig. 1). Careful survey 
of the hips in adolescents is of great importance, 
since symptoms produced by displacement of the 
upper femoral epiphysis can be referred to the knee. 
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Roentgenography niusl be done, not only to reveal 
fracture or cpiphy.sial injury but to determine the 
presence or absence of previously uususpcctcd nb- 
nonnality, including osteochondritis dissecans, 
clionclroinalacia patellae, osteochondromatosis and 
other loose bodies within the joint, and even bone 
tumors and cysts. 

Assuming that the knee and extremity generally 
was normal prior to the injury, the majority of sports 
injuries fall into five categories, cither singly or in 
combination. These are, in order of incidence: con¬ 
tusion, lig.'uncnt sprain, meniscus injun.’, ligament 
niptnre, and fracture or epiphysial displacement. 

Confusion.—Contusions of the soft tissues .about 
the knee, while painful .and dis.abling, arc often 
minor. If full function returns within a few moments 
the player can safely resume his pl.ay or sport with 
a pad of foam rubber, covered with a stiff plastic, 
over the site of injur\' for protection from another 
possible injuiy^ at the same spot. Further treatment, 
if necessarx', can await the end of the contest. How¬ 
ever, if full function is not present .and the player 
limps and is unable to perform well, to return to the 
game or sport is to court further and possibly more 
serious injury. In adolescents contusions often occur 
at the attachment of the infrapatellar tendon to the 
tibial tubercle. Discomfort is persistent, the tubercle 
is prominent and tender, and roentgenograms show¬ 
ing inegularih’ of the epiphj'sis are reported as in¬ 
dicative of "Osgood-Sclihatter’s dise.ase.”“ This is 
now knowTi to be not a disease but a minor abnor¬ 
mality of growth. Symptoms almost inv.ariably dis¬ 
appear when actixit)' is limited for a few weeks. 

Ligament Sprain.—Sprained lig.iments usually 
preclude further participation, at least on the day 
of injur)'. Tliey are difficult to assay, from the point 
of view of severity, at tire initial examination. The 
next d.!)' an accurate appraisal of the degree of, 
sprain and a reliable prognosis can be made. How¬ 
ever, the presence or absence of ligament rupture 
can and should be determined accurately during the 
15 or 20 minutes after injury', xvhen analgesia is 
still present and before muscle spasm has occurred. 
Manipulation of the tibia on the femur (fig. IE and 
L) is diagnostic, and this short period may be the 
only time that such manipulation can be carried 
out, in a well-muscled young man, without an¬ 
esthesia. If the tibia tilts 15 degrees or more when 
abducted or adducted on the femur in full exten¬ 
sion, in comparison with the opposite uninjured 
knee, complete rupture of a collateral ligament is 
present." If possible, a roentgenographic record of 
this abnormal mobility should be made by means of 
an anteroposterior film taken at the ma.ximum of 
imposed valgus or varus. 

Meniscus In jury.—Meniscus injuries result from a 
combination of torsion and abduction or adduction 
stress. Medial meniscus injuries occur 6 to 10 times 
as often as lateral ones. Injury to the meniscus is 
almost always accompanied hy some degree of 


.sprain. As a general rule it is well to allow the liga¬ 
ment injury' to he.al before making a definite dii-ig- 
nosis and condemning the meniscus to removal. On 
the other hand, there are cases in which the mech¬ 
anism of injury' is characteristic, roentgenograms 
.show no bone abnormality, tlie last 15 to 20 degrees 
of extension are lost, tliere is no hamstring spasm, 
and tenderness is loc.alized almost entirely to the 
joint line. In these cases the accompanying sprain 
is obviou.sly of little consequence and there is no 
point in delay'ing definitive treatment. 

Epiphysial Injtin/.—Epiphysial injuries are rare 
but can be alarming, occurring usually at the distal 
end of the femur and at times presenting such gross 





Fig. 1.—Basic steps in examination ■ o£ knee. Subject is 
supine and completely -relaxed. All steps- are first done on 
um'njured leg. A, inspection and determination of extension; 
B, determination of active and passive flexion not carried 
beyond point of pain; C, palpation for fluid—pressure on 
suprapatellar pouch drives small quanities of fluid down¬ 
ward; right index finger is shosvn about to compress antero¬ 
lateral aspect of joint, producing fluid wave palpable by 

thumbs and left hand; D, determination of muscle atrophy_ 

circumference of thighs is measured at same level; E, de¬ 
termination of cruciate ligament laxity—knee is flexed at 90 
degrees and examiner's forearm presses firmly against lower 
part of tibia while both hands grasp leg, manipulating it in 
sagittal plane; F, determination of collateral ligament laxity 
—one of examiner’s hands rests on table and grasps femoral 
condyles, other grasps ankle and manipulates extended knee 
in coronal plane (reprinted with permission from Surgery 
Gynecology, and Obstetrics [87:569 (Nov.) 1948]). ’ 

deformity as to raise the possibility of injury to the 
popliteal nerves and blood vessels. The sooner re¬ 
duction is effected the better. Again, roentgenog¬ 
raphy is essential. 

Fracture.—Fractures are unusual before the age of 
35 years and then occur most frequently in sports 
involving high speeds and great force, such as sid¬ 
ing. Definitive diagnosis is, of course, made roent- 
genographically. 
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Occasionally momentary lateral dislocation of the 
patella is encountered and can be confusing, pre¬ 
senting symptoms and signs suggesting a combina¬ 
tion of contusion and ligament injur)'. However, 
dislocation of the patella usually occurs in persons 
with knock knee deformity, hypermobile patellas, 
and a histor\' of previous dislocation. 

Treatment 

The first e.xamination, ideally carried out shortly 
after the injuiy', should identify and separate major 
injuries requiring prompt definitive surgical care in 
a hospital from minor injuries which can be treated 
on an ambulator)' basis. 

Gross epiphysial displacements should be re¬ 
duced by manipulation, with the patient under 
anesthesia, and the patient should then be im¬ 
mobilized in a plaster spica for at least eight weeks. 
Open operation should be undertaken onl)' as a last 
resort. Fortunately, functional results are good and 
growth disturbance is unusual, since the injury is 
primarily one of shearing rather than compression, 
and the epiphysial plate is not often seriously 
damaged. 

Fractures are treated by closed manipulation, 
traction, plaster immobilization, and operation, as 
the characteristics of the particular injur)', the 
patient, and available facilities and skills dictate. 
The underlying philosophy, as in the treatment of 
an)' injur)', should be the restoration of as near 
normal function as possible, in the shortest possible 
time, with the least risk to life or limb. In children 
and adolescents (as in patients with epiphysial in¬ 
juries) open operation should be undertaken only 
as a last resort. 

When the presence of complete ligament rupture 
has been established there is little reason today to 
refuse the patient the benefits of prompt surgical 
repair unless serious contraindications, such as 
grave concomitant disease, either general or in the 
extremit)', e.xists. Such contraindications are rare in 
persons participating in sports. The philosophy of 
prompt surgical repair rather than immobilization 
and hope has been well established in the last 
decade “ and recently has been supported by the 
e.xperimental work of Clayton.® 

The tom meniscus does not heal unless the tear 
is peripheral between the meniscus and tlie capsule 
of the joint. There is no way accurately to deter¬ 
mine the position and extent of the tear in a 
meniscus. Arthrography has not proved universally 
reliable and if immobilization for .several weeks in 
plaster is carried out on the assumption that the 
tear is peripheral and the meniscus might heal, 
atrophy of the thigh musculature inevitably occurs. 
If operation is later found necessar)', as is usually 
the case, disability imposed by the atrophy is 
greatly prolonged. Immobilization, therefore, has 
little place in the treatment of injuries to the 
meniscus or ligament. 


When symptoms and signs are clear after the 
sprain accompanying most meniscus injuries has 
healed, operation should be delayed only long 
enough to teach the patient the patterns of e.vercise 
he will do after meniscectomy. The operation 
should only be an incident in the total manage¬ 
ment of the injury and the patient. Aspiration may 
be necessary if the joint becomes distended, but it 
should not be forgotten that arthrocentesis is, from 
a bacteriological point of view, no different than 
arthrotomy and should be carried out with the 
same sterile precautions. The entire meniscus should 
be removed and active motion instituted as soon as 
it is comfortably possible. Exercises should begin 
the day after operation and should continue with 
increasing vigor until full function has been re¬ 
gained. \\^eight-bearing should not be permitted 
until the soft tissues have healed, no sooner than 
10 to 14 days after operation. Full function should 
be restored 8 to 10 weeks after operation, but 
heas'y contact sport should be forbidden for at 
least four months. Full normal function should be 
the rule rather than the exception after prompt 
ligament repair or meniscectomy. Athletes should be 
able to return to their sports without disability. 

Contusions and ligament sprains constitute minor 
injuries, unless tissues are ruptured. Their pathol¬ 
ogy is the same. Immediate hemorrhage is followed 
by phagocytic infiltration of the hematoma, fibro¬ 
blast proliferation, and finally scar tissue formation. 
The object of treatment is to assist nature. This is 
accomplished by the immediate application of cold, 
to constrict the arteriolar bed and thus diminish 
hematoma formation; compression, to disseminate 
the hematoma and speed its absorption; rest, to 
allow the process of healing to continue uninter¬ 
rupted; and elevation, to minimize edema.'' Twent)'- 
four hours after injury the sources of bleeding can 
be considered as closed, and heat can be applied to 
bring more blood to the part and hasten the dis¬ 
persal of the products of injur)'. 

Application of cold is accomplished by means of 
an ice pack or cool bath. Compression is created by 
the appropriate use of foam rubber and elastic 
cotton bandages. Rest is achieved by the use of 
crutches. Most athletes are strangers to crutches 
and must be instructed in their use to avoid in¬ 
juries to the brachial plexus and blood vessels in 
the axilla. Use of hot water is as effective a means 
of applying heat to a contusion or ligament sprain 
of the knee as any more complex modality. Dia¬ 
thermy, in fact, is contraindicated, since its use is 
followed,by a high incidence of effusion. There is 
no specific virtue in ultrasound therapy and its 
employment requires considerable skill. 

More important than heat and massage is active 
e.xercise within the limits of comfort. Atrophy of 
the thigh musculature occurs at an astonishingly 
rapid rate after kmee injuries and can be prevented 
only by a carefully supers'ised daily pattern of 
progressive resistance exercise.^ 
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Sciir tissiu; is always \\’oak(.'r llian the tissue it the ligament should be protected for at least a 

replaces, and there is tlnis some basis for the year from reinjury. The disorderly pattern of in- 

ancient adage, “once a sprain, always a sprain.” clastic collagen fibers in scar tissue is only very 

M'lien full function, including muscle power, has slowly replaced by orderly elastic tissue. Tire best 

been regained after a ligament sprain of the knee, jirotcction is afforded by adhesive taping of the 



Fig. 2—“Duke Simpson” protective knee taping. A, details of cruciate ligament-supporting component. B and C, applica- 
Kon of cruciate ligament-supporting component. D, application of medial and lateral ligament supporting components, three 
on each side. E, reinforcement of cruciate ligament-supporting component. Two strips of tape are applied, crossing anteriorly 
above and below joint. F, application of circular anchoring tapes. G and H, completed taping (reprinted with permission 
from Surgert;, Gynecology, and Obstetrics tOTs569 (Nov.) 1948]). 
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“Duke Simpson" pattern (fig. 2).“ This reinforces 
both collateral and cruciate ligament systems and 
is effective for several hours after its application. 
Most steel and leather knee supports are con¬ 
structed on the basis of the false assumption that 
the knee is a simple hinge. To be effective tliey 
must be molded carefully to tlie midcalf and thigh 
and have a double toggle joint at the knee. They 
are thus e.xpensive and impractical for ordinar}' 
use. Short elastic sleeves with small, hinged steel 
supports on the medial and lateral sides are use¬ 
less. 

319 Loimvvood Ave. (1.3). 
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ATHLETIC TRAINING, PROTECTIVE EQUIPMENT, 
AND PROTECTWE SUPPORT 

Kenneth B. Rawlinson, Norman, Okla. 


An athletic trainer’s duties can be placed in three 
categories: (1) prevention of inj'uries, (2) treatment 
of inj'uries, and (3) rehabilitation of the inj'ury and 
the athlete as a whole. I would like to discuss 
duties in each of these fields. 

Prevention of Inj'uries 

It is our duty to stress prevention rather than 
care of injuries. We S23end much more time on 
prevention than the average la\man believes. We 
work on the assumption that the more injuries that 
can be irrevented the fewer patients will have to 
be treated and rehabilitated. Since an injured ath¬ 
lete is of no value to his team, his coach, or him¬ 
self, from an athletic standpoint, the greatest con¬ 
cern must be with prevention of the injurs' which 
causes him disability. 

Many factors go into the field of jrrevention. As 
a part of prevention no person should be permitted 
to practice or participate in any sport until he has 

Assistant Professor of Phj'sical Education and Head Athletic Trainer, 
University of Oklahoma, 

Read in the SjTiiposium on Athletic Injuries before the Joint Meeting 
of the Section on General Practice, the Section on Orthopedic Surgery, 
and the Section on Ph>’sical Medicine at the lOStli Annual fleeting of 
the American Medical Association, Atlantic Cil>’, June 12, 1959, The 
paper read in the panel discussion on protective equipment and suM’ort 
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Three imporianf elements in a program for 
preventing athletic injuries are thorough 
physical examination, maintenance of good 
practice conditions, including practice field 
and practice equipment, and careful mental 
and physical conditioning of the players. The 
physician who is really in touch with trainers 
and athletes can help greatly with advice on 
special problems of prevention of injury as 
well as rehabilitation of the injured. New 
materials have become available for use 
in protecting vulnerable parts against strains 
and blows. Because of the frequency of cer¬ 
tain types of injury, football and basketball 
players should have their ankles either taped 
or wrapped before each practice session. 
The methods here described for supporting 
the ankle and the longitudinal arch of the 
foot have been used routinely at practice 
sessions for many years and are believed to 
have prevented or to have reduced the 
severify of many ankle injuries. 
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sMcct'Ssfiilly pas.sccl a tlioroimli pliy.sical o.vaiiiina- 
tion. At tlio Univcrsily of Oklalionia \vc give o\»r 
physical CNaminations on llie so-callccl assembly 
line technique. Our team physician, doctors from 
the health .sor\'ico, and nurses gi\’e physical e.vami- 
nations at the student infirmary at 8 a. m. on the 
clay before fall practice starts. Each doctor takes a 
station. The hoys are gis'cn their record cards and 
they merely go from station to station. With use of 
this technique we have been able to gl\’o our 
varsih' football squad their physical examinations 
in about one and one-half hours. 

I would recommend that a physician be on the 
bench at even’ contest. It may be necessary, in 
some localities, for various doctors to take turns; 
hut, regardless of how it is done, you can be ren¬ 
dering a service to your community by donating 
your services for a couple of evenings each year, 

A second phase of prevention is the maintenance 
of a good practice field. Many ,schools spend most 
of their money and all of their time maintaining a 
so-called perfect game field—a field the spectators 
will see and the team will use four or five times a 
year, I would recommend that this procedure be 
reversed and that the practice field, which is used 
as much in a week as the game field is in a season, 
be kept in A-1 condition at all times. 

Another phase of prevention is the physical and 
mental conditioning of the squad. At the Univer- 
sit)' of Oklahoma this is an important part of our 
total program. No team is any better than the 
physical condition of its players. Red Sanders, the 
late head football coach of the University of Cali¬ 
fornia at Los Angeles, once made the statement that 
football is 407o ability and 60% physical condition 
and mental attitude. Tom Harmon, former Michi¬ 
gan All-American player, stated that football these 
days is 907o mental and physical preparation. It all 
boils down to the axiom that no team is better than 
its physical condition. Our objective is to get the 
team, as a whole and as individuals, physically 
stronger and tougher than the opponents. 

Good equipment is an imj)ortant factor in tlie 
prevention of injuries. Some schools make the same 
mistake with equipment as they do with their 
practice fields. They spend the greater portion of 
their budget for some gaudy, fancy game suit that 
is only going to be worn 8 to 10 times a year. 1 
believe that a school should spend most of its 
money for the equipment that is worn daily—prac¬ 
tice equipment. Of all the equipment worn by a 
football player the most important is the headgear. 
Other important pieces of equipment are the shoul¬ 
der pads, shoes (well-fitting and not necessarily the 
most expensive), and pants that fit the player. 

From time to time during the season, it is neces¬ 
sary to improvise or purchase special equipment to 
protect a special injury. A fracture glove may be 
necessary to protect a hand injury, a pair of “Big 


Boy” .shoulder pads to protect a brui.sed shoulder, 
or a pair of “Peel Blocker” hip pads to protect an 
iliac crest. It may be necessary to build up a pair 
of regular shoulder pads with sponge rubber or 
plastic or to use a folded towel around the neck to 
prevent recurring neck sprains or nerve contusions. 

It is necessary, in fielding a team, to do a con¬ 
siderable amount of preventive and protective tap¬ 
ing. At Ibe University of Oklahoma cveiy member 
of ibe football and basketball squads must have his 
;mklcs cither taped or wrapped before each prac¬ 
tice session or game. An ounce of prer'ention is 
worth a pound of cure. 

Pwlccliiic Equipment and Pwlccline Support — 
Equipment is much better today than it was 30 
years ago. However, there is still room for improve¬ 
ment. Thanks to the manufacturers u'e are getting 
belter equipment every year. The old type of head- 



Fig. 1.—Louisiana ankle wrap. 1-8, application; 3-8 may 
be rcpealcil to provide two lifts on each side of heel. (A) wrap 
is spiraled up over ankle. Two pieces of tape are used to 
secure wrap, one around top (B), and one across heel (C). 
Single lift is demonstrated. For 72-in. wrap, spiral up ankle 
as shown in A, B, and C. For 96-in. svrap, repeat 3-8 for two 
heel lifts and then spiral up ankle. 

gear has given way to the new suspension type or 
a plastic molding in place of the old sponge rubber. 
Shoulder pads can now be purchased in four stand¬ 
ard types of construction—flat, inside cantilever, 
outside cantilever, or double cantilever. In addi¬ 
tion, there are special shoulder pads, such as the 
Big Boy, which remove most of the pressure from 
the shoulder and difi'use it around the rib cage. 

Another great improvement has been in the field 
of padding or cushioning of the equipment. In 
past years this was all done with sponge rubber, 
felt, or kapok. Today most pads are covered with 
a plastic material kmown as Absorblo or Ensih'te. 
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This material will absorb much more shock and is 
also more sanitarr’, since it will not absorb moisture 
and can be readily cleaned with soap and water. 

As the styles and h'pes of equipment ha\’e im¬ 
proved, the weight of the uniform used by players 
today has decreased. I ha\‘e no specific figure on 
the weight of the uniform of the past generation, 
but I imagine it was between 20 and 25 lb. In com¬ 
parison, the uniform one of our halfbacks wore in 
last January’s Orange Bowl game weighed 12 lb. 
2 oz. 



I u’ould like to describe some of the methods of 
prevention and protective strapping used at the 
Universih’ of Oklahoma. All of our ankle wraps 
are placed on the ankle over one pair of athletic 
socks, to pres’ent friction, blisters, and possible 
undue constriction, ll’hen we use adhesive tape, 
we almost always apply the tape directly to the 
skin. Naturally, we prepare the skin first by shaving 
off the hair and applying a benzoin balsam aerosol 
(Tuf Skin) or quick-drying adherent before apply¬ 
ing the tape. The methods of taping are the (1) fig¬ 
ure-eight ankle wrap, now obsolete; (2) Louisiana 


ankle wrap, preferred (fig. 1); and (3) adhesive tape 
basket-weave with Oklahoma heel lift, with or 
without the felt “U.” I use the Louisiana ankle 
wrap or the adhesive basket-weave on all of our 
athletes. I believe that this has prevented or re¬ 
duced the severity of many ankle injuries. In a 
survey made at Harvard Universit)', Quigley and 
co-workers ' stated that in the 15 years since thev 
had started the routine use of ankle wraps none of 
their athletes had suffered a complete ankle liga¬ 
ment rupture. Dr. D. F. Hanley of Bowdoin College 
phrased it a little differently when he said, “We 
have not lost a man for a game in five years who 
has worn his ankle wraps correctly.’’ Other forms 
of strapping that are used at the Universit)' of 
Oklahoma include longitudinal arch strapping 
(fig. 2), footrest sti-apping, and knee strapping, 
including methods of supporting the medial, lateral, 
and cruciate ligaments and of supporting injured 
knees postoperatively. 

Treatment of Injuries 

Treatment of injuries is actually a minor part of 
our job. We are the coordinators between the 
coach and the physician. In reality, we are the 
“suspecticians” and physicians are the diagnosti¬ 
cians. 

Rehabilitation 

As in the treatment of injuries, in rehabilitation 
the trainer u'orks hand in liand witir the team 
pliysician. Rehabilitative e.vercises should be 
started as soon as possilrle after an injury. In fact, 
it is advisable to continue e.vercising other portions 
of the body even though the injured part must of 
nccessitv’ be immobilized. It is much better to pre¬ 
vent atrophy than it is to relieve it. Summarizing 
our work in the fields of treatment and rehabili¬ 
tation, we work together with our team physicians 
with the same set of rules, the same set of signals, 
and the same objective—the complete rehabilitation 
of the athlete. 

1 have been asked about the injury problems seen 
in college that could have been taken care of in high 
school. At present, high school injuries which give 
the most trouble are injuries to the knee, myositis 
ossificans of the humerus, and a few shoulder and 
ankle injuries. Regardless of the injury, I would 
recommend early rehabilitation or early surger)' 
and rehabilitation. Be fair to the boy. If he needs 
surgery in high school, recommend it. Don’t wait 
until he gets to college, where he will be a dis¬ 
appointed athlete. 

In conclusion, on behalf of all trainers, I want 
you to know that any help the medical profession 
gives to us is and will be greatly appreciated. 
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BRIEF MAXIMAL ISOTONIC EXERCISES IN THE 
TREATMENT OF KNEE INJURIES 

Donald L. Rose, M.D., Kaii.sns City, Knn. 


Injuries to the knee .structures occur frequently, 
during .a variety of athletic activities. The mecha¬ 
nism of injury, regardless of the precipitating cir¬ 
cumstance, is simply one of the application of a 
force greater tlian that wliich normally stabilizes 
the joint and which is applied in a direction differ¬ 
ent from that of the stabilizing forces. Although 
the injury usually organically damages the c.vtra- 
muscnlar stmetures, the musculature itself is in¬ 
variably involved in the. development of weakness, 
atrophy, tremor, pain, discomfort, apprehension, a 
feeling of insecurity, or a lack of confidence in the 
part on attempted function. These symptoms begin 
immediately after injury and not until they are re¬ 
solved does clinical recovery result. The purposes 
of this p.aper are to discuss an apparently effective 
means of controlling these obvious functional ab¬ 
normalities which are associated with the injury 
and to call attention to the Importance of an ade¬ 
quate neurological component of neuromuscular 
activity. 

Without real e\'idencc for its substantiation, the 
belief has existed that muscles must be repetitively 
‘loaded,” if maximal sti'cngth is to be obtained. 
The work of Hettinger and Miiller ' was the first to 
delineate certain of the dosage elements of thera¬ 
peutic exercise. These authors concluded that the 
greatest increase in strengtli occurred when the 
muscle was loaded to a point near its maximum, 
that one exercise period per da>' was as effective as 
multiple periods, and that one six-second contrac¬ 
tion sustained isometrically was as eflFective as one 
of a longer period in the induction of strength. 
These results have been confirmed by others, who 
have used both isometric" and isotonic “ exercises. 
Inasmuch as these studies have indicated increase 
in strength with single effort, it would seem clear 
that the traditional concept of strength (its being 
equivalent to the physical formula for work) 
should be reexamined. 

Technique 

The technique of loading the quadriceps femoris 
after the manner popularized by DeLorme “ was 
used. It should be emphasized, however, that the 
intent of the exercise procedure was to develop a 
technique whereby the phasic movement pattern 
could be maintained against successively increased 
mechanical stress, which would, therefore, increase 
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The clinical value of a specific technique 
of exercise was investigated in 47 adults 
with unilateral injuries to the knee. The pa¬ 
tient, in the silting position, used the quadri¬ 
ceps femoris to extend the knee against a 
maximum weight load and to maintain full 
extension for five seconds. This was done 
once daily. The load was increased by 1.25 
lb. (0.63 kg.) each day. The strength of the 
uninvolved leg was determined not oftener 
than once weekly. Three case histories illus¬ 
trate the sequence of events. Under these 
conditions the prescribed exercise produced 
a steady increase in strength of the ipsilater- 
al muscle up to a maximum, with correspond¬ 
ing resolution of clinical symptoms; no 
crossing of strength effect between the 
ipsilaleral and contralateral muscles was ob¬ 
served. 


the functional capacity of the pattern. This differs 
fundamentally from isometric exercises, which pro¬ 
hibit the achievement of movement and which 
may fail to produce the elements necessarx' for the 
synthesis of phasic movement patterns. 

The exercise bout in its entirety was as follows: 
After proper positioning of the subject and attacli- 
ment of the weight load to the foot, the leg was 
extended from a position of 90-degree flexion to 
maximal extension and maintained in maximal ex¬ 
tension for five seconds by timed count. The initial 
position was then resumed and the weight was re¬ 
moved. 

The initial weight lifted was the maximum 
amount, as determined by only two or three at¬ 
tempts. This small number of initial attempts is to 
be emphasized, not only for the purpose of deter¬ 
mining the approximate maximal capacity of the 
neuromuscular effort but, above all, to minimize 
the cumulative inhibitory influence of painful pro¬ 
prioceptive feedback on the movement pattern. 

On the next attempt a given weight was added 
to the amount previously lifted. This added weight 
was termed the increment unit. On each successive 
occasion thereafter the increment unit was added 
to the amount of the immediately preceding lift. 
The size of the increment unit was important. It 
has previously been reported “ that an increment 
unit greater than 1.25 lb. (0.63 kg.) was too great 
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for this particular muscle. This sequence was re¬ 
peated, and an attempt made to add an addi¬ 
tional 1.25 lb. each time until the ceiling of strength 
was attained. Maintenance of this ceiling maximum 
was achieved by periodic lifting of this weight once 
weekly or less often. The effect of cross-education ° 
was determined by measuring the ma.ximal strength 
of the unexercised leg occasionally but not oftener 
than once weekly. 

The effect of the exercise procedure on muscle 
hj'pertrophy was determined indirectly by measur¬ 
ing the circumferential diameter of the thigh by 
means of steel tapes 4 and 8 in. (10.2 and 20.3 cm.) 
above the superior pole of the patella. Such meas¬ 
urements were recorded with the subject in the 
standing position, with the quadriceps contracted. 

The exercise principle and procedure were ex¬ 
plained to the patient initially. So far as the 
u’eight lift was concerned, no systematic attempt 



Fig. 1.—Induction of strength after sprain of medial col¬ 
lateral ligament of left knee. Exercise sequence was pro¬ 
longed beyond clinical recovery. 


was made to conceal or to reveal its amount. The 
subject usually inquired after the lift attempt and 
was told the amount. Although the value of external 
stimulation on motor performance is recognized, for 
the purposes of this study it was preferred that 
such performance be the result of internal stimula¬ 
tion and motivation insofar as possible. 

Material 

This study is based on data derived from 47 
adults who had sustained unilateral injury to the 
knee during the course of athletic pursuits. Most 
of the group (30) were college-age adults; the rest 
ranged from this age up to that of 64 years. Forty 
were men. Not all were necessarily injured in 
competitive sports. The classification of injury was 
as follows: collateral ligament sprain, 20; traumatic 
sjmovitis, 5; postmeniscectomy, 12; and postfrac- 
tme, 10. 


Results 

Because the strength of each person is strictly an 
individual matter, it was impossible to average 
strength by groups or injury in any meaningful 
sense. Nevertheless, as a group, the athletes were 
stronger initially on both normal and injured sides 
than were those who did not habitually engage in 
strenuous lyhysical e.xertion. There was no sex dif¬ 
ference in this respect, nor did age apparently make 
any difference. 

The 1.25-lb. increment unit, determined in nor¬ 
mal persons ® as the added amount which could be 
lifted each time, was equally applicable to the sub¬ 
jects with injury status. Nearly all of the subjects 
increased the strength of the quadriceps femoris b)' 
the increment unit at each exercise effort, as shown 
in figure 1. In fact, the lack of such regular response 
invited careful consideration of psychological fac¬ 
tors to account for this; among these factors may 
be mentioned lack of motivation, apprehension, 
fear of further injury, pain, and malingering. Usu¬ 
ally these psychological factors could be resolved 
by explanation and reassurance. 

The upper limit of sUength so induced also ap¬ 
peared to be of psychological origin. All subjects, 
normalor injured, commented that further increase 
in strength was impossible because of an ill-defined 
but universally expressed fear of impending dam¬ 
age to the knee structures if an added weight 
increment should be attempted. This “ceiling” was 
constant and apparently valid, since it could not be 
exceeded in a given person even when he did not 
know that a supramaximal weight lift was being 
attempted. It is of interest also tliat the initial 
maximum could not be exceeded if there was the 
feeling of impending harm to the knee, were heav¬ 
ier weights to be lifted. tVith resolution of this 
attitude, the inhibitory influence was removed and 
the usual strength induction curve was developed. 

With one exception, all patients in this group 
became asymptomatic after no more than 10 e.xer- 
cise attempts. One subject, initially given the diag¬ 
nosis of a sprain of the medial collateral ligament, 
complained of increasing pain with each weight 
lift. Subsequent artlirotomy disclosed a fracture of 
the medial meniscus and this section of the carti¬ 
lage was removed; the postoperative course of 
exercise in this patient was the same as that in 
others of the series. The absence of subjective 
complaints led a number of patients who were col¬ 
lege students to discontinue the exercise procedure 
and to resume their usual athletic pursuits. It is 
fairly certain that they remained asymptomatic, or 
they would have been seen in the student health 
service. 

The phenomenon of cross-education was repeat¬ 
edly demonstrated in this group. In normal persons 
the strength curve of the unexercised extremity 
should keep pace with that of the exercised ex¬ 
tremityAttempts were made to utilize this phe- 




Vot. 171. No. 12 


1.SOTONIC KXKUCISKS-nOSIi: 


1.51/1675 


nomcnon in an oft'ort In delay llie weakening ciTcct 
of tranina and enforced inaclivily. These re.snils, 
largely ncgali\’e, may be snmmarized by reports 
of three cases. 

C.vsK 1.—A 20-year-old woman suffered a sprain 
of the medial collateral ligament of the left knee 
when she collided with other players during a 
basketball game, brief maximal isotonic exercise of 
the left quadriceps was begun on the day after the 
injurs’. Figure 1 illustrates the response to such 
e.xcrcise. A cross-education effect on the uninvolved 
extremity xvas noted during the forepart of the 
exercise experiment. Howes'er, when the ceiling 
maximum was reached on the side of injurx', daily 
exercise of and increase in strength in the unin¬ 
volved extremity resulted in no apparent further 
change in strength on the side of injurx’. In other 
words, the ceiling maximum is constant and not 
subject to further change. 

C.xsE 2.—A 21-year-old male athlete underwent 
an arthrotomy for a fractured medial meniscus of 
the left knee. On the second postoperatix’c day the 
brief maximal isotonic e.xcrcise was begun to the 
right (uninjured) quadriceps. The graph to the 
right in figure 2 illustrates the strength findings. 
When the cast was remox’ed the quadriceps of the 
involved extremit)' was quite weak, although the 
strength of the normal extremity had increased 35% 
over the initial value. After the initial psychological 
barriers xvere overcome, with rcg.ard to exercising 
the involved side, the strength induction curve on 
this side paralleled the much greater strength 
curve of the normal extremity. There was, there¬ 
fore, no evidence of transfer of neuromuscular 
capacity to the involved extremity during its pe¬ 
riod of iinmobilizixtion. 

Case 3.—A 19-year-old male athlete sustained an 
arthrotomy for a fractured medial meniscus of the 
right knee. Brief maximal isotonic exercise of the 
left (uninvolved) quadriceps was begun on the 
third postoperative day. The graph to the left in 
figure 2 demonstrates the exercise responses in this 
case. As with the patient in case 2, there was no 
conclusive ex'idence that exercise of the uninvolved 
extremity had any salutory effect on the injured 
extremity. Further, the subsequent development of 
pain on efifort resulted in prompt additional func¬ 
tional loss of strength which required an additional 
two-week period of exercise for recovery. It should 
also be noted that, although the strength of the 
involved extremity was increasing at the usual rate, 
there was no evidence of further increase in strength 
of the normal extremity, which apparently had 
already reached ceiling maximal strength. 

Several incidental observations should be sum¬ 
marized. Tremor was one of the first symptoms to 
disappear. Although quadriceps atrophy, when 
present, was rapidly resolved during the exercise 
period, muscular hypertrophy was never seen clini- 
cally; this was true even though some subjects were 


able to lift the relatively enormous weight of 125 
Ib, (57 kg.). Each xvcight lifted taxed the person’s 
strength and determination (at times colored by 
considerable intrapersonal conflict), yet there was 
no postcxcrcisc sense of fatigue, stiffness, or pain 
that did not exist prior to each exercise period. 
De.spite the obx'ious increase in strength, there was 
no feeling of increased strength, rather only a nor¬ 
mal attitude of confidence and security in the part. 
Finally, each quadriceps seemingly is independent 
of the other with respect to initial and final 
strength. 

Conclusions 

In a series of 47 patients with unilateral injury 
to the knee the quadriceps femoris was loaded 
isotonically and maintained at maximal contraction 
for five seconds. An increment unit of 1.25 lb. (0.63 
kg.) was added to the amount of the preceding lift 
at each successive period. This increment unit ap¬ 
peared to be constant, regardless of the initial 



Fig. 2.-Induction of strength after arthrotomy for frac¬ 
tured medial meniscus, showing failure to demonstrate 
significant cross-education effect. Data arc charted by at¬ 
tempts. 

strength or xveakness of the muscle clinically, and 
was regarded as neurogenic in origin. The maximal 
strength so achieved was limited by psychological 
factors. Use of this method made possible tire 
rapid resolution of subjective symptoms of pain, 
stiffness, and the feeling of insecurity after a vari¬ 
ety of athletic injuries to the knee structures. The 
phenomenon of cross-education appeared to be of 
no value clinically. 
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REPORT OF ACTIVITY OF THE AMERICAN MEDICAL 
ASSOCIATION COMMITTEE ON INJURY IN SPORTS 

Allen J. Ryan, M.D., Meriden, Conn. 


Physicians in the United States have been active 
as sportsmen and as medical advisers to athletes 
since the beginning of organized athletics. Until 
recently there was no organized approach, how¬ 
ever, on the part of medical associations or societies 
to the problems of sports medicine. This is in dis¬ 
tinct contrast to the situation in Europe, where 
well-defined programs har'e been in e.\istence for 
so many years that this branch of medicine has 
become a specialw in itself. 

The original suggestion for the establishment of 
a Committee on Injurs' in Sports was made at a 
meeting of the Board of Trustees of the American 
Medical Association in December, 1953. Explora¬ 
tory' contacts were made and letters sent to inter¬ 
ested physicians, wlrich resulted in the appointment 
of such a committee under the chairmanship of 
Dr. Augustus Thorndike of Boston in 1954. The first 
meeting of the Committee took place in Chicago in 
June, 1956. Since that time the Committee has met 
regularly twice a year, in different parts of the 
United States, and has undergone a few changes in 
its membership. Fred Hein, Ph.D., of the Bureau of 
Health Education, has served as secretan' to the 
Committee. 

Considerable thought and discussion were de¬ 
voted, prior and subsequent to the first meeting, to 
tlie nature of the role which this Committee should 
play. M^ould it be a passi\'e spectator of events in 
the field, noting progress and problems and answer¬ 
ing requests, or should it take an active part in 
making inquiries itself, setting standards and shap¬ 
ing events in the process of its acti\'ities? The de¬ 
cision was gradually reached to become active. 
Since then, the press of developments has resulted 
in constant year-round activity conducted through 
the staff secretary and the Chairman by correspond¬ 
ence with the Committee members between meet¬ 
ings. 

Although it is perhaps a little premature to speak 
about accomplishments in a field in which so much 
remains to be done, the scope of the problems with 
which the Committee is dealing may best be under¬ 
stood by considering what has been done and what 
is in progress. Most important of all, in whatever 
has been attempted so far, has been tlie enthusiastic 
response and excellent cooperation received from 
representatives of the sports world, both amateur 
and professional, educational institutions, and the 
members of the medical profession as a whole by 
this Committee. 

Read in the S>'inposium on Athletic Injuries before the Joint Meeting 
of the Section on General Practice, the Section on Orthopedic Surgery, 
and the Section on Ph>'sical Medicine at the 108th Annual Meeting of 
the American Medical Association, Atlantic Cil>’, June 12, 1959. 


One of the first problems which came to the 
attention of this Committee was that of the appar¬ 
ently increasing number of serious and even fatal 
head injuries occurring in football players. Contact 
was made with a research program on the subject 
of protective headgear for all purposes being car¬ 
ried out at Cornell University' under the direction 
of George Dye, Pb.D. Discussion with representa¬ 
tives of the larger manufacturers of football head- 
gear followed, and subsequently a visit was made 
to the laboratory of sports medicine at Michigan 
State University' where headgear research was be¬ 
ing carried out under the direction of Henry Mon- 
toye, Ph.D. Progress has been made, not as the 
result of this Committee’s efforts, let it be said, but 
with its active encouragement, in the production of 
a new, safer type of football helmet. It is hoped for 
the future that a set of test standards will be 
arrived at to serve as guides for the manufacture 
of even safer helmets. In the meantime, the Com¬ 
mittee is emphasizing to those concerned the im¬ 
portance of buying the best head protection avail¬ 
able and of cultivating serious respect for any type 
of head injury occurring in practice or game and 
in the treatment and aftercare thereof. 

This approach to this particular problem inaugu¬ 
rated the practice of making one meeting each 
year a visit to one of the university centers where 
active programs of research into the phy'siology' of 
sports activities are being conducted. In 1958 the 
Committee visited Springfield University, where the 
program was arranged by Dr. Peter Karpovich in 
his laboratory. The Committee hopes not only to 
keep informed of what is happening in such pro¬ 
grams but to encomage the development of new 
programs, where appropriate facilities and quali¬ 
fied personnel exist. 

As the scope of its inquiries widened, the Com¬ 
mittee made contacts with the National Collegiate 
Athletic Association (NCAA), the National Asso¬ 
ciation of Intercollegiate Athletic Associations 
(NAI.4A), and the National Federation of 'High 
School Athletic Associations (NFHSAA). Tliese con¬ 
tacts have been most rewarding, and they are all 
bearing fruit. 

In the first instance, NCAA appointed a special 
committee of its ow'n on sports injuries and included 
the Chairm;m of the A. M. A. Committee as one of 
its members. This committee has been very active 
since its inception in planning and conducting a 
national survey of football injuries and another of 
training-room facilities. It is currently embarking 
on a cooperative study of training methods with 
the American Olympic Committee. It has cooper- 
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;itc(l will) llu' A. M. A. in a survey of aniphetainino 
nsiiflc iunoni? allilolcs and in the dissemination of 
tlic ‘‘Hill of Rights for College Athletes" to all of its 
menihcr colleges. In lhe.se two latter projects the 
NAIAA has likewise cooperated. 

The "Bill of RigiUs for College Atidetes” was 
developed hy the Committee from an idea sug¬ 
gested hy one of its members. Dr. Thomas B. 
Quigley of Boston. It is reproduced here in its 
entirety hccanse it represents the Committee’s 
pliilo.sophy of correct conditions for participation 
in amateur athletic events. 

Bill of Rights for the College Athlete 

Participation in college athletics is a privilege 
involving both responsibilities and rights. The ath¬ 
lete has the responsibility to play fair, to give his 
best, to keep in training, and to conduct him.self 
with credit to his sport and his school. In turn he 
has the right to optimal protection against injury' 
as this may be assured through good technieal 
instruction, proper regulation and conditions of 
play, and adequate health supervision. 

Good Conc/iing.—The importance of good coach¬ 
ing in protecting the health and safety of athletes 
cannot he minimized. Technical instruction leading 
to skillful performance is a significant factor in 
lowering the incidence and decreasing the se\'erity 
of injuries. .Also, good coaching includes the dis¬ 
couragement of tactics, outside either the rules or 
the spirit of the rules, which may increase the 
hazard and thus the incidence of injuries. 

Good O^cifl/ing.—The rules and regulations gov¬ 
erning athletic competition are made to protect 
players as well as to promote enjoyment of the 
game. To serve these ends effectively the rules of 
the game must be thoroughly understood by players 
as well as coaches and be properly interpreted and 
enforced by impartial and technically qualified 
officials. 

Good Equipment and Facilities.—There can be no 
question about the protection afforded by proper 
equipment and right facilities. Good equipment is 
now available and is being improved continually; 
the problem lies in the false economy of the use of 
cheap, worn, outmoded, or ill-fitting gear. Provision 
of proper areas for play and their careful main¬ 
tenance are equally important. 

Good Medical Care.—Good medical care for col¬ 
lege athletes includes, first, a thorough preseason 
history and physical examination—many of the 
sports tragedies which occur each year are due to 
unrecognized health problems, and medical contra¬ 
indications to participation in contact sports must 
be respected; second, a physician present at all 
contests and readily available during practice ses¬ 
sions—it is unfair to leave to a trainer or coach 
decisions of whether an athlete should return to 
play or be removed from the game after injury, and 
in serious injuries the availability of a physician 


may make the difference in preventing disability or 
even death; and third, medical control of the health 
aspects of athletics—in medical matters, the physi¬ 
cian’s authority .should be absolute and unques¬ 
tioned. Today’s coaehes and trainers are happy to 
leave medical decisions to the medical profession, 
and they also assist in interpreting this principle to 
students and the public. 

Other Activities 

A similar program for high school athletes has 
been outlined under the title of "Safeguarding the 
Health of the High Sehool Athlete.” This includes a 
scries of proposed standards for safety in competi¬ 
tive athletics. There is also a guidebook for the hold¬ 
ing of local, countywide, or statewide conferences 
on this subject. The NFHSAA has been actively in¬ 
terested in this program and has further cooperated 
by conducting a sampling survey of health practices 
connected with athletic participation in its schools. 
The monthly bulletin of this organization contains 
a column on health in relation to sports which is 
prepared under the direction of this Committee. 
Currently there is under consideration a series of 
recommendations relating to the participation of 
students at the junior high .school level in organized 
football contests. 

As the result of several inquiries and the specific 
interest of several members of the Committee, a 
statement was issued through the AMA News and 
both college athletic associations on the subject of 
"making weight” for wrestling and boxing events. 
Abuses of health involved in heroic weight reduc¬ 
tion measures followed by strenuous competition 
have sometimes resulted in serious illness. 

One member of the Committee participated in 
the revision of an important pamphlet published by 
the Bureau of Health Education, which is now en¬ 
titled “Exercise and Fitness.” This has a broad cir¬ 
culation among persons working in tire field of 
health, physical education, and recreation. Empha¬ 
sis is placed on the importance of appropriate ex¬ 
ercise in producing and maintaining physical fitness 

During the past year the Committee has co¬ 
operated with the United States Olympic Committee 
in making recommendations for medical personnel 
to serve at the coming winter and summer Olympic 
Games of 1960. This is the first occasion on which 
consultation has been sought with ofiBcial repre¬ 
sentation of the profession on these selections. It 
represents an evident desire on the part of all con¬ 
cerned to see that our finest athletes get the best 
medical care. 

In June, 1958, at San Francisco the Committee 
presented, at the invitation of the Council on Scien¬ 
tific Assembly of the Annual Meeting of the Ameri¬ 
can Medical Association, a symposium on athletic 
injuries, their prevention and treatment. Guest lec¬ 
turers covered topics from skiing to skin-diving. The 
papers were subsequently published in The 
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JouHKAL. In June, 1959, tlie Committee cooperated 
in the presentation of a similar srTnposium with the 
Section on Orthopedics at the annual meeting of the 
M. A. in Atlantic Cify. 

For the future, it is die hope of tire Committee 
that within the scope of the A. M. A. a national 
organization of physicians interested in the relation- 
:hip between sports and medicine, whether as team 
physicians, research investigators, active partici¬ 
pants, or merely fans of sport, may be established. 


To this end it will continue to encourage informal 
meetings, presentations in connection with estab¬ 
lished formal meetings and congresses, publication 
of articles and essays, and active research, wherever 
these activities may be carried out. In this wmy there 
can be developed a program at least comparable 
and hopefully superior to any existing in other 
countries today. 

147 W. Main St. 


CLINICAL NOTES 


ALBUMINURIA AND HEMATURIA IN BOXERS 

Capt. Frank B. Flood (MC), U. S. Army (Res.) 


The literature contains only a few reports con¬ 
cerning albuminuria and hematuria in boxers. The 
first article, reporting on 103 boxers, appeared in 
1954.' Since then, only one further study has been 
made, on a larger series of 764 fighters.' A recent 
Army boxing tournament at Fort Bliss, Te.xas, 
afforded the opportunih' to study the problem 
further; the present study is the first report con¬ 
cerning amateur boxers. 

Materials and Method 

Forty-three paired specimens of urine were ob¬ 
tained from 35 boxers, one before and one imme¬ 
diately after each bout. Five boxers fought two 
bouts and one participated in three bouts. The 
urine specimens w'ere tested for blood wnth the 
benzidine test and screened for albumin w'ith use 
of Uristix strips. We used the criteria of Hepler" 
who stated that results of the benzidine test for 
blood are considered positive only if the urine 
contains 12 or more erythrocytes per high-power 
field. Further, all results show'ing a trace of ben¬ 
zidine W'ere considered to be negative for the 
purpose of this study, and only 1-+- through 4-1- 
readings were considered positi\'e. If the Uristix 
strip test for albumin showed a positive result. 
Exton’s method ^ wdth use of sulfosalicylic acid 
was used as a check. This method verified the 
Uristix strip test in all cases; all trace readings rvere 
considered negative. 

The results of these tests are shown in the table. 
All Army boxers able to provide paired specimens 
W’ere included in the study, save five w'ith prebout 
albuminuria. All of these young men, w’ith an aver¬ 
age age of 22 years, w’ere considered in good healtli. 
All of them had had negative results of urinalysis 

From Fort BUss, Texas, and the Department of Medicine, St. Vm- 
cent's Hospital, New York. 


on entrance into the service, and all had had re¬ 
peated physical examinations during and preceding 
the boxing tournaments. 

The large percentage of findings of significant 
albuminuria (10 out of 43 specimens, or 23%) in 
the 'prebout tests of the boxing matches under 
study may have been present as a resvdt of partici¬ 
pation in recent bouts prior to the present study. 
Tw'o boxers show'ed significant albuminuria (levels 
of 3-b or 4-f-) in each of two prebout specimens, 
respectively, and one show'ed a level of 4-}- in one 
prebout analysis. If all boxers w'ith urine specimens 
exhibiting prebout albuminuria are excluded from 
the study, then albuminuria developed in the sec¬ 
ond, i. e., the postbout, specimen in only 5 out of 
33 (15%) instances. Quantitatively, the average 
level of all findings of albumin W'as 2-\~ for prebout 
and 3-)- for postbout urinalyses. 

Follow’-up urinalyses one month later showed 
that all of the participants in this study had normal 
urine without evidence of albumin or blood. 

Comment 

Professional boxing has been termed “the na¬ 
tion’s most dangerous trade.’’^ In addition to the 
real possibility of brain damage, the question of 
renal injury has been raised. 

Can exercise, w’ith or without direct renal trauma, 
produce injury to the normal kidneyp Strenuous 
exercise will produce renal ischemia as the renal 
plasma flow and filtration rate decrease in response 
to the demands for increased blood by voluntary 
muscle. Can the then anemic glomerulus leak pro¬ 
tein and red blood cells? If, in addition to ischemia, 
the previously normal kidney is insulted by direct 
trauma, will urinary abnormalities appear? 
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Amclnr und Solomon ' (irsl doscribccl tlu-se ori- 
niiry abnormalities in a scries of professional boxers. 
They estimated the mnnbcr of kidney blows and 
counted the number of rounds, concluding that 
hematuria and albuminuria were related mainly 
to the duration of a match. Direct trauma appeared 
to play a lesser role, in that hematuria and albu¬ 
minuria progressed in step-like fasbioir as the 
number of rmrnds in the fight increased, irrespective 
of "kidney pimchcs."" They fovrnd that only 65% 
of these boxers exhibited hematuria from rorrnds 
1 to 6 whereas almost 90% .showed renal bleeding 
(luring rounds 7 to 12. Albuminuria followed a 
similar pattern, llecause of these findings, the 
authors recommend urinah’sis as part of the pre- 
fight examination. 
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Kleiman° in 1958 studied a larger group of 
boxers in regard to hematuria. His findings, based 
on urinalyses and, in 100 instances, intravenous 
pyelograms, led him to conclude that exercise alone 
probably will not cause hematuria in the normal 
kidney. However, there is evidence to suggest that 
the normal kidney can bleed and leak protein in 
the absence of detectable renal abnormalities. Cases 
of hematuria have occurred after nontraumatic ex¬ 
ercise it appears unreasonable to assume that all 
of these cases were due to preexisting renal abnor¬ 
mality. The question will remain unsolved in the 
absence of pyelography in a larger series of fighters 
showing hematuria. It may be noted that Klei¬ 


nian'■* found bleeding in 415 (27%) out of a total 
of 1,518 urine samples taken from professional 
boxers after a bout, whereas the present study 
determined that 12 (28%) of the 43 urine samples 
taken from the amateur Army boxers, who had 
participated in fewer fights, exhibited postbout 
hematuria. 

Summary 

Albuminuria occurred in 15% and hematuria in 
28% of a small series of amateur boxers who were 
studied by means of urinalyses prior to and after 
their respective bouts. A review of the literature 
shows our findings to be in agreement on the sta¬ 
tistical incidence of hematuria in boxers, as ob¬ 
tained in a larger series. On the other hand, the 
incidence of albuminuria in this study was much 
lower than in the larger series (15% versus 68%). 
If the criteria for determination of albuminuria 
and hematuria were less strict, the incidence would 
have been much higher. 

The question as to whether previously unde¬ 
tected renal abnormality or strenuous exercise, 
with or without direct renal trauma, causes hema¬ 
turia and albuminuria remains unsolved. All boxers, 
amateur and professional alike, should be required 
to have a urinalysis as part of the routine exami¬ 
nation preceding a match. 

The opinions and assertions contained herein are those of 
the author and are not to be constnied as official or reflecting 
the views of tlie Department of tl)e Army or the Surgeon 
General. 
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R adioactive iodine in milk.—O n die basis of published data on iodine- 
131 levels in cow’s milk during a 16-month period ending September 1958, 
the thyroid glands of average infants and children in the U.S. are estimated 
to have experienced over die last few years annual doses of about 0,1 rad to 0.2 rad 
from the radioiodine in fall-out. These doses are roughly one to two times die annual 
dose to such organs from natural background radiation. For a number of reasons, 
individual thyroid dose rates from fall-out are expected to show wide deviations 
from the average rate.—Abstract: XhjToid Radiation Doses from Fallout, E, B. 
Lewis, Proc. Natl. Acad. Set. June, 1959, in Nuclear Science Abstracts, Sept. 30, 
1959. 
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SPECIAL ARTICLE 


PRIMER ON THE RHEUMATIC DISEASES 

PART III 

Prepared by a Committee of the American Rheumatism Association 


Arthritis due to Infection 

Any articulation, spinal or peripheral, may be¬ 
come the site of a septic process, the organism being 
introduced into the joint directly, by penetrating 
trauma or surgical procedures, or indirectly, through 
hematogenous spread from foci elsewhere in the 
body. Such blood stream seeding may be directly 
into synovial tissues or may enter the joint second¬ 
arily after infection of the adjacent bone marrow. 
In infants and children, prior to the closure of the 
epiphyses, tire metaphyses are commonly the pri¬ 
mary locus of hematogenous dissemination. Al¬ 
though many infectious agents have been found 
responsible for infected joints, certain ones are so 
rare as to be of investigative interest only. The 
more common infecting organisms may be divided 
into two groups, those causing an acute fulminating 
type of infection and those engendering a low- 
grade chronic infection. 

Acute Infectious Arthritis (Acute Pyogenic or 
Septic Arthritis) 

This form of artliritis is usually caused by one of 
the pyogenic cocci, gonococcus, meningococcus, 
pneumococcus, staphylococcus, or streptococcus. 
Because of the widespread use of antibacterial 
agents it is less common now than formerly. On 
the other hand, the following types of acute infec¬ 
tious artlKitis have recently attracted attention, 
either because of an increased frequency or be¬ 
cause of their difficulty in management; (1) that 
seen in premature infants, (2) that due to resistant 
strains of staphylococci, (3) that resulting from 
intra-articular injections or aspirations, and ([4) that 
accompanying malignant disease complicated by 
infections with enteric organisms. 

Pathology.—The inflammatory reaction varies in 
character and severity with the nature of the or¬ 
ganism, state of the host, and duration of the 
infection. In the more severe suppurative infec- 


The first and second installments of this primer appeared in the 
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tions rapid lysis of the articular cartilage takes 
place, particularly at contact sites. Edema fluid and 
polymorphonuclear leukocytic e.rudate from syno¬ 
vial granulation tissue give rise to early effusion 
into the joint. Abscess formation in the synovial and 
subchondral tissues is frequently present, and mas¬ 
sive destruction of the joint tissues may occur. As 
the infection subsides, fibrous repair of the de¬ 
stroyed articular and sxmovial surfaces leads to 
ankylosis. 

Symptoms.—Acute infecdous arthritis is usually 
monarticular. Symptoms of an acute inflammator)' 
reaction come on abruptly and develop rapidly. The 
affected joint is red, hot, swollen, and exquisitely 
tender. Motion accentuates the pain and, if one of 
the articulations of the lower extoemity is involved, 
weight-bearing on that extremity is impossible. If 
the arthritis has developed from a hematogenous 
spread, a second or even multiple joints may later 
be involved. Involvement of the spinal articula¬ 
tions is uncommon. Concurrent systemic symptoms 
of fever, chills, sweats, malaise, and anorexia may 
occur. These are usually not severe but at times 
may be sufficient to overshadow the articular in¬ 
volvement. 

Laboratory Ohseroations.—Elevated erythrocyte 
sedimentation rate and leukocytosis, with a rise in 
the percentage of polymorphonuclear cells, occur 
early in the condition. The synovial fluid is cloudy 
or frankly purulent, and the leukocytes may num¬ 
ber more than 100,000 per cubic millimeter, with 
90% or more polymorphonuclear cells. The organ¬ 
ism causing the arthritis can usually be demon¬ 
strated by bacteriological studies (both smear and 
culture) of the aspirated synovial fluid and fre¬ 
quently may also be obtained from the blood. 

Roentgenographic Findings.—Roentgenologically 
visible changes usually occur earlier in acute septic 
arthritis than in the more chronic varieties. Osteo¬ 
porosis may be seen within a week and is some¬ 
times visible as soon as the patient reports for 
examination. If the disease remains untreated, evi¬ 
dence of cartilaginous destruction in the form of 
narrowed joint space may appear within two weeks, 
to be followed by osteomyelitis, periostitis, and 
epiphysitis. 

Diagnosis.—The rapidly developing red, hot, 
swollen, painful, and tender joint of suppurative 
arthritis may be confused xvith gout, acute calcific 
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tendinitis, and occasionally rhonmatic fever or 
rheumatoid arthritis. In the latter two conditions, 
however, the symptoms are usually polyarticular. 
Systemic symptoms in gout arc usually less severe, 
and In’^icruriccmia will he noted. Acute calcific 
tendinitis presents a characteristic roentgenologic 
picture. In gonorrhe.al arthritis the history of an 
antecedent urethritis may be of assistance. Recov¬ 
er)' of organisms from the blood or their demon- 
str.ation in the joint establishes the diagnosis. 

Trcnfmcnt.—Treatment is directed along two 
lines: first, to control the systemic and joint infec¬ 
tion and, second, to prcserr’c the joint and its func¬ 
tion. For the control of sepsis, prompt bacteriologi¬ 
cal diagnosis with sensitivity studies is essential. 
Penicillin or one of the broad-spectrum antibiotics 
will usually be found effective. Against resistant 
staphylococci, however, erythromycin, chloram¬ 
phenicol (Chloromycetin), and kanamycin may be 
the currently preferred drug, but none is entirely 
effective and newer agents are being sought. Early 
and vigorous treatment is indicated. In addition to 
the systemic treatment local therapy is indicated 
also. Bail)’ aspiration and irrigation with isotonic 
sodium chloride solution, followed by instillation 
of approximately 100,000 units of penicillin, will 
hasten the resolution of the local infection. Broad- 
spectrum antibiotics are usually too irritating to be 
used for intra-articular instillation. Open incision 
and drainage may be indicated. 

Immobilization of the joint by splint or traction, 
in order to control pain and maintain proper posi¬ 
tion, should be accompllsbed as soon as possible. 
This should be discontinued, however, as soon as 
the acute process subsides, lest adhesions and anky¬ 
losis develop. Judicious physical therap)' in the 
form of warm compresses, gentle massage of the 
muscles above and below the involved joint, and 
active motion within the range of the patient’s pain 
tolerance are instituted as early as possible in order 
to maintain optimum function. 

Prognosis.—Prognosis as to life is determined by 
the nature and severity of the systemic disease. 
Staphylococcic infections in hospitals have at times 
proved a particularly difficult problem, but even 
here the outlook is usually good. The prognosis for 
complete restoration of joint function depends pri¬ 
marily on the time lapse between the onset of 
symptoms and the institution of specific therapy. It 
is usually excellent if adequate, therapy can be 
started within the first week; after the third week 
it is usually poor. Low-grade infections may be 
overlooked in infants, and irreparable damage may 
be done before specific therapy is instituted. 

Gonococcic Arthritis 

The marked decrease in the incidence of joint 
disease as a complication of gonorrhea is due to the 
continued effectiveness of penicillin, which cures 
95 to 97% of uncomplicated primar)' infections of 


the urethra and the cervix. However, gonorrheal 
arthritis still occurs frequently enough and its clini¬ 
cal manifestations are sufficiently distinctive to 
warrant special considerations. After the primary 
infection a latent period of from 10 to 30 days may 
elapse before the arthritis develops. The onset is 
customarily sudden, with temperature elevation, 
malaise, and a polyarthralgia which may simulate 
acute rheumatic fever. Within a few days the joint 
involvement becomes monarticular, with a loiee, 
ankle, or wrist being most often affected. Gonococci 
can frequently be recovered from the joint fluid but 
rarely from the blood; serologic tests are unreliable. 
If results of synovial fluid studies are negative, 
treatment is justified on a presumptive diagnosis 
based on a bistor)' of urethral discharge followed 
by characteristic joint involvement. Reiter’s syn¬ 
drome (discussed in the section Miscellaneous 
Arthritic Conditions) may cause confusion. The 
recommended treatment is administration of 800,- 
000 to 1 million units of penicillin daily for one 
week. If the patient is sensitive, or the organism 
resistant, to penicillin, a broad-spectrum antibiotic 
or sulfonamides are effective substitutes. Intra- 
articular injections of penicillin in doses of 100,000 
units may be used to supplement the systemic 
treatment but are rarely necessary. 

Chronic Infectious Arthritis 

This is the term used to indicate the arthritis 
produced by certain micro-organisms, which, in 
contrast to tlie acute fulminating course just de¬ 
scribed, is characterized by clironic, slowly devel¬ 
oping, but persistent joint disease. The term has 
nothing to do with rheumatoid arthritis, although it 
was formerly used as a synonym for that condition. 
Included in this group are infections due to Myco¬ 
bacterium tuberculosis, Treponema pallidum, Bru¬ 
cella organisms, enteric organisms, and certain 
fungi. Although all are usually monarticular, there 
•are certain distinctive characteristics of the various 
arthritides making up this group. Each will there¬ 
fore be described as a separate entity. 

Arthritis and Spondylitis due to Tuberculosis 

Incic/cnce.—Although tuberculosis of bones and 
joints is declining in the United States, it still de¬ 
velops in appro.ximately 1 to 4% of patients who 
have other forms of tuberculosis. The bodies of the 
lower thoracic and upper lumbar vertebrae are the 
most common sites of tuberculous bone infection. 
Less frequently involved are the peripheral joints; 
when these are attacked, the lower limbs are more 
commonly affected than the upper. 

Etiology and Pnf/iogenesis.—Tuberculosis in the 
United States is caused almost exclusively by the 
human type of M. tuberculosis, the primary lesion 
developing in the lung through inhalation. From 
tlris focus the bacilli spread to the bronchopul¬ 
monary lymph nodes, where, under suitable circum- 
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stances, hematogenous dissemination to the spine 
or peripheral joints results. The primary focus may 
at times be so obscure that the bone disease appears 
to be primary. Despite the fact that persons receiv¬ 
ing treatment with adrenal steroids over a pro¬ 
tracted period must be constantly observed for the 
possible development of a new tuberculous infec¬ 
tion or a reactivation of an old one, no case of 
tuberculous arthritis arising in this manner has yet 
been reported. 

Pathology—In the spine the earliest lesion is a 
small tuberculous focus which develops in the mar¬ 
row of the vertebral body. As the lesion increases 
in size and caseation occurs, it is referred to as a 
“cold abscess.” With continued growth the bone 
loses strength and collapses, permitting spread of 
the infectious material from the cold abscess along 
the anterior or posterior longitudinal ligaments, 
with destruction of intervertebral cartilage and 
involvement of the vertebrae proximal and distal to 
the original site. The contents of the tuberculous 
abscess may then dissect behveen fascial planes or 
muscle bundles and form a sinus discharging at a 
point distant from the seat of the main infection. 
Arrest of the condition, either spontaneously or with 
drug therapy, may bring about resolution of the 
lesion and healing by fibrosis or bony union. 

In peripheral joints the subchondral area of bone 
is the most frequent site of the early manifestations 
of the disease. There, the tuberculous process un¬ 
dermines the articular cartilage and may eventually 
separate it, spreading to all articular and periarticu¬ 
lar tissues. As the disease progresses, the caseation 
may completely destroy the joint. Here, too, dis¬ 
charging sinuses may occur, although they are less 
frequent than in the spine. 

Clinical Features.—Tuberculosis of the bones and 
joints occurs most often in children under 15 years 
of age, although adults are not immime. It is more 
often associated with active tuberculosis of the 
lungs or genitoiu-inary tract than with other foci 
within the body. A history of trauma preceding the 
onset of symptoms by six or eight weeks may be 
elicited in about 50% of cases. Involvement of the 
spine and peripheral joints concurrently is an ex¬ 
tremely rare condition. 

Tuberculosis of the Spine (Tuberculous Spondy¬ 
litis, Pott’s Disease).—The area usually aflFected in 
tuberculosis of the spine is between the sixtli 
thoracic and the fifth lumbar vertebrae, and mul¬ 
tiple vertebral bodies may be involved. Signs and 
symptoms consist of tenderness and muscle spasm 
over the affected area, weakness and pain often 
worse at night, rigidit\', abnormalities in gait, and 
kyphotic deformity. Since the anterior margin of 
the vertebra is usually eroded first, this may lead to 
collapse and angulation of the spine which can be 
so severe as to compress the spinal cord, with re¬ 
sultant paralysis. The “cold abscess” described un¬ 
der Pathology may pursue one of several courses. 


It may remain local, dissect along fascial planes 
producing a “psoas abscess,” appear externally in 
the inguinal region, or extend into the spinal canal, 
compressing the cord and producing a tuberculous 
meningitis. 

Tuberculosis of Peripheral Joints.—In adults, the 
knees are the most common site of peripheral tuber¬ 
culous arthritis, while in children under 10 years 
of age hip involvement predominates. The onset is 
insidious, usually involving a single joint. Local 
swelling of the joint is noted, and palpatioii reveals 
a peculiar doughy feeling, with warmth but rarely 
redness; muscle spasm and atrophy are present, and 
finally limited motion. The course is progressive, 
but transient spontaneous remissions will occur. 
Regional lymph nodes (called “scrofulous nodes”) 
are frequently involved, with swelling but minimal 
tenderness. In cliildren the earliest symptom is a 
limp, slight in the morning on arising but gradu¬ 
ally increasing during the day as activities increase. 
Later there may be pain in the thigh and knee, 
muscle atrophy, and finally limitation of motion. 

Laboratory Examination.—Tubercle bacilli may 
be found in the synovial tissue or in exudate from 
a cold abscess or sinus; they are found less fre¬ 
quently in the synovial fluid. They may be demon¬ 
strated by smear but are more often recovered by 
culture or after inoculation of suitable material into 
a guinea pig. The total cell count of the synovial 
fluid may exceed 100,000 per cubic millimeter. 
Although there may be more lymphocytes and 
monocytes than in other types of arthritis, the 
differential blood cell count is not specific. The 
protein content of the fluid is increased and the 
sugar decreased. Tuberculosis should therefore be 
suspected in an effusion of short duration if the 
synovial fluid analysis reveals a moderately low 
total white blood cell count, few polymorphonu¬ 
clear cells, a low sugar level,' and a high protein 
content. Biopsy of the synovial tissue or regional 
lymph nodes will usually demonstrate tubercles and 
acid-fast bacilli. In tuberculosis of the hip the deep 
inguinal lymph nodes are often involved, while 
tuberculosis of the wrist and hand will usually 
involve the epitrochlear glands. A positive result of 
a tuberculin skin test is only suggestive, but a 
negative reaction is strong evidence against the 
diagnosis of tuberculous arthritis. 

Roentgenologic Examination.—In the peripheral 
joints the first roentgenologic evidence of tuber¬ 
culous involvement is osteoporosis, accompanied 
by periarticular swelling. This is followed by mar¬ 
ginal erosion, then thinning and interruption of the 
articular cartilage. The joint space itself may be 
preserved until late in the disease. In the advanced 
stage there is subchondral bone destruction and 
narrowing of the joint space. Spinal involvement 
presents evidence of bone erosion within the verte¬ 
brae, followed by destruction of the intervertebral 
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cartiliigc and collapse of the bone, with increasing 
kyphosis of the spine. The shadow of a largo 
ciisemis mass is frequently noted. 

Course and Profiiwsis.—The introdiiction of spe¬ 
cific therapy in recent years has led to a considcr- 
ahly improved prognosis. Unfortunately, hou'cvcr, 
tlie indolent character of the infection may rc.sult 
in considerable progress of the disease before the 
diagnosis is established. Unless checked, tvdicrcu- 
lous arthritis follows a protracted course, leading 
to progressive destruction of bone and articular 
structures and not infrequently to disseminated 
disease. \\Mulo spontaneous remissions and exacer¬ 
bations are common, recovery of full joint function 
is rare. Tid)crcnlosis of the .spine carries a decidedly 
graver prognosis, because of its ability to produce 
spinal cord compression with paralysis or menin¬ 
gitis. As in other forms of tuberculosis, amyloidosis 
may be an end-result. 

Trent meat .—General principles of treatment of 
tuberculous arthritis consist of (1) the use of anti¬ 
biotics and chemotherapeutic agents, (2) immo¬ 
bilization of the joint in a comfortable position, 

(3) prolonged rest and supportive measures, and 

(4) surgery when indicated. In order to carry out 
the treatment program effectively the combined 
efforts of the rheumatologist, internist, and orthope¬ 
dist are nccessarx'. 

Specific antituberculosis drugs are indicated in 
ever\' case of tuberculous arthritis and spondylitis. 
Streptomycin, combined with either para-amino¬ 
salicylic acid or isoniazid, or both, may be tbe sole 
treatment in some cases, but more often these are 
necessarx' as adjuncts to surgery. Drug therapy must 
be continued for a minimum period of six months, 
with one year closer to the ideal. The usual dose of 
streptomycin is 3 to 5 Gm. weekly by intramuscular 
injection, while 12 Gm. of para-aminosalicylic acid 
is usually given orally each day. Isoniazid is given 
in an oral dose of 300 to 500 mg. daily. 

Surgerx' may take the form of incision and drain¬ 
age of tuberculous abscesses; total or partial $> 010 - 
vectomy, with the removal of debris from the joint 
area; joint fusion; or even amputation. Operation 
of some type is necessary in almost every adult 
patient with tuberculous arthritis, but children 
may be treated successfully by means of immobili¬ 
zation, antituberculosis drugs, rest, and supportive 
measures. The decisions of whether or not operative 
intervention is indicated and the exact surgical 
procedure to be employed are primarily orthopedic 
responsibilities. 

Syphilitic Arthritis 

The incidence of syphilitic joint disease has been 
declining steadily because of intensive educational 
programs and more effective therapy of early 
syphilis. When it does occur it is usually a manifes¬ 
tation of congenital syphilis or of neurovascular 
tertiary syphilis. Direct invasion of the joint itself 
by T. pallidum is virtually unknown. 


Congenital .syphilis may be manifested in the 
joints in one of the two following way.s. 1. Acute 
epiphysitis or osteochondritis usually occurs in the 
first three weeks of life, affects tlic upper end of the 
humerus most commonly, .and results in flaccidity 
of the arm (Parrot’s pscudoparalysis). It is charac¬ 
terized by inflammatory clmngcs and resulting ir¬ 
regularity of the epiphysial line and periostitis. 
2. ■“Glutton’s joints” is a painless bilateral synovitis 
of the knee developing in children between the 
ages of 8 and 16 years. Acquired syphilis may, in¬ 
frequently, during the secondary' stage, mimic rheu¬ 
matic fever or rheumatoid arthritis in the produc¬ 
tion of arthralgia, synovitis, hydrarthrosis, .and 
tenosynovitis. 

The most common form of syphilitic arthritis 
(which still makes up only a small percentage of 
the total cases seen in any rheumatology clinic) 
is that found in conjunction with tertiary syphilis 
and called “Charcot’s joint.” In this condition the 
joint changes are secondarj' to the spinal cord in¬ 
volvement of tabes dorsalis. Occurring usually in 
the joints of the lower extremity, this type of .arthri¬ 
tis is characterized by gradual painless enlarge¬ 
ment, usually of a single joint. Tlie soft spong>' 
enlargement may reach tremendous size, in which 
case prominent deformity occurs. Not only p.ain 
but other sensation may be lost. Roentgenography 
will demonstrate complete dissolution of the joint 
and marked remolding of the adjacent bone sur¬ 
faces. (This entity is discussed more fully under 
Neurogenic Arthropathy in tbe section on Miscel¬ 
laneous Artliritic Conditions.) 

Diagtrosis.-The diagnosis of syphilitic arthritis is 
made primarily on the basis of tlie characteristic 
clinical pattern, supported by other stigmata of 
syphilitic infection, plus positive serologic or spinal 
fluid findings. The laboratory' data, while helpful, 
cannot be used as tlie sole criterion, since false¬ 
positive and false-negative results occur. 

Treatment—Although “Charcot’s joint” will not 
be benefited, other forms of syphilitic bone and 
joint disease should be treated with standard anti¬ 
syphilitic therapy. Penicillin remains the preferred 
drug. Tlie usual course of treatment consists of 
administration of 6 million units of a depot type 
of penicillin over a 10-day period. On occasion it 
may need to be repeated. 

Brucellosis 

Incidence.—The incidence of brucellosis, like that 
of many other infectious diseases, is apparently 
declining, due more to intensive control measures 
of the reservoir hosts than to currently available 
therapeutic measures, which are still quite im¬ 
perfect. Arthritis complicating brucellosis is now 
felt to be a ratlier rare condition. Although Brucella 
melitensis is the organism most likely to produce 
bone and joint infection, it accounts for only about 
10% of generalized brucellosis in the United States 
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Spondylitis is an occasional late 
manifestation of bracellosis. The sjnnptoms, signs, 
and roentgenologic changes are similar to those of 
tnherculosis, except that paravertebral abscesses 
with sinus drainage are less frequent. The lower 
thoracic and upper lumbar vertebrae are most 
often affected, and destruction of the body of the 
vertebrae, as well as of the intervertebral disk, may 
occur. Generalized, and often severe, muscle and 
joint aches and pains, usually diagnosed as fibrosi- 
tis, may occur during the acute or chronic stage. 
True sNTiowtis is rare. 

Diflgiiosis.—The diagnosis of brucellosis in gen¬ 
eral, and of arthritis or fibrositis secondary to it, is 
fraught with difficulty. A positive blood culture is 
the main diagnostic evidence that the disease 
e.xists, but frequently this cannot be obtained. An 
agglutination titer of 1:320 or greater in the pres¬ 
ence of sjnnptoms of the disease is usually con¬ 
sidered diagnostic, although this, too, is open to 
question. The opsonocytophagic index and the skin 
test result are not reliable. 

Treatvicnt.—The most widely used treatment at 
tlie present time consists of the concurrent admin¬ 
istration of either cblortetracycline (Aureomycin) 
or oxytetracycline (TeiTamycin) orally, with strep¬ 
tomycin given intramuscularly. The dose of the 
former is usually 0.5 Gm. four times daily and of 
the latter 1 Gm. per day. The course of treatment 
must be continued for at least 21 days. It is not 
always effective, and other wide-spectrum anti¬ 
biotics are being investigated. 

Arthritis due to Mycotic Infections 

Cocciflioif/oniycosis.—Coccidioidomycosis is en¬ 
demic in the southwestern part of the United States 
but, as a result of modem transportation, patients 
with the disease are being seen with increasing 
frequency in many other localities. The causative 
agent is tlie Coccidioides immitis, which gains en¬ 
trance to the body through the respiratory tract. 
The disease takes one of two forms, that of a benign 
pulmonarx' infection or that of a chronic progres¬ 
sive systemic infection. 

Symptoms: Muscle and joint pains, often asso¬ 
ciated with erythema nodosum and called “desert 
rheumatism,” occur in about one-third of pulmonary' 
cases. Affected joints are painful, tender, slightly 
swollen, but without effusion. This subsides com¬ 
pletely vithin six weeks. At- a later date persistent 
arthritis may develop, frequently at the site of 
trauma. The infected joint becomes swollen with 
increased symovial fluid, is moderately painful and 
tender, and, when in the lower extremity, is the 
seat of pain on weight-bearing. Such a low-grade 
monarticular arthritis may' persist for years. De¬ 
structive lesions may' also occur in epiphysial bone. 

Diagnosis: The coccidioidin skin test result 
usually' becomes positive after the primary infection 
but is frequently' negative widi the disseminated 


disease. A positive result of the complement-fi.\ation 
test indicates dissemination of the disease. Diag¬ 
nosis of the systemic disease is established by 
demonstration of the organism in sputum, pus, 
pleural or spinal fluid, or gastric washings, while 
etiology of the arthritis is best proved by sy'novial 
biopsy'. 

Treatment: Administration of amphotericin B 
is currently used, although results are not uniformly 
satisfactory. 

Actinomycosis.—Actinomyces bovis affects pri¬ 
marily the mandible but may also affect the thoracic 
spine. It produces many small abscess cavities in 
the spine and may be mistaken for tuberculosis of 
the spine. Administration of large daily doses of 
penicillin (6 to 12 million units) combined with 
surgical drainage of sinus tracts and abscesses has 
constituted the most successful treatment. 

Other pathogenic fungi, including Blastomycosis 
dermatitidis. Cryptococcus neoformans, and Histo- 
plasma capsulatum may, rarely, produce bone or 
joint disease. 

Arthritis due to Virus Infection 

In a few instances transient arthritis affecting 
peripheral joints may be related to viral disease and 
may' be seen in cases of mumps, influenza, and 
epidemic hepatitis and after smallpox vaccinations. 
A self-limited arthritis, lasting for about 10 days 
and involving primarily the small and medium-sized 
joints, may accompany rubella. A chronic monarth¬ 
ritis or polyarthritis may accompany venereal 
ly'mphogranuloma (lymphopathia venereum). There 
is usually no destruction of cartilage or bone. The 
result of the Frei test is positive in most cases and 
affords, with serologic tests, the best means of 
diagnosis. 

Miscellaneous Arthritic Conditions 

f 

Although rheumatic fever, rheumatoid arthritis, 
osteoarthritis, and gout make up the majority' of 
cases of true arthritis seen in any' rheumatology’ 
clinic, there are other, less common, diseases in 
which articular structures are involved. Since they 
frequently present symptoms similar to the four 
major ty'pes, a clear understanding of these condi¬ 
tions is necessary for adequate differential diag¬ 
nosis. A brief discussion of each is therefore in¬ 
cluded in this primer. 

Reiters Syndrome 

Reiter’s s\Tidrome is characterized by the triad 
of arthritis, urethritis, and conjunctivitis. Many 
cases will also be accompanied by a dermatitis, 
involving particularly the hands or feet and re¬ 
sembling keratodermia blennorrhagica or pustular 
psoriasis. Adult males are mainly affected. 

The etiology of the disease is unknown. Although 
pleuropneumonia-like organisms (PPLO) have been 
cultured from the urethral discharge in some cases. 
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they cannot be foinul in most, inul, on tlu; other 
hand, may l)o foniul in ti>e vnotiiras of iier.sons show¬ 
ing no evidence of the disease. Viral infections, 
although often suspected, have never been proved 
to be related to the condition. 

Altliongh symptoms in any of the tlnee major 
systems listed may precede the others, th(> full 
triad is usually developed within 10 to M days 
after the onset. Monarticular arthritis occasionally 
occurs, hut an asymmetrical polyarthritis with a 
predilection for the knees and ankles is most fre¬ 
quent. Periostitis, especially of the tendo cidcanetis, 
giving rise to heel tenderness, is common. The 
urethritis commonly appears with a persistent thin, 
watery discharge. A concurrent gonorrheal urethri¬ 
tis may cause confusion. This, however, is usually 
thick and purulent and responds to penicillin 
therapy, leaving the thimrer persistent nnreoid dis¬ 
charge of Reiter’s syndrome. The conjunctivitis 
varies in intensity from a mild painless reddening to 
intense involvement complicated by iritis and oc¬ 
casionally corneal ulceration. The disease is usually 
self-limited, subsiding in -( to Ifl weeks, althongh 
it may at times he subject to reenrrences. Occasional 
cases progress to true rheumatoid arthritis or 
ankylosing spondylitis. 

There are no specific laboratory findings. The 
sedimentation rate and wliite blood cell count are 
usually elevated, while the mine may contain white 
blood cells, red blood colls, and allmmin. Blood 
cultures give negative results, as do nretliral cul¬ 
tures, except for the occasional one positive for PPL 
organisms; joint cultures and smears give negative 
results also. The anatomic changes in the synovial 
tissues are those of nonspecific ciironic inflamma¬ 
tion, with moderate infiltration of lymphocytes and 
plasma cells as well as some fibrosis. Roentgeno¬ 
grams are nt)nnal initially hut may later show hone 
erosion and osteoporosis, progre.ssing in the pei'sis- 
fent cases to narrowing of the joint space indicative 
of articular destruction. 

Treatment is primarily symptomatic; althongh 
streptomycin and hroad-sjicetrmn antibiotics may 
appear to he helpful, their use. is often disappoint¬ 
ing. Hyperthermia, while still used in some clinics, 
is less popular than formerly. Stcuoid therapy will 
bring about prompt reversal of the inflaminatoiy 
articular signs and in some patients would appear 
to shorten the duration of the syndrome; others 
progress to a chronic condition despite all modes 
of therapy. 

Pulinclromie Ulveuinati'sin 

Palindromic rheumatism is characterized by’ fre¬ 
quent attacks of acute short-lived arthritis, recur¬ 
ring at irregular intervals during many years 
without residual joint damage. The metacarpophal¬ 
angeal and the proximal interphalangeal joints are 
the most frequently involved, but any peripheral 
joints may develop symptoms as may soft tissues at 
certain sites such as the heels, soles, and finger pads. 


Attacks come on rapidly and nnpredictahly, the 
involved articulations showing redness, heat, swell¬ 
ing, and tenderness. These persist for from several 
hours to several days and subside completely, to 
recur witiiin a matter of days or months. Despite 
hundreds of such attacks over many years perma¬ 
nent articular damage docs not occur. 

Early attacks may he confused with gout, hut 
the greater pain and tlic predilection for the larger 
joints in tliat disease usually suggests the diagnosis. 
Certain cases of rhenmatoicl arthritis will start with 
a similar palindromic type of .syndrome, progressing 
alter several months or years to a chronic rheuma¬ 
toid slate. The can.se of palindromic rheumatism is 
unknown, llislanhnc dcsensitization has been of 
assistance in a small percentage of patients, sug¬ 
gesting that some cases may be allergic in nature. 
Symptomatic treatment is nsnally sufficient; therapy 
with gold has been employed succe-ssfully in pa¬ 
tients with protracted cases. 

Intermittent Hydrarflirosis 

The diagnosis of intermittent hydrarthrosis de¬ 
pends on the finding of recurring painless joint 
effusions, especially in the knee, without systemic 
manifestations. The condition is rare; indeed, some 
ciuestion the e.xistence of such an entity. Attacks may 
occur at regular intervals and last from several 
hours to several days. Other causes of hydrarthrosis, 
such as early rheumatoid arthritis, infectious arth¬ 
ritis, and trauma, should he ruled out before the 
di,agnosis is made. Conservative treatment, includ¬ 
ing use of salicq’lates, heat, and rest, is usually 
acleqmite. 

Neurogenic .Artliropathy 

Neurogenic arthropathy is the term used to desig¬ 
nate the enlarged painless joints occurring as a 
result of ner\'e injury or disease. They are commonly 
icferred to as “Charcot’s joints.” The tabetic joint 
of tertiary syphilis is the best-known example of this 
condition. The condition, however, is also seen in 
patients with diabetes, syringomyelia, pernicious 
anemia, leprosy, spinal cord transection, and 
peripheral nerve injuries. The underlying patho¬ 
logical lesion is a sensory neural defect which may 
reside in tlie spinal cord, posterior ganglion, or 
peripheral nerves and results in diminution or ab¬ 
sence of propriocej)tion, pain, and temperature 
perception. Injury to the joint occurs because of this 
loss of sensitivity and the lack of support normally 
contributed by muscle tone and reflexe.s. A severe 
traumatic osteoarthritis ensues. This is characterized 
by extensive erosion of the articular surfaces, for¬ 
mation of massive epiarticular osteophytes, remold¬ 
ing of the joint contours, and production of loose 
bodies. Trauma, even of such minor degree as mav 
occur in walking or other normal use, may initiate 
this degenerative process. 
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Clinically, the condition starts slowly and pain¬ 
lessly with abnormalities of gait, since the knees 
and ankles are most commonly involved. The full 
“Charcot’s joint” may then develop rather rapidly, 
giving a mushy, boggy feeling to the palpating 
hand. Disability results from mechanical derange¬ 
ment. Roentgenography shows decrease in the joint 
space, with irregularity and deformity of the articu¬ 
lating bony margins and remolding of the bone, 
osteophyte production, and bony resorption. Treat¬ 
ment should be of the underlying condition plus 
mechanical devices designed to assist in weight¬ 
bearing. Amputation may be necessary. 

Pulmonary Osteoarthropathy 

Clubbing of the fingers, together with an ossify¬ 
ing periostitis, usually of the long bones in the 
region of the wrists and ankles, constitutes the en- 
tit)^ of pulmonajy osteoarthropath)'. It is to be 
distinguished from benign and heredofamilial 
clubbing, which is asymptomatic except for the 
unsightly cosmetic effect. An acute inflammatory' 
reaction may develop in the peripheral joints, par¬ 
ticularly in the region of the knees, wrists, and 
interphalangeal joints, producing a syndrome simu¬ 
lating rheumatoid arthritis. The condition may arise 
from hepatic and gastrointestinal conditions, as well 
as from numerous intratboracic conditions, con¬ 
genital and acquired, acute or chronic, the most 
significant of which is bronchogenic carcinoma. 
Correction of the intrathoracic condition (including 
removal of certain benign and malignant tumors) 
brings about prompt remission of the articular 
symptoms and, at times, disappearance of the 
clubbing and periosteal elevations. 

Psoriatic Arthritis 

Although some patients with rheumatttid arth¬ 
ritis suffer from concurrent but apparently un¬ 
related psoriasis, others develop such an intimate 
relationship between the tsvo diseases as to suggest 
more than a casual connection. All authorities are 
not in agreement, but the following three criteria 
are usually suggested as necessary' to the diagnosis 
of “psoriatic arthritis”: 1. Exacerbations and re¬ 
missions of the trvo diseases coincide (although the 
original appearance of either may precede the other 
by many years). 2. The distal interphalangeal joints 
are involved. 3. Resorption of bone occurs at the 
articular margins. In general, the treatment of 
psoriatic arthritis is similar to that of rheumatoid 
arthritis. However, because of the possibility of 
e.vciting skin lesions, gold therapy must be used 
with caution. Treatment with steroids, particularly 
triamcinolone, is of value in relieving the skin con¬ 
dition; severe exacerbations may, however, attend 
withdrawal. 

Ne^v Growths 

Benign or malignant tumors of joint structures, 
either primary' or metastatic, are rare. Synoviomas 
have the malignant character of sarcomas of other 


locations. Diagnosis is established by biopsy but 
difficulties are encountered on occasion in dis¬ 
tinguishing them from certain non-neoplasfic 
lesions. This is particularly true in the case of nodu¬ 
lar synovitis (pigmented villonodular synovitis). 
The latter condition has certain characteristics of a 
benign neoplasm and of an inflammatory reaction. 
There is much hemosiderin deposition in the 
sy'novial tissues, in addition to giant and xanthoma 
cell infiltrations. Much of this represents a reaction 
to intra-articular hemorrhage, but the ultimate 
origin of the condition is uncertain. Most cases 
occur in the knee. Related to nodular synovitis is 
the relatively' common tendon sheath tumor (in¬ 
cluding the giant cell tumor of tendon sheaths). 
The flexor tendons of the fingers are most often in¬ 
volved. Synovial osteochondromatosis is a rare 
benign condition in which there is an apparently 
primary hypertrophic formation of small nodules of 
cartilage and bone u'ithin synovial villi. The 
nodules are radiopaque and thus produce a char¬ 
acteristic roentgenogram. They may break off into 
the joint space and cause a secondary' osteoarthritis. 
The Imee and elbow are affected most often. Articu¬ 
lar complaints in leukemias may result from leuke¬ 
mic infiltration of the synovial or para-articular 
tissues as well as intra-articular hemorrhage. 

Aseptic Necrosis of Bone 

Although bone is relatively resistant to ischemic 
necrosis, because of its multiple sources of arterial 
supply, infarction may follow total interruption of 
blood flow such as occasionally occurs in fractures 
of the neck of the femur. Bone infarcts also occur at 
times in the absence of demonstrable vascular em¬ 
barrassment. Such infarcts may be silent clinically 
unless secondary changes occur in the adjacent 
joint. The articular cartilage, drawing its nourish¬ 
ment from synovial sources, may retain its viability 
long after the bone has become necrotic. In time, 
however, changes in the bone lead to deformity or 
collapse of the articular surface, and secondary 
degenerative arthritis results. Such necroses of bone 
and secondary' osteoarthritis are common late 
sequelae of caisson (decompression) disease. 

Juvenile Osteochondritis 

Juvenile osteochondritis refers to a group of con¬ 
ditions in which isolated epiphyses undergo aseptic 
necrosis. The etiology is uncertain. Trauma fre¬ 
quently plays a role, and, in some instances, the 
lesions arise from mechanical separation of the 
epiphysis from the rest of the bone. Among the more 
common sites of involvement are the head of the 
femur (Legg-Calve-Perthes disease) and the tuber¬ 
cle of the tibia (Osgood-Schlatter disease). 

Osteochondritis Dissecans 

Osteochondritis dissecans is a localized form of 
juxta-articular bone necrosis, followed by dissection 
and discharge of the dead fragment into the joint 
space. Most commonly the knee is affected, and 
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young men .seem move prodispo.sed than others. The 
ioo.sc body may cavise secondary osteoarthritis and 
slimild ])e remor’cd surgically. 

Loose Hollies 

Loose bodies in the joints, commonly called “joint 
mice," may produce sufficient irritation to initiate 
degenerative joint disease. The loose bodies may 
result from osteochondromatosis, osteochondritis 
dissecans, loose fragments from intra-articular frac¬ 
tures, fractured menisci, or from the breaking off 
of osteophytes. When such loose bodies impinge 
between mos’ing or weight-hearing joints, such as 
the knee, a temporary painful fixation occurs and 
In'drarthrosis may follow, requiring surgical re¬ 
moval. 

Secondary Arlbritis, Arlliropntliy, or ArtUrnlsin 

Many systemic diseases may Iias'c accompanying 
joint or supportive tissue manifestations of \’ar\'ing 
degree. The more important arc discussed briefly 
here. 

Acwmcgahj.—A severe degenerative joint disease 
occurs in about one-half of the patients who suffer 
from a functioning acidophilic tumor of the anterior 
pituitarx’. The h’pical patient, with onset in adult 
life, demonstrates enlargement of bones and .soft 
tissues of the hands, feet, and face. The features arc 
heaw, the hands large, and the fingers spade-like. 

The fingers arc most frequently the site of pain, 
but spine, kmees, hips, wrists, and elbows may be 
involved. Joint motion may bo restricted or in¬ 
creased, but stiffness is absent. The affected joints 
are enlarged. Widening of the joint spaces caused 
by thickening of the articular cartilage is the most 
frequent roentgenographic change, but tufting of 
the terminal phalanges of the fingers and toes and 
hiTrertrophie bony clianges in the spine and costo¬ 
chondral junctions are also seen. 

Ochronosis.—Ochronotic arthritis is the skeletal 
manifestation of the inherited metabolic disease 
alkaptonuria. Tbe urine turns black on standing 
(oxidation) or when an alkali is added. The blue- 
black ochronotic pigment derived from homo- 
gentisic acid is deposited in the cartilage of the ears, 
nose, and joints as well as in the scleras, endocar¬ 
dium, and meninges. Peripheral articular and spinal 
disease develops because of the special suscepti¬ 
bility of the pigmented cartilage to osteoarthritic 
degeneration. The severity of the arthritis varies 
greatly. Joint symptoms do not begin until the pa¬ 
tient reaches adulthood. Loss of mobility and pain 
on motion in the spine are most common, but 
shoulder, hip, and knee pain may also be noted. 

Roentgenologic studies disclose characteristically 
thin, calcified intervertebral disks. Degenerative 
osteoarthritic changes occur in the spine, sacroiliac, 
and other joints. Treatment is symptomatic. 

HemopJiilia.—Hemophilia is a congenital disease, 
usually familial, caused by deficient blood coagula¬ 
tion. In patients over 5 years of age hemarthrosis 


is the most frequent manifestation of the disease. 
Repeated bleeding into and around the joint causes 
permanent damage. Red blood cell lysis and de¬ 
gradation of hemoglobin eventually lead to hemo¬ 
siderosis of the .synovial lining cells, synovial 
fibrosis, and contracture of the joint capsule, while 
subchondral and intraosseus bleeding produce car¬ 
tilaginous erosion and bony cavitation. Damaged 
epiphyses may close prematurely, and thus normal 
bone growth may be inhibited. Knees, ankles, el¬ 
bows, shoulders, and hips arc involved in approxi¬ 
mately that order, with the small joints of the 
fingers of the hands much less frequently involved. 
As hemorrhage into the joint and capsule occurs, 
the articulation becomes swollen, tender, and warm, 
with pain on attempted motion. Fever and leuko¬ 
cytosis are present. In time the hemorrhage rvill be 
absorbed, but after repeated bleeding episodes 
deformity and ankydosis may result. Roentgeno¬ 
grams show soft tissue swelling and distention of 
the joint capsule in the early acute disease, while 
excavations of subchondral bone and narrowing of 
the joint space occur later in the disease. Treat¬ 
ment of the underlying bleeding disease with 
proper blood fractions or whole blood should be 
instituted as soon as the diagnosis is made. Con¬ 
currently, the joint must be rested completely, 
usually with the patient in bed and elastic bindings 
applied locally. Joint aspiration may be used when 
the defective coagulation has been corrected. Treat¬ 
ment with salicylates is helpful in allaying the pain. 
Physical therapy and ambulation are started when 
the swelling subsides, and braces may be of addi¬ 
tional help. 

Alenoponse.—No form of rheumatic disease is 
specifically related to the menopause, and the term 
“menopausal arthritis” is considered a misnomer 
to be avoided. The onset of osteoarthritic symptoms 
at this time is coincidental. Reassurance of the pa¬ 
tient in this regard may be of significant psycho¬ 
logical value in the management of the menopausal 
woman. 

Pwr/ji/ra.—“Henoch-Schonlein” purpura has its 
most frequent onset with nontraumatic bleeding into 
the joints or gastrointestinal tract. Spontaneous 
purpuric or ecchymotic lesions of the skin and 
viscera may occur with the hemorrhagic arthritis. 
Remissions and exacerbations over a period of years 
are common. The cause is unknoum; it is not 
familial. The “Rumpel-Leede” phenomenon is noted, 
but all otlier bleeding and coagulation studies give 
normal results. Treatment is symptomatic. 

Serum Sickness.—Delayed allergic reactions to 
serum or drugs (especially the sulfonamides and 
penicillin) may occur 7 to 14 days after their ad¬ 
ministration. Such reactions may involve joints, and 
this, together with the other systemic symptoms, 
may mimic rheumatic fever. Joints may be tender 
and swollen, but the process is self-limited and 
leaves no residual joint damage. Antihistaminics 
are of value in treatment. 
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Sarcoidosis.—This systemic granulomatous disease 
of unkno^vn etiology may involve the synovium and 
subchondral bone and may cause mild to moderate 
arthritis simulating rheumatoid arthritis. It is fre¬ 
quently accompanied by erythema nodosum. Symp¬ 
tomatic therapy and that required for the more 
severe lung or eye involvements are indicated. 

Marfan’s Si/ndrome.—Marfan’s syndrome is a 
heredofamilial disorder of connective tissue, with 
particular involvement of tlie ocular, cardiovascular, 
and skeletal systems. Lenticular dislocation is per¬ 
haps the most dramatic, and one of the best-known, 
manifestations of the disease but is absent in many 
cases. Myocardial, vabmlar, and aortic lesions are 
frequent. Skeletal manifestations include arachno- 
dactylia, increased arm span, excess heel-pubis 
length in relation to pubis-vertex length, joint effu¬ 
sions, long skull, overly arched palate, excessive 
joint mobility, patellar hypermobility (and disloca¬ 
tion), pigeon or funnel chest, kyphoscoliosis, 
winged scapula, and valgus deformities of the 
knees and ankles. Roentgenograms may also show 
deformities in the femoral head, pituitary' fossae, 
vertebral arches and bodies, and sacroiliac joints. 
Bony condensation may be observed in the sacro¬ 
iliac articulations. Schmorl’s nodes, hemivertebra, 
spina bifida, fused vertebra, and spondylolisthesis 
may also be noted roentgenographically. Treatment 
is imsatisfactory and consists primarily of supportive 
measures, rvith environmental and occupational 
regulation to prevent deformities. 

Nonarticular Rheumatism 

This term applies to a heterogeneous group of 
conditions producing pain and stiffness in connec¬ 
tive tissue structures adjacent to and supporting the 
joints but not affecting the actual articulation. Rela¬ 
tively few persons go tlirough life without at least 
one attack of what may popularly be called stiff 
neck, sore back (lumbago), “neuralgia,” or “my¬ 
algia.” Because such conditions are usually mild 
and often of short diuation the victim usually 
ascribes such attacks to some overexertion, minor 
trauma, chilling, or a “cold” and treats himself with 
home remedies. The physician sees only the rela¬ 
tively small proportion of cases in which the severity 
or persistence of pain and stiffness forces the suf¬ 
ferer to seek medical assistance. Even so, some 
rheumatolog)' clinics report as high as 30% of cases 
classified'as nonarticular rheumatism. 

Consideration of these disorders as a group is for 
purposes of convenience only, since causes are di¬ 
versified and often unknown, while some are poorly' 
defined clinically' as well as pathologically. 

Calcific Tendinitis of the Shoulder 

Calcific deposits in the tendon of the supraspina- 
tus muscle overlying the subacromial bursa may at 
times become inflamed, giving rise to severe pain 
in the region of the shoulder, with resultant limita¬ 


tion of motion of that joint. The cause of the calcium 
deposition is not entirely understood. Small tears 
in the tendon, wth resultant hemorrhage and pre¬ 
cipitation of calcium due to pH changes, would 
appear to be the most likely mechanism. In older 
persons this is apparently associated with degenera¬ 
tion of the tendon secondary to the constant trauma 
as it slides beneath the acromial spine. In younger 
persons acute trauma incident to sudden wrenching 
or throwing may be the cause. In any event, the 
deposition of the calcium is not associated with 
symptoms. Routine roentgenography of the shoul¬ 
ders will show calcium depositions in almost 3% of 
the population. Once such deposits have occurred 
they' are the potential seat of acute inflammatory' 
reaction, although the precipitating cause of this 
latter circumstance is obscure. Symptoms come on 
abruptly, occasionally at night, awakening the pa¬ 
tient from sleep. Less commonly, they may start 
gradually but build up to a peak within 24 to 48 
hours. At its height the pain is excruciating and the 
patient holds the arm tightly to the side, since the 
least motion aggravates the pain. Acute tenderness 
is localized sharply to the area of the deposit. The 
roentgenogram will show a normal shoulder joint 
with one or more calcific densities of varying size 
in the supraspinatus tendon. Early, imperfectly 
formed deposits may not be demonstrable by roent¬ 
genologic techniques. In persistent cases cystic 
areas of degeneration occur in the humeral head. 

No treatment is universally effective, and some 
cases svill run a protracted course even with early 
therapy. Most, however, will respond promptly to 
injections of procaine or hydrocortisone into and 
around the affected area. Roentgenologic therapy 
will bring dramatic relief in some, but in others— 
particularly after pain has been noted more than 
six to eight days—it may be ineffectual. Phenyl¬ 
butazone, in doses of 400 to 800 mg. daily for two 
to four days, may also provide relief. Physical 
therapy, in the form of diathermy or ultrasonic 
soundings, has its greatest usefulness after the acute 
pain has subsided. 

Recurrence of the acute attack months or years 
later is not uncommon. Multiple deposits or those 
of unusual size may giv6 rise to chronic symptoms, 
necessitating surgical removal. 

Bicipital Tendinitis 

Inflammation of the long head of the biceps 
brachii as it passes in the intertubercular groove 
will cause pain in the shoulder. The course is usually 
less dramatic than that of calcific tendinitis; treat¬ 
ment is similar. 

“Adhesive Capsulitis” or “Frozen S/ioiiWer.”—“Ad¬ 
hesive capsulitis” or “frozen shoulder” are the terms 
used to designate the result of muscle atrophy and 
prolonged immobilization of the shoulder due to 
calcific tendinitis or bicipital tendinitis. The princi¬ 
ple of early motion in acute shoulder pain seems 
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to bo tbc ko\' to the provrnlion of tlic so-callccl 
frozen sboulclor. Once it has developed it is best 
treated by physical therapy and intra-articnlar ad¬ 
ministration of hydrocortisone. 

SlioiiUlcr-Ilnrul Syndrome 

Tlie sbmilder-hand .syndrome is a painfnl dis¬ 
ability affecting the nonartierdar tissues of the 
shoulder and band of tlie same extremity, similating 
a varieh' of rhenmatie or arthritic conditions. It 
sometimes is bilateral. It consists of painfvd dis¬ 
ability of the shoulder jircccding, accompanying, or 
following painful disability of the hand and fingers, 
in which s'asomotor disturbances and diffuse swell¬ 
ing occur. The hand presents features similar to 
those in causalgia. Sudeck’s atrophy, and post- 
traumatic dystrophy. The symptoms may resolve 
spontaneously or in response to treahnent, or they 
may progress through various stages to atrophy <)f 
the skin, supportive tissues, and muscles of the 
bands, with contractures—the "ds’strophic” features. 
Patchy to ground-glass osteoporosis, especially at 
the wrist and head of the humerus, is a frequent 
diagnostic feature, without other roentgenographi- 
eally visible change in the articular structures. The 
ssTidrome is regarded as an extensive manifestation 
of reflex neurovascular dystrophy, according to our 
prc.sent limited information. 

Although it follows e.xtenial trauma or internal 
lesions, the syndrome is also seen without apparent 
precipitating cause. Seen on medical as well as on 
surgical, orthopedic, or neurological sers’ices, many 
provocatis'e or associated causes have been reported 
from the various specialties. Particularly has it 
been recognized as a complication of internal 
lesions, such as myocardial infarction, cerx’ical de¬ 
generative disease, supraclavicular compression, 
pericarditis, and cerebrovascular accidents. 

Tlie chief differential questions presented by this 
s)’ndrome arise from its similarities to rheumatoid 
arthritis, early or late; gout, in the acute onset; and 
sclerodactylia, in the terminal cases. When the 
shoulder is affected intrinsic lesions are suggested, 
but the underlying disease should focus attention 
on the reflex nature of the complication, confirmed 
later by hand signs. 

Treatment consists of administration of corti¬ 
costeroids or stellate ganglion block with procaine 
by serial or continuous administration. Corticoster¬ 
oids may be prescribed in the daily dosage of 15 to 
30 mg. of prednisone or its equivalent. With im¬ 
provement, the daily amount is reduced by slow 
decrements, as the clinical response indicates, over 
a period of weeks or months, until lasting resolution 
of symptoms is assured. Graduated exercises are 
instituted as early as is practical within the limits 
of tolerance. The earlier treatment is begun the 
more effective it is. Preventive measures are advo¬ 
cated to forestall the development of the shoulder- 
hand sjmdrome in known provocative disorders. 


parlicmlarly wlicn atypical pains or vasomotor dis¬ 
turbances arc detected in their incipienc}'. These 
con.sist of injections at tender or “trigger” points of 
procaine or Iiydrocortisone at tlie shoulder in the 
earliest phase, avoidance of pressure or manipula¬ 
tion of the reacting limbs, as well as gentle, gradual 
exercises as the underlying condition permits. 

Dupuylrcn’s Cnnlraclurc (Contracture of tlie Palmar Fascia) 

Contractures and adhesions of the palmar fascia 
may he of extremely gradual onset and progression 
or may appear in a rather short time. Minor trauma 
may he a contributing factor in .susceptible persons. 
Early cases respond to conservative measures, par¬ 
ticularly local heat and corrective exercises, but 
excision of the thickened palm.ar fascia may he rc- 
(piircd in chronic cases. 

Tenosynovitis 

Tendon sheath inflammation or degeneration may 
occur alone or in association with definite arthritis. 
As in subacute or chronic bursitis it may, rarely, be 
the result of a specific invading organism. The 
extensor and flexor tendons and their sheaths in the 
dorsal and volar carpal tunnels at the wrist are most 
often involved, with the anterior and posterior 
tihial and peroneal tendons at the ankle next in 
frequency. Stenosing changes in the tendon sheaths 
of the abductor pollicis longus and extensor pollicis 
brevis is called “DeQuervain’s disease,” but stenos¬ 
ing tendovaginitis may occur in almost any of the 
tendons of the uTist or fingers. 

In most cases conservative management is effec¬ 
tive. At times local injection of adrenocortical 
steroids may be indicated. Incision of the tendon 
sheath to permit free motion is indicated in per¬ 
sistently painful cases. 

Bursitis 

Primary inflammatorx’ disease of a bursa is rare. 
Acute olecranon bursitis may, however, occur in 
either gout or rheumatoid arthritis, while acute 
subdeltoid bursitis accompanies calcific tendinitis 
of. the shoulder. Treatment is that of the underlying 
condition. 

Fibrositis 

Fibrositis is the term used to identify the common 
but indefinite condition characterized by stiffness 
aching, and pain in nonarticular areas and appar¬ 
ently affecting muscles, facial sheaths, and con¬ 
nective tissue. The most common sites of-fibrositis 
are the paravertebral muscles adjacent to the 
cervical, thoracic, or lumbar spine, the intercostal 
muscles, and the trapezii. 

Efio/ogy.—The cause is unknown. In some in¬ 
stances acute infections, trauma, unusual physical 
activity, fatigue, and e.xposure to dampness and 
cold appear to be contributory causes. In most 
patients, however, even these factors cannot be in¬ 
criminated, and the factor of nervous tension has 



166/1690 


PRIMER ON RHEUMATIC DISEASES 


J.A.M.A., Nov. 21, 1959 


been increasingly accepted by many students of 
the condition, thus making a clear-cut difiEerentia- 
tion from psychogenic rheumatism difficult. 

Pathological Features.—The pathological features 
have not been clearly defined. Histological studies 
have been reported variously to show exudation in 
the connective tissue, small infiltrations of round 
cells, tender fibrous tissue nodules, and mild de¬ 
generative changes in white fibrous tissue and 
muscles. No consistent changes are agreed on by 
various students of tliis disease. 

Clinical Features.—Affected persons are usually 
young or middle-aged adults. A surprising number 
are under emotional tension. The disorder may be¬ 
gin acutely witli a severely painful stiff neck or pain 
in the lower part of the back requiring bed rest. 
\\Tien so acute the illness usually subsides within 7 
to 14 days. Perhaps more commonly the onset is 
insidious. Aching and stiffness of the neck and 
shoulders, lower part of the back, or the entire back 
are common early symptoms. The posterior struc¬ 
tures of the shoulder girdle, the interscapular region, 
and the upper portions of the thighs, especially 
around the femoral trochanters, are frequent sites 
of symptoms. Turning, stooping, and twisting mo¬ 
tions of the spine, rotation at the shoulders, and 
lying on the side are difficult to do and aggravate 
symptoms. The hands may become stiff, making 
movement of the fingers difficult and clumsy, with 
weakening of the grip. 

Symptoms and dysfunction have a characteristic 
diurnal pattern. Generalized stiffness is noted after 
periods of prolonged rest and is therefore maximal 
on arising. As the daily activities progress the 
muscles feel more limber and patients find their 
optimum period to be the midday. As the day pro¬ 
gresses, however, fatigue symptoms develop, forc¬ 
ing early retirement. ■ Dampness, cold, rain, and 
snow usually worsen the symptoms; warmtli, dry¬ 
ness, and the summer season normally relieve them. 

Sjmptoms usually fluctuate and even disappear 
and recur. The illness may continue for long periods, 
but seldom is it sufficiently severe to incapacitate 
the patient; it is more of a “nuisance” disease. Syste¬ 
mic healtli is good, and fever, loss of weight, and 
muscle atrophy do not occur. The joints do not show 
changes. Stiffness limits motion, and the affected 
parts may be tender. Small, tender nodules are often 
palpable. 

The prognosis is relatively good. The disease fre¬ 
quently subsides or is controlled by treatment, but 
some cases persist for years. Patients should be 
assured that they do not have a crippling form of 
artliritis. 

Diagnosis.—The diagnosis is based on the charac¬ 
teristic clinical history', absence of pathological joint 
changes, normal general health, and negative labora¬ 
tory' findings. Differentiation from early rheumatoid 
arthritis; mild osteoarthritis, especially of the spine; 


and psychogenic rheumatism is the chief diagnostic 
problem. Often the possibility of early rheumatoid 
arthritis or degenerative joint disease can be ex¬ 
cluded only after careful observation of the patient 
for some time. 

Laboratory Findings.—Results of laboratory tests 
are usually normal. Roentgenograms do not show 
changes in cartilages or bones. 

Trcaim enf.—Treatment of fibrositis is supportive 
and symptomatic. A middle course concerning re¬ 
striction of activity and additional daytime rest is 
advocated. Heat, in the form of hot packs, often 
relieves pain; massage is usually helpful. Planned 
exercise done after application of heat may relieve 
stiffness and aching. Treatment with salicylates is 
useful for analgesia. Procaine injected into “trigger 
points” of pain may break the reflex and afford re¬ 
lief for varying lengths of time. Adjustment of the 
home situation or business difficulties may exert an 
ameliorating effect on the symptoms. Most observers 
agree that cortisone or corticotropin therapy is 
seldom, if ever, justifiable in fibrositis. 

Psychogenic Rheumatism 

Psychogenic rheumatism is a symptom complex 
arising from nervous and emotional instability and 
characterized by pain, soreness, and stiffness in 
various areas of the musculoskeletal system. It-is 
particularly common in women from the fourth to 
the seventli decade of life. No pathological lesions 
can be demonstrated. Indeed, the absence of ob¬ 
jective pathology is one of the distinguishing fea¬ 
tures of the condition. 

As noted above, the cause of the condition is to 
be found in tlie psychological make-up of the pa¬ 
tient, yet it is not limited to any single personality 
pattern. Tlie appearance of symptoms may uncon¬ 
sciously serve the patient’s purpose of gaining atten- 
tron-er-ef-shieMing-lier- from-failure in the social or 
business world. 

Although symptoms may come on abruptly dur¬ 
ing a period of stress, most patients are found to be 
chronic complainers whose chief delight in life 
appears to be the recounting of numerous persistent 
and often bizarre painful episodes. Tliese may be 
related to any portion—or indeed all—of the mus¬ 
culoskeletal system. Despite a complaint of 
“agonizing” pain, the patient is usually observed 
to be in excellent health. Bones, muscles, and joints 
show no objective evidence of disease, but there is 
a complaint of widespread tenderness on pressure 
over tlie painful areas. 

Differentiation between psychogenic rheumatism 
and fibrositis may be difficult; indeed, some authon- 
ties question tlie existence of primary fibrositis, 
feeling that the majority of cases so diagnosed are 
actually cases of psychogenic rheumatism. Never¬ 
theless, certain differences e.xist. The history of the 
patient xvith fibrositis is usually consistent, while 
the patient with psychogenic rheumatism presents 
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a vmying, migralory pallorn. This pallcrn usually 
has bizarre features wliicli cannot be explained 
on any anatomic basis, ^^'bercas the patient with 
fibrositis notes that be feebs worse on arising in tbc 
morning, better in tbc middle of tbc day, and 
fatigues by evening, tbc patient with psycbogcnic 
rheumatism usually denies any period of sponta¬ 
neous improvement. Patients with fibrositis arc usu¬ 
ally adversely affected by cold and damp weather 
but arc relieved by treatment with salicylates. The 
patient with psychogenic rheumatism usually denies 
any relationship of the complaint to weather, unless 


it .serves a useful purpo.se. 11c al.so denies benefit 
from large doses of salicylates, or states that he 
reacts adversely to them. 

Treatment is difficult. Since the patient sub- 
consciou.sly (and apparently, at times, con.sciously) 
actually wants or needs tbc disease, bis ego is 
wounded if he is told that no disease c-vists. Rather, 
it seems better to mabe judicious use of salicylate 
therapy and physical therapy while exploring witli 
the patient those underlying problems which may 
be responsible. Formal psychotherapy, while of 
benefit, is all too frequently rejected by the patient. 


COUNCIL ON DRUGS 


NEW AND NONOFFICIAL DRUGS 

The jollowing dcscrijitions of drugs ore based on available evidenee and do not in any 
case imply endorsement by the Council. II. D. Kautz, M.D., Secretary. 


Methylprcdnisolonc Acetate (Depo-Medrol).— 
6a-Methylprednisolone-21-acetate.—The structural 
formula of methylprednisolone acetate may be 
represented as follows: 

P 

CHjOC CHj 

I 

c=o 



Actions and l/scs.—Methylprednisolone acetate 
shares the actions and uses of the parent compound, 
methylprednisolone. (See the monograph on 
methylprednisolone in New and NonoflBcial Drugs.) 
Aqueous suspensions of the drug are suitable for 
intrasynovial and soft tissue injection and thus may 
he used for,the local treatment of rheumatoid arth¬ 
ritis, osteoarthritis, tendinitis, bursitis, and other 
conditions that are responsive to the anti-inflamma¬ 
tory action of gluco-corticoids. Mdien used in this 
manner, the effect of methylprednisolone acetate is 
comparable in intensity and duration of action to 
that of other relatively insoluble steroid compounds, 
hut slower in onset and of longer duration than that 
of the highly soluble salts. In addition, methyl- 
prednisolone acetate may be administered by intra- 
cutaneous or intralesional injection for the treatment 
of susceptible dermatological conditions. Tire 
drug is also suitable for systemic therapy and, when 
administered intramuscularly, may be expected 
fo produce the effects of orally administered 


methylprednisolone. It has been incorporated in 
retention enemas, which Irave been tried experi¬ 
mentally in the management of ulcerative colitis; 
although not all patients respond favorably, some 
experience marked improvement. 

Methylprednisolone acetate apparently produces 
little or no pain or irritation after injection into the 
joint spaces or soft tissues. Systemic effects after 
local use have not been reported. Rapid settling of 
the drug may occur, however, if its suspensions are 
mixed with solutions of local anesthetics; such 
mi.xtures are rarely required. Intra-articular or other 
injection for local effect is contraindicated in the 
presence of acute infection. Precautions, contra¬ 
indications, and undesirable effects described for the 
oral use of methylprednisolone are applicable also 
to the intramuscular use of methylprednisolone 
acetate. 

Dosflge.-Methylprednisolone acetate is admin¬ 
istrated by intramuscular, intras>movia], or soft tis¬ 
sue injection. For intra-articular injection, the dose 
required varies with the size of the joint and the 
degree of inflammation. For large joints, such as 
the knee, ankle, or shoulder, 20 to SO mg. may be 
required; for the elbows or wrist, 10 to 40 mg., and 
for smaller joints, 4 to 10 mg. In the management of 
bursitis, tendinitis, or epicondylitis, 4 to 30 mg, is 
administered in a single injection, which may be 
repeated as required. For local injections in derma¬ 
tological conditions, doses of 20 to 60 mg., depend¬ 
ing on the size of the lesion, may be employed. 

For systemic effects, such as in rheumatoid arth¬ 
ritis, methylprednisolone acetate is administered 
intramuscularly in a single dose of 40 to 120 mg. 
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per week. If daily administration is preferred, the 
dose is approximately the same as the oral dose of 
methylprednisolone. 

Prepnrofions.—suspension (injection) 40 mg. in 
1 cc., 200 mg. in 5 cc. 

Year of introduction: 1959. 

The Upjohn Company cooperated by furnishing scientific 
data to aid in the evaluation of methylprednisolone acetate. 

Methylprednisolone Sodium Succinate (Solu- 
Medrol) .—Sodium 6a-methylprednisolone-21-succi- 
nate.—The structural formula of methylprednisolone 
sodium succinate may be represented as follows: 

p p 
CHjO C CHjCHiC ONo 
1 

c=o 



Actions and Lises.-Methylprednisolone sodium 
succinate has the same metabolic and anti-inflam¬ 
matory actions as methylprednisolone. Because it is 
highly soluble and can be administered in small 
volumes of diluent, it is useful for parenteral in¬ 
jection in situations in which a prompt and intense 
hormonal effect is indicated. Equimolar amounts of 
parenterally administered methylprednisolone sodi¬ 
um succinate and orally administered methylpredni- 
solone have the same biological activity. 

Parenterally administered methylprednisolone 
sodium succinate is intended primarily for short¬ 
term emergency therapy. Under these ckcum- 
stances, tj’pical steroidal side-effects are not likely 
to become a problem. The drug is subject to the 
same contraindications as other systemically ad¬ 
ministered agents of this class. (See the general 
statement on gluco-corticoids in New and Non- 
official Drugs.) 

In a small series of patients, methylprednisolone 
sodium succinate has been administered rectally in 
the form of retention enemas for the management of 
less severe cases of ulcerative colitis. Results have 
been promising. Thus, in the majority of cases, 
clinical improvement has been noted within tliree 
days after institution of therapy; favorable procto¬ 
scopic changes have been observed within one 
week. These results suggest that, by the rectal route, 
improvement may be anticipated more promptly 
than when orally given steroids are employed. How¬ 
ever, considerably more clinical experience with 
tliis relatively untried procedure is necessary before 
it can be routinely advised. 

Dosage.-For parenteral therapy, methyipredni- 
solone sodium succinate is administered by intra¬ 
venous or intramuscular injection or by intravenous 
infusion. The intravenous route is preferred for 


initial emergency therapy. The usual dose for 
intravenous or intramuscular injection is 40 mg.; 
frequency of administration is governed by clinicai 
response. For intravenous infusion, a solution con¬ 
taining 40 mg. in I cc. is diluted with appropriate 
volumes of 5% dextrose in water, isotonic saline 
solution, or 5% dextrose in isotonic saline solution, 
and administered by slow drip. 

For rectal use in patients with ulcerative colitis, 
solutions containing 40 to 120 mg. are added to 
varying amounts of water and administered as re¬ 
tention enemas three to seven times weekly for 
periods of two or more weeks. 

Pre/jflrafions.—powder (injection) 40 mg. uith 
1 cc. of sterile diluent. 

Year of introduction: 1959. 

The Upjohn Company cooperated by furnishing scientific 
data to aid in the evaluation of methylprednisolone sodium 
succinate. 

Fluorometholone (Oxylone).—9a-Fluoro-ll)?,17o- 
dihydroxy-6a-methyl-l,4-pregnadiene-3,20-dione.- 
The structural formula of fluorometholone may be 
represented as follows: 



Actions and t/ses.—Fluorometholone is a highly 
potent gluco-corticoid which is used e.xclusively for 
its anti-inflammatory effects on the skin. The drug 
shows a marked specificity of anti-inflammatoty ac¬ 
tion with topical application. Thus, it is appro.xi- 
mately 40 times as potent, on a weight basis, as 
hydrocortisone when applied to the skin but is 
equipotent with hydrocortisone when administered 
orally. Because of this greater specificity of local 
over oral activity and the consequent low doses re¬ 
quired for local effects, undesirable systemic hor¬ 
monal effects due to possible absorption of the 
steroid from tlie skin are highly unlikely. 

Fluorometholone is effective by topical applica¬ 
tion for the treatment of acute or chronic derma¬ 
toses that have an allergic or inflammatory basis 
and are associated with pruritus. These include 
contact dermatitis, atopic dermatitis (including al¬ 
lergic eczema, neurodermatitis, and eczematoid 
dermatitis), seborrheic dermatitis, pruritus with 
lichenification, and nonspecific anogenital pruritus. 
Although no clear-cut superiority has been demon¬ 
strated, the results of therapy with fluorometholone 
have been comparable to those obtained with other 
steroids knowm to be satisfactory for these skin dis¬ 
orders. In view of its specificity of anti-inflamma- 
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tory action when nsetl topically, llnoronielholoiic 
appeal's to be well suited for the. management of 
allergic dermatoses. 

As with otber topically appilicd steroids, fluoro- 
meliiolone sboiikl not lie usccl on infeeted areas of 
shin unless appropriate anti-infective therapy is 
instituted simultaneously. The drug is contraindi¬ 
cated in the pic.scnce of tuberculosis of the skin and 
should not he applied to the areas adjacent to the 
eye in patients with ocular herpes simplex. There 
is no evidence of local irritation or sonsitis’ily after 
tlie topical use of fluoromctholone. 

Dosrtgc.—Fluoroinctholone is applied topically. A 
preparation containing 0.025% fluoroinetholonc is 
nibbed into tbe involved areas of skin one to three 
times daily. 

Frcparalions.—cvcam (topical) 0.025%. 

Yrar of introduction; 1939. 

Tile Upjolin Company cooperated b>' furnishing scientific 
data to aid in the evaluation of fluoromctholone, 

Sulfadiincthoxinc (Madrihon, Madriqid).—N'-(2,6- 
Dimethoxy-4-pyrimidyl) sulfanilamide.—2,4-Dimcth- 
oxT-6-sulfanilaniido-l,3-dia7dne.—The structural for¬ 
mula of sulfadimethoxine may be represented as 
follows: 


OCHj 



Actions and Uses.—Sulfadimethoxine, like sulfa- 
methox7pyrida7ine, is characterized by slower renal 
excretion and more pirolonged blood levels dian 
most other sulfonamides. However, it resembles 
otlier members of this group in its antibacterial 
spectrum, side-eSects, and indications for use. (See 
the general statement of sulfonamide compounds 
in New and Nonofficial Drugs.) 

Oral administration of sulfadimethoxine produces 
peak blood levels within four to eight hours, de¬ 
pending on die size of the dose. After administra¬ 
tion of 2 Gm. initially, followed by 1 Gm. daily, 
peak levels are maintained on a plateau. Larger 
doses, however, may produce cumulation and a 
gradual rise in the blood sulfonamide concentration. 

Approximately 85% of the sulfadimethoxine in 
the blood is in tire active form; 107o is present as 
the acetyl derivative, and the remainder is a glu- 
curonide. The exact structure of this glucuronide, 
as well as tbe site of its metabolic formation, is 
unknoxvn. Antibacterial activity of the metabolite 
cannot be demonstrated. 

Sulfadimethoxine is e.xcreted in the urine. Ap¬ 
proximately 5% appears in the unchanged form, 
15% is acetylated, and 80% appears as a glucuro¬ 
nide. RougMy one-half of a single oral dose of 2 
Gm. can be recovered from the mine within 48 
hours after administration. On a constant drug 
intake of 1 Gm., about 80% of the drug is excreted 
daily. Sulfadimethoxine and its acetyl derivative 


have exceedingly low solubilities in acid solutions, 
but the sohdrility of the major excretion product, 
the glucuronide, is quite high, exceeding 2,000 mg! 
per 100 cc. at a pH of 6.0. 

Sulfadimethoxine has been employed success¬ 
fully for the treatment of certain bacterial infections 
of the soft tissues and respiratory tract. Results in 
urinary tract infections have also been satisfactory, 
despite tbe fact that the sulfonamide is present in 
the urine largely as the inactive glucuronide. 

Sidc-ellects observed with the use of sulfadimeth- 
oxinc, such as nausea, vomiting, and skin eruption, 
are essentially the same as those previously re¬ 
ported for other sulfonamides. No reports of crystal- 
luria, hepatic damage, or blood dyscrasias have yet 
appeared. As with other sulfonamides, administra¬ 
tion of sufficient fluid to maintain a daily urine out¬ 
put of 1,000 cc. or more seems advisable; when the 
drug is gi\’en over a prolonged period, hematologi¬ 
cal studies should be performed at regular intervals. 

Dosflgc.—Sulfadimethoxine is administered orally. 
Because of its relatively slow excretion, a single 
daily dose is sufficient to maintain adequate blood 
levels. For mild infections in adults and children 
weighing 80 lb. (36.3 kg.) or more, an initial dose of 
1 Gm., followed by 500 mg. daily, may be tried. 
For more severe infections, doses up to txvice as 
great may be necessar)'. In children weighing less 
than 80 lb., doses of 12.5 to 25 mg. per pound of 
body weight, depending on the severity of the 
infection, are suggested for initiating therapy. One- 
balf of the original dose is then given ever>' 24 
hours. 

The appropriate daily doses of sulfadimethoxine 
may also be given in divided amounts; one-fourth 
of the daily dosage previously stated is adminis¬ 
tered every six hours. 

Preparations.-capsules 125 mg.; suspension (oral) 
50 mg. per cc.; suspension (oral drops) 250 mg. per 
cc.; tablets 500 mg. 

Year of introduction; 1958. 

Hoffmann-LaRoche Inc. cooperated by furnishing scientific 
data to aid in the evaluation of sulfadimethoxine. 

Oxanamide (Quiactin).—2-Ethyl-3-propylglycida- 
mide.—The structural formula of oxanamide may be 
represented as follows: 

H C2H5 

CHsCHzCHj-C-C-C-NHi 

o o 

Actions and Uses.—Oxanamide, which resembles 
meprobamate in its action on the central nervous 
system, produces a calming effect that is often use¬ 
ful in the management of psychoneuroses, the major 
psychoses, and aberrations of behavior associated 
with cerebral arteriosclerosis and other disorders. 
The drug is most effective when the predominant 
symptom is anxiety or tension, regardless of the 
underlying cause or clinical diagnosis. Patients who 
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respond may display an improvement in general 
behavior, lessening of anxieh' and depression, and 
an increased interest in the environment. Psycho¬ 
somatic symptoms, such as tension headache, may 
also respond to o.xanamide. Its use in psychotic 
patients may permit a reduction in tlie frequency 
of electroshock therapy and may facilitate social 
readjustment by decreasing quarrelsomeness and 
irritability; a few patients show sufficient improve¬ 
ment to allow paroling from institutions. Oxanamide 
has not been employed for quieting acutely disturbed 
patients and, because of the relative mildness of its 
central depressant action, is probably not suitable 
for this purpose. A definitive assessment of the 
relative efficacy of o.xanamide, in comparison with 
other similar drugs, must await further clinical 
testing; tlrat it is more efficacious than older drugs 
has not been established. 

P/ifir?nflcology.—Oxanamide is well absorbed after 
oral administration. In animals, only 10% of a single 
dose is excreted in the urine; tlie fate of the re¬ 
mainder is unknoum. The disposition of the drug in 
man has not been determined; no evidence of 
cumulation has followed repeated administration 
of usual doses to human patients. 

Laboratoty studies indicate that oxanamide is 
primarily a central nervous system depressant. It 
appears to be an intemuncial neuronal blocking 
agent, to inhibit polys^maptic reflexes, and, by 


means of these cenPal actions, to produce a degree' • ■. 
of skeletal muscle relaxation. Large doses have also' 
been reported to exert a hypnotic effect similar to ' ‘ ■ 
that of short-acting barbiturates. The precise pat- ' 
tern of activity of oxanamide on the central nervous' 
system, including possible interaction with trans- ',.' 
mitter substances, has not been determined. ■ 
Side-effecfs.—Oxanamide is remarkably free from "'' 
serious toxicity. No adverse effects on renal, hepatic,.' 
or hematopoietic function have been reported. ' ' 
Drowsiness may occur but is infrequent and usually 
appears only after large doses. In normal indmd- - 
uals, doses of 800 mg. do not alter reaction time or 
performance in complex tasks such as those in- 
volved in driving. Oxanamide has not, as yet, been ' 
reported to cause habituation or addiction. With- 
drawal symptoms have not been seen after discon- . 
tinuance of therapy. However, present experience . 
is much too limited to justify a definite assumption 
tliat the drug is devoid of addicting potentiality. - 
Dosflge.—Oxanamide is administered orally. The ' 
usual dose is 400 mg. given four times daily, but 
this should be adjusted to meet the needs of the ' 
individual patient. For sedative effect, 800 mg. may f- 
be given at bedtime. i 

Preporot/ons.—tablets 400 mg. 

Year of introduction: 1958. 

The Wm. S. Merrell Company cooperated by furnishing 
scientific data to aid in the evaluation of oxanamide. 1 
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The following report is the third in a series of articles which have been authorized for pub¬ 
lication by the Committee. The first two appeared in the Oct, 24 and 'Nov. ^ issues of The 
J ouBNAL, pages 1107 and 1359. This series deals with various aspects of rehabilitation which are 
of interest to physicians. Ralph E. De Forest, M.D., Secretary. 

SOCIAL WORK IN REHABILITATION 


Jayne Shover, M.A., and Oscar Kurren, M.S.W., Chicago 


During much of the early practice of social work, 
the profession was almost exclusively concerned 
with problems arising from poverty. For many, 
social work is still erroneously symonymous with the 
dispensing of public assistance. We have developed 
methods of maintaining relative economic stability 
and have available such a wide variety of public 
and private resources, however, that poverty is no 
longer the major problem today that it was at the 
turn of the century. Mass poverty has been dis¬ 
placed by other major problems that have de¬ 
veloped out of increased industrialization and 
population changes. 

Axscxaate Director, National Society for Crippled Children and 
Adults, Inc* (Miss Shover) and Consultant on Rehabilitation Facilities, 
National Society' for Crippled Children and Adults, Inc. <Mr. Kurren). 


Management of the chronically ill patient now 
constitutes one of these major problems. Estimates 
of the U. S. Public Health Service currently indicate 
that there is a handicapped population of 9 million 
persons in need of, or who can benefit from rehabili¬ 
tation services, with 250,000 persons being added 
each year. Statistics often lose their impact when 
presented in this fashion. To the physician who daily 
must make decisions and develop treatment pro¬ 
grams for the patients xvho come to his office with 
major disability problems, such as cerebral palsy, 
cerebral vascular accidents, spina! cord disease, 
multiple sclerosis, arthritis, and heart disease, 
chronic illness is very real. The combined medical- 
social problems for patients mth these illnesses 
assume serious proportions. 
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Rcliabilitation a.s a concept of total patient care, 
comprising a definite body of knowledge and pro¬ 
cedure, lia.s come to tlic forefront in meeting the 
many-faceted problems of chronic disease and dis¬ 
ability. Rehabilitation cannot be identified solely 
as phj’sical llierapy, occupational ibcrapj’, or a 
particular specialized branch of medicine. It is all 
of these and more. Various aspects of physical 
restoration constitute but one facet in the total 
rehabilitation process. As Dr. Howard Rusk so 
aptly states; 

Rehabilitalion is not j\ist splint.s, crutch w.ilkinK, and the 
like. If lias to meet the total needs of the individual; those 
needs arc pliy.sical, emotional, social, and vocational, and at 
,any time you miss a cog in the link then your inorhidity goes 
up, and also your mortality; not the mortality of death hut 
the mort.ality of something that is .sometimes more than 
death, mortality of living a life of indignity, of dependency 
and depression. 

Rehabilitation programming includes physical 
restoration services, comprising medical evaluation 
and treatment and physical and occupational ther¬ 
apy; speech rehabilitation; social services, which 
may include parent counseling services; psychologi¬ 
cal services; special education; vocational services, 
including workshops; recreation services; and health 
education. In the large metropolitan areas these 
services has'e been des’eloped within the framework 
of the compreliensive rehabilitation center, where 
each professional discipline concerned with rehabili¬ 
tation contributes toward provision of a coordinated 
program, geared to meeting total needs of the 
patient. 

Experience has demonstrated that the rehabilita¬ 
tion of an individual is ultimately dependent upon 
the patient himself. Benefits of many a carefully 
planned treatment program have been nullified be¬ 
cause of the patient’s inability to follow recom¬ 
mended procedure. Many a paraplegic, who has 
been instructed to shift his sitting position from 
time to time so as to reliex'e pressure and prevent 
stoppage of circulation, has neglected to follow this 
important recommendation and has subsequently 
returned to the hospital for plastic surgery because 
of the development of decubitis ulcers. The ampu¬ 
tee, who has been advised not to place his stump 
on a pillow so as to avoid contractures, may disre¬ 
gard this and be readmitted with presence of 
extensive flexion contracture. Carefully planned 
dietary regimens are often violated by tlie diabetic, 
though he possesses the knowledge that doing so 
will result in aggravation of already existing physi¬ 
cal problems. Many cardiac patients return to work 
situations involving excessive stress, in spite of 
warnings by the attending physician. 

What causes this resistance to rehabilitation? It 
can be understood only when there is an analysis of 
what the disability means to the patient. Rehabilita¬ 
tion must start then at the point of diagnosis. Much 
of the present chronicity of disease, extensive de¬ 
formity, and resultant social, emotional, and voca¬ 


tional dislocation could have been avoided if, at the 
lime of diagnosis, there were recognition of the 
need to initiate comprehensive rehabilitation pro¬ 
gramming or, more precisely, total patient care. 

Diagnosis for rehabilitation encompasses determi¬ 
nation not only of the nature and cause of tlie di,s- 
ahility in terms of pathology present hut also of an 
appraisal of .social, psychological, and environmental 
factors. It is at this point that the social worker can 
make specific contributions to planning a program 
of total patient care. The.se include (1) understand¬ 
ing of the patient’s situation prior to disability, his 
vocational and economic circumstances, and his 
goals; (2) evaluation of the patient in relation to 
his family constellation, with emphasis on the 
patient’s and family’s knoxyledge and acceptance of 
disability and of rehabilitation planning; and (3) 
appraisal of the personal and cultural forces tliat 
shape and determine the individual’s reaction to 
disability. The social worker, working with the 
physician and other members of the rehabilitation 
team, gears his efforts to achieving understanding, 
insight, and acceptance of the disability by the 
patient and his family and obtaining their coopera¬ 
tion in the treatment program. 

A primary responsibility of the social worker is 
to assist the patient in effective utilization of the 
services available to him. This is a shared respon¬ 
sibility with other members of the rehabilitation 
team, but the major responsibility for helping the 
patient bridge the gap between hospital experience 
and the rehabilitation center, or from a long-stand¬ 
ing homebound status to the activity of the rehabili¬ 
tation program, rests with the social worker. 

Social work skills are essential in helping parents 
make the adjustments required in coping with the 
problems engendered by chronic long-term illness 
in children, for it has been found that success in 
these adjustments depends much less on the severity 
of the physical handicap than it does on satisfactory' 
quality in relationsln'ps between parent and chil¬ 
dren and rewarding social experiences and achieve¬ 
ment in the community. 

Physicians are finding it increasingly difficult to 
maintain the much valued and traditional physician- 
family-centered relationship in the face of pressures 
of modem medical practice. The impact of scientific 
advances has brought many changes in structure 
and organization of medical care and has led to 
increased fractionization of professional services. 
We live in an age of specialization and the use of 
specialized institutions. It is the rule, rather than 
the exception, for the physician to treat the patient 
outside the framework of the patient’s family and 
home in the impersonal environment of the hospital 
or physician’s office. Tlie xvide chasm that now 
exists, separating the patient’s way of life at home 
from his hospital e.xperience, poses problems in 
patient care and treatment. Dr. John Paul has de¬ 
scribed present-day limitations in the teaching of 
medical students; 
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These sick people are isolated specimens. They are 
segregated from their environment, removed from tlie cir¬ 
cumstances under which they became ill, separated from 
their families, stripped even of their clothes; all of which 
is done to create a proper atmosphere for diagnostic study 
and careful management on the physician's part, free from 
“outside distractions.” It may be trite to point out that these 
outside distractions are the very things which the modern 
doctor, or a student interested in preventive medicine, needs 
to study also. For if one is to handle patients adequately 
it is necessary to bring clinical judgment to bear, not only 
on the patient, but also on the circumstances under which 
his illness arose. 

Much of the activity of the social worker in re¬ 
habilitation is in reinforcing the effectiveness of the 
treatment program. This is clearly demonstrated in 
the following case e.vample. 

Jim Young, a 30-year-old paraplegic, had been 
making steady progress at the rehabilitation center 
until the third month of his stay, when he began 
to withdraw from therapy activities, a time in his 
program when a trial visit to his home was under 
consideration. In interr'iev's with the social worker, 
Mr. Y'oung e.\pressed fear and anxiety over return¬ 
ing home. For the first time since his accident he 
was faced with tire reality of returning to his wife, 
cluldren, and comnrunity. He no longer regarded 
himself as “a whole man” and found it difficult to 
face being tlrrust into a changed role in his home 
where he had always been a most adequate hus¬ 
band and father. 

Case work services with Mr. Young were directed 
toward helping him better understand and accept 
his reactions to his disability and to mobilize his 
potential for achieving full resumption of life activ¬ 
ities. The total treatment process was considerably 
facilitated when the social worker secured the 
direct participation of Mr. Yomig’s family in the 
rehabilitation program, thus easing transition be¬ 
tween the rehabilitation center and the home. 

One of social work’s most important functions is 
in community planning for rehabilitation. Social 
work has been called “a profession sitting on the 
fence” where this responsibility is concerned. 


All professions engaged in rehabilitation plan¬ 
ning, including social work, must accept the chal¬ 
lenge to help make available to the community an 
integrated rehabilitation program. Development of 
adequate communication among the various profes¬ 
sions is essential as a first step towards achieving 
this goal. Personnel engaged in rehabilitation must 
have the vision, ability’, and maturity to work within 
a multidisciplinary program. There is a give and 
take in the rehabilitation process which makes it 
impossible for the professional worker to limit him¬ 
self to his ow’n narrow sphere of activity. 

The intrinsic character of social work places em¬ 
phasis on knowledge, utilization, and development 
of community resources. No one program in reha¬ 
bilitation can embody all the services required by 
the severely disabled; the complex nature of re¬ 
habilitation programming and the fast-changing 
community’ scene call for more than a sporadic, 
part-time approach. Thus, e.xpertness is essential in 
making appropriate use of the full spectrum of 
medical, psychological, social, recreational, educa¬ 
tional, and vocational serwces needed. The social 
worker on the rehabilitation team has the specific 
charge and competence to assume responsibility' in 
this area. 

Summary 

In summary, tlie role of the social worker in 
rehabilitation involves bringing to bear his special 
competencies and skills toward (1) developing a 
better understanding of the person, his family, and 
environmental factors that can spell the success or 
failure for achieving rehabilitation goals; (2) in¬ 
terpreting this new knowledge clearly and effective¬ 
ly to otlier members of the rehabilitation team so 
that there e.vists unity of purpose and action; and 
(3) evaluating the community’ and its total resources 
and selecting the appropriate serrdce so as to insure 
and protect the gains achieved by the patient in his 
rehabilitation program. 

Tire social worker can help achieve the fine bal¬ 
ance required that will lead to a satisfactory pro¬ 
ductive life e.xperience for the disabled person. 


A HAZARD IN THE HOME MEDIONE CABINET.-The symptoms of atro¬ 
pine poisoning have been described as follows: "Hot as a hare, blind as a bat, 
drj’ as a bone, red as a beet, and mad as a hen.” ... A recent e.\perience 
with atropine poisoning was encountered after a patient frequently flushed his nasal 
passages witli an atropine sulfate solution previously prescribed for his dog. His 
ss’mptoms were characteristic of this condition, but the manner in which it was in¬ 
curred was not known until several hours after his acute problem required treat¬ 
ment. It is fortunate tliat this potent drug is inffequentlj' found in the home medi¬ 
cine cabinet, but every clim'cian needs to be aware that accidental poisoning from 
atropine may be encountered ifi his practice. The pubhc should continually be edu¬ 
cated to discard medications that no longer are in active use.-G. M. Hoffman, M.D., 
and J. R. Gay, M.D., Accidental Atropine Poisoning, T/ie Pennsylvania Medical 
Journal, September, 1959. 




• Sports Medicine Meeting 

• Trouble Shooting Clinic 

• Primer for Homemakers 

• Ahead in Legislation 

• Science and the A. M. A. 

Families for the Aged 

Image and Imagery 

The changing image of the phy¬ 
sician and his vocabnlaiy lias 
evoked comment in three state 
medical journals recently: 

From Virginia Medical Month- 
/!/-"Tlie faster medicine advances 
scientifically, the faster the feeling 
of friendship between the physi¬ 
cian and his patients deteriorates 
from the beloved image of the 
CQuntr>' doctor. Out of this erosion 
there is developing a public atti¬ 
tude which, under political and 
economic pressures, can be danger¬ 
ous for our profession,... We must 
do what we can—each in his own 
way-to improve the public’s alti¬ 
tude toward the medical profes¬ 
sion.” 

From Missouri Medicine—'There 
is an occupational hazard in the 
practice of medicine that, if not 
guarded against, can do the indi¬ 
vidual doctor, the profession, and 
society a great deal of harm. It is 
the temptation for doctors to think 
of themselves as individuals set 
apart from the rank and file of hu- 
mmity, set apart by knowledge, 
skill, and power. . . . Somehow we 
get to feel that we are entitled to 
an acquiescent 'Yes, Doctor,’ from 
the whole human race on any mat¬ 
ter whatsoever.” 

From the Journal of the Medical 
Society of New Jersey—“In addition 
to housemaid’s knee, trolley eye, 
[and] chimney-sweep’s disease, we 
have—or used to have—miner’s nys¬ 
tagmus, hatter’s paralysis, cofifin 
joint, diver’s palsy, bricklayer’s itch, 
witer’s cramp, painter’s colic, sol¬ 
dier’s heart, cobblestone tongue, 
mossy foot, and rake teeth. . . . 
[But now] our vocabulary, like the 
operating room, is becoming a 
model of sterility.” 
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Children try talking out their problems in Trouble Shooting Clinic in Queens, 
N. V., to Dr. Lester R. Tucliman, left, who heads hospital board, and Dr. Alonzo 
Beavers of clinic stall. 


Walk in and Talk 

This “Trouble Shooting Clinic” 

Is Strengthening a Community 

Milton Golin 

As in many another hospital, your heels click along the wide corri¬ 
dor during your stroll toward the small signpost at one end of the 
main floor. Below the words, "Trouble Shooting Clinic,” is an arrow. 
You follow the direction and in a few steps you arc there—together 
with; 

—A shoe clerk in trouble toith his mother-in-law. 

—A stenographer troubled with her jealous boyfriend. 

—A busy housewife facing trouble with "feuding neighbors.” 

—An elderly widower troubled with his “crazy” son. 

—A high school sUident engulfed in the troubles of her broken 
home. 

—A truck driver troubled by the death of a loved one. 

Troubles all around (see Medicine at Work, The Journal, Nov. 

8, 1958). 

This is the City Hospital at Elmhurst, in Queens, N. Y., where, 
since September, 1958, more than 750 men, women, and children 
have stepped out of the busy traffic of Broadway in a search for 
peace from some particularly anxious incident in their lives. It is 
the only “walk-in” clinic of its kind in the world. It is an emotional 
first-aid station. It is a promising experiment in preventive psy¬ 
chiatry. Even more important, perhaps, it is a focus of community 
strength in a metropolis where, according to some conceptions, 
community concern for the individual does not exist. 

“Significant elements of the community are, in fact, keys to the 
clinic operation,” says Dr. Lester R. Tuchman, a Manhattan internist 
who serves as president of the hospital board. “Not only are we 
learning more about the resources available in Queens for our work 
but the community is getting to know us a little better. Many of 
those who walk in have heard about us from their minister or a local 
attorney or a family or religious service organization or even from 
a cop on the neighborhood beat.” 

Most, however, are self-referred, which indicates, according to 
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Dr. Tiichman, that tlieir personalities are well 
enough organized to reach out for help. Primarily 
to accommodate them after work, regular hours 
are 6 to 9 p. m. on Tuesday and Thursday eve¬ 
nings, although sjnnpathetic treatment outside the 
scope of the clinic’s multidisciplinary approach 
is available at all other hours in the hospital 
emergency room. No appointment is required, and 
nobody is turned away. Usually, in a single clinic- 
interview the trouble can be handled; seldom is tire 
maximum of three hourly visits necessary. In tire 
few cases in which prolonged treatment is indicated, 
efforts are made to get the patient to his family 
physician, to a psychiatrist or private psychiatric 
clinic, to his minister, or perhaps to a social or legal 
agency. Occasionally, hospitalization is recom¬ 
mended. 

“The ti’oubles of these people are not ti'ivial,” 
says soft-spoken Dr. Alonzo J. Beavers in his trace- 
of-Texas twang. “Everyone arrives with a sense of 
urgency, a sense of impending personal disaster. 
The clinic acts as a safety valve where they can 
talk out their troubles and prevent an explosion.” 

Dr. Beavers is the assistant director of psychiatry, 
serving under Dr. Leopold Beliak, the prime mover 
of the Trouble Shooting Clinic. Both are principally 
engaged in private practice. Also on the clinic staff 
are Mrs. Josephine Scott, M.S.W., the chief social 
worker, and Paul Park, Ph.D., tlie chief psychologist. 
Their roles in screening and interviewing are woven 
into the total medical approach. 

One-Hour Solution 

One success of the team effort was chalked up 
recently when a young man, broke and out of work, 
u'alked into the clinic in a frazzle of worry over 

Emotional First Aid at Home | 

Anodier “emotional first aid” facility is operat- | 
ing in suburban Boston. At Mattapan, Mass., the j 
Psychiatric Home Treatment Servn’ce—like the I 
Trouble Shooting Clinic in Nerv York (see story) | 
-uses tlie psychiatrist-psychologist-social worker | 
team approach to give emergency treatment. Un- | 
like tire New York clinic, PHTS functions on a | 
mobile basis, responding to emergency calls from j 
physicians, social agencies, private families, and | 
clergymen. The Massachusetts service, too, is a | 

vehicle for mental health education at both the | 

family and communitj' levels. It was begun in | 

Januar)-, 1958, under the joint auspices of Boston | 

Universih' School of Medicine and the National | 
Institutes of Health. Dr. Tobias Friedman, head of | 
tire mobile psychiatric unit, has reported, “Emer- | 
gency treatment for emotionally ill persons who | 
will not or cannot get hospital care is a crucial | 
and universalh’ neglected problem.” | 



Woman who walked in for help is interviewed in Trouble 
Shooting Clinic by Dr. Beavers. In right foreground is Dr. 
Leopold BeUak, director of psychiatry and moving force be¬ 
hind clinic. Hospital board sought him out to establish it, 

his inability to obtain a cabdriver’s license so he 
could support his wife and three children. The city 
had refused him a license on the basis of an army 
medical discharge for psyclioneurosis. Within one 
hour, these things happened: The ch'nical psycholo¬ 
gist determined that the man had the necessary 
intelligence, the social worker learned from a near¬ 
by police station what would be needed to satisfy 
authorities for the issue of a license, the psychiatrist 
decided that the psychoneurosis was not severe 
enough to interfere with the job, and—as a result of 
all this—the hospital handed the man an official 
statement that he was capable of handling tlie re¬ 
sponsibility of taxi-driving. He got the license. 

Such duties of the four clinic members are com¬ 
bined with broader staff responsibilities in the 1,000- 
bed city hospital. Not overlooked in these broader 
responsibilities is tlie opportunity to extend both 
general and medical education in mental health. 
This month, for e.xample, the hospital’s five chap¬ 
lains (see Medicine at Work, The Jouhxal, April 
13, 1957) are scheduling a seminar with other 
clergjonen of the community to discuss the work of 
the Trouble Shooting Clinic. And, at frequent inter¬ 
vals, 10 hospital residents sit in on selected cases. 
This equips them, at ensuing sessions with the clinic 
staff, to help analyze the diagnostic and therapeutic- 
techniques employed for individual patients. 

Community Asset 

“In such a learning-teaching process,” says Dr. 
Beavers, “we see unsophisticated patients who might 
never walk in if the clinic had a title with ‘psy¬ 
chiatric’ or ‘mental’ in it. Too frequentl)', still, they 
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equate psyclualry willi something for ‘crazy’ peo¬ 
ple. But they do come for help when they trust 
the clinic as a place where they can be Jiclpccl 
with thn.se everyday problems wbieh might erupt 
into major troubles, a place where they may get 
first aid for upsets and bruised feelings. 

“This clinic in this hospital in this community docs 
not represent a special kind of situation for success. 
The concept of trouble-shooting, in the general 
pattern which wc ha\’c been following, is eminently 
suited to any community hospital sers'ing its 
environs. It is a distinct asset to the community', not 
only because the majority of the troubles—85% here 
at Elmhurst—arc handled effectively, but also be¬ 
cause of the definite pres'cntive medicine aspects. 
That is our long-term goal—prevention. The true 
value of this clinic is not in the visible accomplish¬ 
ments—like the cabbie who got the license—but in 
what cannot always be seen—a suicide as'erted here, 
a homicide pres'ented there, an entire family held 
together by the resolution of a single problem. 
Those are situations which cannot be measured.” 

Darwiii’s Theory Is Getting 
A Grand Centennial Salute 

One of the world’s most impressis’e scientific 
meetings u'ill open nc.xt u'cek after nearly four 
years of planning. For five days, beginning Nov. 24, 
50 leading authorities in fields '■anging from astron¬ 
omy to zoology will discuss the impact of Charles 
Darwin’s ideas on evolution. His theory was pub¬ 
lished Nov. 24, 1859. 

The Darwin Centennial Celebration, centering 
at the University’ of Chicago, also will project his 
theory into its likely development in centuries 
ahead, as scientists examine everything from the 
tiniest particle of living matter to the destinies of 
outer space. More than 1,000 persons from through¬ 
out the United States and abroad will be attending 
the celebration to hear unrehearsed panel discus¬ 
sions on The Origin of Life, The Evolution of Life, 
Man As a Biological Organism, The Origin and 
Nature of Mind, and Social and Cultural Evolution. 
Ten nations, including the Soviet Union, are send¬ 
ing scholars. Specific medically oriented topics to be 
discussed in relation to evolution include viruses, 
diseases of the mind, cancer, nervous function, 
genetics, anatomy, and physiology. 

“The celebration will be a milestone in the history 
of evolution,” says Sol Tax, chairman of the centen¬ 
nial committee. “It will be the most comprehensive 
and intensive examination of the impact of Dar¬ 
win’s ideas on all aspects of man and his universe 
ever held at one time and place.” 
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To Help Chart a Course for 
A. M. A. Seientifie Activity 

A tcleiscopic image of future A. M. A. scientific 
activity soon might be looming into view on a lens 
focused by some of America’s leading physicians 
and scholars. For two and a half days in Hershey, 
Pa., members of the Board of Trustees joined w'ith 
educators in medicine and allied sciences, practic¬ 
ing physicians, administrators, A. M. A. staff per¬ 
sonnel, and research leaders to examine closely 
the As.socialion’s present role in medical science. 

This week the Board of Trustees, whose Com¬ 
mittee on Scientific Activities .sponsored the con¬ 
ference, w’as scheduled to discuss the happenings 
at Hershey, where Dr. R. B. Robins had said, “We 
on the Board will be considering tbe fine sugges¬ 
tions you have made so that we may in turn offer 
to the House of Delegates recommendations on 
how to improve the scientific activities of the 
A. M. A.” As if to underscore that point of imple¬ 
mentation, John S. Millis, Ph.D., president of West¬ 
ern Resen'e Unii'ersity, said: 

“The A. M. A. is a voluntary Association, and 
that which is done is not done by the decision of a 
dictator or of a single group of men and women 
but rather by the voluntary decision of a group of 
free men deciding that which is wise and prudent 
and moral. . . . The A. M. A. is the greatest force 
within the fabric of medicine which is concerned 
with supplying a unifying force to be a counter- 
acb’on to those forces which divide medicine itself.” 

Dr. Millis was speaking as chairman of the 20- 
member ad hoc committee whose members were 
selected (see list in Medicine at Work, The Joubn.\l, 
Sept. 12, 1959) for their scientific eminence and 
also because their detachment from A. M. A. or¬ 
ganizational matters equipped them with an ob¬ 
jective overview. The meetings Sept. 14 through 16 
progressed in an atmosphere of constructive criti¬ 
cism interlaced with bold suggestions (see box) 
which bristled with controversy'. It was an atmos¬ 
phere in which scores of provocative questions, 
such as the following, sometimes contributed more 
to discussions than did answers: 

—Should the A. M. A. take direct action calcu¬ 
lated to arouse active interest in creating new 
medical schools? 

—Should a reevaluation of all A. M. A. commit¬ 
tees be made to determine whether there are dupli¬ 
cations of activities? 

—Does the A. M. A. as a whole attempt to do 
too much or too little, scientifically? 

—Should A. M. A. membership include scientists 
other than physicians, who are working on med¬ 
ical problems? 

—Is a “Doctor Relations” (doctor-to-doctor) pro¬ 
gram in the area of rriedical sciences more impor- 
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Bold Words at Hersheij—Will They 


On both sides of a two-waj' mirror, A. M. A. 
scientific activity was given a critical once¬ 
over at Hershey, Pa., by men and women in¬ 
side as well as outside of the Association. It 
was inevitable that their inspection-introspec¬ 
tion should produce frank and provocative 
statements. Here are a selected few: 

On education and medical schools— 

Too many medical schools adopt grade-school 
and high-school methods. We should regard med¬ 
ical students as true graduate students—recogniz¬ 
ing that it is just as important to teach what is 
not known about a subject as what is known. . . . 

One might well consider abolishing departments 
of pathologj' and anatomy, and integrating the 
study of normal structure witli normal function. 
This may seem heretical, yet the divorce of struc¬ 
ture from function is obviously illogical. . . . 

There is a contradiction in the fact tliat the 
A. M. A., in one breatli, says, "We will not recog¬ 
nize your medical school rmtil it has these certain 
courses”—and then, in the ne.xt breath, says, 
"Sorry, you cannot accept federal funds to help 
establish these courses, because only construction 
funds are acceptable from the government. . . .” 

If medicine is concerned only about medical 
education, as we normally think about it in the 
medical school or hospital, we are blinded; for 
the health of medical education is no greater than 
the health of the total educational enterprise. . . . 

There are situations in which the competition, 
jealousies, and rivalries among physicians are such 
as to virtually insure that a physician’s work will 
not be scrutinized by his colleagues. Group prac¬ 
tice would appear to be one convenient organiza¬ 


tional structure through which a physician could 
be better exposed to a thorough medical audit by 
his colleagues. It also seems to be an ideal 
mechanism for the participation of its members 
in formal educational opportunities. . . . 

The A. M. A. would gain much public ap¬ 
probation if it would estimate the number of new 
medical schools needed, specify the geographical 
areas where they are needed, and not attach anv 
strings to funds which would build these 
schools. . . . 

Yet this is many-faceted. We cannot simply 
recommend more medical schools. We must tie 
that in with the need for more medical faculty.... 

We might consider creating a type of medical 
man who does not now exist in America—a man 
able to perform tasks beyond those generally as- 
sigied to a registered nurse, but who is qualified 
to perform some of the functions of a physician 
only under the physician’s supervision. . . . 

On research— 

There is really only one issue on which the 
future of medical science depends. That is to in¬ 
sure that we continue to maintain and expand 
the opportunities in medical research for those 
who, by their natural gifts of mind, are able and 
willing to carry out the exacting tasks that lead 
to advancement of knowledge. How much money 
is needed, who should supply it, and how it should 
be spent are secondary to mis. . . . 

There is need for the development of a very 
strong Committee on Research, with representa¬ 
tion from all areas—socioeconomic, legal, and 
educational, as well as scientific. . . . 

The A. M. A. has not yet assumed leadership 
in atomic medicine and ionizing radiation, elec¬ 
tronics, and other areas of physics which open 
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tant to the advancement of American medicine 
than is a “Public Relations” program? 

—Should the A. M. A. develop appropriate stand¬ 
ards to combat misleading advertising? Should it 
conduct a “consumers’ research” type of program 
for medical instruments, devices, and apparatus in¬ 
tended for use by the physician only? 

Those and otlier questions rang out at the open¬ 
ing session, echoed in group discussions, rever¬ 
berated at the ad hoc committee session, and still 
sounded as the conference was closing. Some, of 
course, were asked more in broad challenge than 
in specific search. Otliers await answer in studious 
deliberation. “The report of this meeting," said Dr. 
Hugh H. Hussey, the conference chairman, “will 
be subject to careful review. We may expect the 
beginning of some changes. This will require sift¬ 
ing, enlargement, and development. Out of House 
of Delegates actions, programs then will arise.” 

When the conference ended, that statement was 
providing tlie soimdest reply to the question, 
“What, specifically, happened at Hershey to change 
things?” MTiat happened was that for the first time 
in A. M. A.’s 113-year history wise men not only 
assembled humbly but also examined fearlessly 


and projected hopefully. What happened was im¬ 
petus. 

“This has been a revolutionary occasion,” says 
Dr. Millis, “a revolutionary occasion on which we 
were trying to see how revolutionary forces might 
be channeled to produce evolutionary change.” 

Members of the Committee on Scientific Activities of the 
A. M. A, Boa^ of Trustees are Drs. Julian P. Price of Florence, 

S. C.; Rufus B. Robins of Camden, ArJe., and Hugh H. Hussey 
of Washington, D, C,, Chairman. 

“A Little More . 

As physicians become more effective are their 
patients, individually and coBectively, becoming 
more perverse? Leo W. Simmons, Ph.D., professor 
of sociology at Yale University and one of about 
65 American sociologists specializing in the field 
of medicine, asks that question. He told physicians 
and other participants at the A. M. A. scientific 
assessment conference in Hershey, Pa.; 

“There’s not much difference between us under 
the skin. We [medical scientists and sociologists] 
are really brothers. You already have in your bag 
of knowledge tremendous- therapeutic potential 
which society is not allow'ng you to use—through 
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Help Shape Medical Science Tomorrow? 


new iwthwnys lo llie uiulcislaiulinn of norinnl 
pliysioloflical and main' palliolof'ical procc.ssc.s. 
By lliis linu', llic A. M. A. should liavc estab¬ 
lished the nieehaiiism foi- eollecliu};, analyzing, 
and screening new knowledj'e in Ibis fiekl and 
for properly eoiniuunieatinj' ils medical impliea- 
lions lo the jirofession and to the public. . . . 

On speci.ali'/.alion— 

The proper fuuelion of ihe siiecially hoards is 
the examination ol eamlidales for membership. 
Boards j^o beyond their prerogative when they 
specify a loo risid educational program to achieve 
those ends. . . . 

Medicine is fragmented by specialization, and 
specialization is an absolute necessity. We will 
have more of it and it shall be more intense as 
the physician tries lo multiply his elfectiveness... . 

Modern medicine is just lieginniug to discover 
that it takes just as much elfort to achieve coop¬ 
eration between specialists as it docs to achieve 
specialization itself. There is the great lag: keep¬ 
ing pace with specialization through cooperation 
hetween the specialties. They [specialization and 
cooperation] go together. . . . 

On communications— 

There is the important |uoblem of coordinating 
the educational work of the Councils and Com¬ 
mittees within the A. M. A. Communication is 
inadequate; there is not even a central clearing 
point for its many educational activities. . . . 

The A. M. A. could make a real contribution 
hy developing a field service for scientific activi- 
ties-to disseminate ideas, suggest guest speakers, 
provide technical a.ssistance-helping medical so¬ 


cieties develop scientific juograms and postgrad- 
nato educational activities. . . . 

On imily— 

If we adopt the casv way of meeting juoblems, 
by organization of one more Division or one more 
Conneil. as a universal technique, then we are 
introducing additional divisive forces and are not 
doing what the A. M. A. wishes to do—provide 
unifying devices. . . . 

There is a conflict between physicians and 
other medical scientists. It is real and is Iiurting 
tlic progress of medicine. It is reflected socially, 
economically, and in work patterns. One sugges¬ 
tion is to modify the salary scales so that people 
are naid for what they do and what they are 
wortli, regardless of the degree they hold. . . 

On ideas for the future— 

A medical Science group directly advisory to 
the Board of Trustees could open an avenue 
along which the hopes and aspirations, the goals 
and the desires and the dreams of the medical 
scientist-the essence of the thing that makes him 
tick—could be communicated directly to a top re¬ 
sponsible body of the Association. . . . 

Activities of a reorganized Division of Scientific 
Activities might be arranged under four headings 
dealing with permanent and basic questions of 
instrumentation, measurement, assessment, and 
communication. That could compose the frame¬ 
work. Most problems in medicine are, in the 
broad view, temporary ones which can be han¬ 
dled in such a framework and in ad hoc commit¬ 
tees drawn from within those four headings in 
the organization as well as from outside the As¬ 
sociation. ... 
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What’s Ahead in Legislation? 

A. M. A. Session Seeks Answer 

Two U. S. congressmen, a state governor, a leader 
in public be.altb, and a farm group e.xecutive have 
joined with representatives of medicine to offer an 
integrated view of what lies ahead in legislation 
affecting the public and the medical profession. 
They were among 240 registrants at a Medical 
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. Penicillw, Please ....” 

public apathy, opposition, and other barriers. That 
is the paradox: A doctor can see people around 
him sick and dying—and know what to do, but 
sometimes not be allowed to do it because of these 
baiTiers. 

“At the same time you are confronted with an 
increasingly sophisticated clientele of patients, 
and they are becoming more and more critical of 
medicine—‘A little more penicillin, please, doctor.’ 
And sweeping commercialism is forcing much of 
the public to look at the doctor as someone who 
has some special skill to sell—yes. to sell.” 


Legislative Conference held Oct. 2 and 3 in St. 
Louis under the auspices of the A. M. A. Council 
on Legislative Activities. Most of tliose who took 
part in the discussions, which related to the health 
of the aged, were physicians and e.xecutive secre¬ 
taries from 49 state medical associations (only 
Alaska was not represented). Participating also were 
three members of the A. M. A. Board of Trustees 
several officers and past-presidents of the A. M. A. 
and top e.xecutives of the headquarters stafiF. 

Presentations were delivered b)' Governor Rob¬ 
ert E. Smylie of Idaho, U. S. Representative 
Thomas B. Curtis from Missouri, U. S. Representa¬ 
tive Dale Alford, M.D., from Arkansas, e.xecutive 
director Ben Read of the Public Health League of 
California, and Roger Fleming, secretar>'-treasurer 
of the American Farm Bureau Federation. Said 
Dr. George M. Fister, the Council chairman who 
presided at the conference, “Activities in Congress 
dealing with healdr care for elderly people need 
careful e.xamination by all elements and at every 
level of our society, so that medicine’s constructive 
role can be understood more clearly as it benefits 
the public at large.” 
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They Run, Jump, and Throw Under 
The Watcliful Eye of Medicine 

While athlctc.s from 35 covinlrics .sprinlccl arovintl 
tracks, luirlccl (he .shot, raced on bicycles, and 
boxed one another in September’s Pan American 
Games in Chicago, their physicians, trainers, and 
physical educators were meeting to consider the 
physiological problems that result from sneh strenu¬ 
ous activities. 

The 200 u’bo registered for the third Pan Ameri¬ 
can Sports Medicine Congress heard speakers dis¬ 
cuss such diverse topics as research in athletic 
injuries and the effects of altitude on pcrfonnance: 

—The prevention of athletic injuries has only 
recently begun to receir'c the attention it desen'cs, 
according to Dr. Allan J. Ryan, Chairman of the 
A. M. A. Committee on the Medical Aspects of 
Athletics. He told the Congre.s's, “In the vast field 
of medical publications there has been until just 
recently a remarkably scanty' list of authoritative 
articles and books to which the newcomer to this 
field could turn for guidance. ... As a consequence, 
this field of sports injuries has been one of the last 
strongholds of empiricism in medical treatment.” A 
quickening interest in this field is indicated by the 
fact tliat the A. M. A. will sponsor a national con¬ 
ference on the subject this month in Dallas, Te.xas, 
prior to the Clinical Meeting. 

—Changes in altitude, according to Dr. Peter 
Karpovich, research professor of physiology at 
Springfield College in Massachusetts, can have a 
distinct effect on athletic performance if the sub¬ 
ject trains near sea level and then is called on to 
perform at a higher altitude. Dr. Karpor'ich noted 
that visiting athletes competing in the 1955 games 
at Me.xico City'’s 7,500-ft. altitude turned in signifi¬ 
cantly poorer performances tliere than they had in 
other contests. Five of 6 discus throwers tested 
seemingly were affected, as were 12 of 13 swim¬ 
mers. Periods allowed for acclimatization of those 
making the poorer showings had usually been very 
short. 

While Chicago’s low altitude probably did not 
affect tire visiting athletes this year, the atmosphere 
may have. The city laid on a record wave of heat 
and humidity. 

“We don’t have weather like this where I come 
from,” one athlete from a semitropical country 
complained to Mayor Richard Daley. “You should 
have come when the Queen was here,” the Mayor 
replied. “The weather was splendid then.” 
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Executive committee members discuss first draff of refer¬ 
ence work on homemaker scrs’iccs. 


Out of a Conference—A Primer 
For Homemaker Services 

When die word “Homemakers” is capitalized, 
it refers to the nearly 2,000 women at work in the 
United States today helping troubled families. Re¬ 
cruited, trained, and supervised by voluntary' agen¬ 
cies and departments of public welfare, these 
women are assigned to families temporarily de¬ 
prived of the services and stabilizing influence of 
the wife and mother. 

But 2,000 are not nearly enough, and those who 
conceni themselves with such things are working 
hard to stimulate the expansion of such services. 
One group, perhaps more concerned than any 
odier, is the Executive Committee of die National 
Conference on Homemaker Services which includes 
representatives of the A.M.A. and 25 other organi¬ 
zations interested in die health and welfare of 
Americans. Meeting in New York last September, 
the committee plunged into its current task of 
compiling a volume on the history', need, and 
mediods of establishment of homemaker services. 
When it is completed next spring, the 300-page 
encyclopedia is expected to serve as a primary 
source of homemaker information. 

The volume is being based on material and 
recommendations produced by the 400 physicians, 
welfare workers, nurses, insurance executives, labor 
officials, and lav'yers who attended the two-day 
Homemaker Conference held in Chicago last spring 
(see Medicine at Work, The Jotonal, March 21 
1959). 

The increasing demand for homemaker services 
does not stem entirely from the lower income 
groups. The need for such a service may be just 
as urgent in a family which can afford to pay for 
such help but cannot find it. This dilemma was 
noted by Dr. David E. Price speaking at the na¬ 
tional conference. He said, “There is a great deal 
of difference between trying to hire a maid, hoping 
that she will stay in spite of difficulties and health 
emergencies in a family, . . . and welcoming a 
trained person coming into the home because of 
these very difficulties and disruptions." 




. _ __:.J 180/1704 

They Bridge the Gap Between 
Self-Care and tlie Institution 

Richard P. Pratt 

Rogers is afraid. Living in the second 
largest citij in the tcorld, she is alone. Wid¬ 
owed and childless, she has lived for the past 
eight years in a tiny rented room, comforted 
only by her few remaining possessions. Now, 
failing eyesight has made even her little shop¬ 
ping trips a misery and cooking a chore. 
Proud, but with a pride tinged with realism, 
she faces the necessity of changing her mode 
of living. . . . Change. . . . Even the word 
creates apprehension. If only she had a family 
she could turn to. .. . 

In some of our larger cities today—and in some 
of the smaller ones, too—there is a family for Mrs. 
Rogers, and other families for other elderly persons 
in similar circumstances. Families willing to share 
tlieir homes, them food, theii- small pleasures, and 
perhaps even some of their bimdens. They are 
members of what are variously called foster home 
plans for tlie aged, substitute famil)' plans, or 
residential placement programs. They are families 
vailing to provide not only bed and board but 
some of the companionship, warmth, and personal 
contact so necessaiy to human happiness. 

Some of tliese programs are offered by welfare 
agencies, otliers by voluntary social seiaace groups, 
but, whatever tlie sponsorship, they are providing 
an alternatii’e living airangement for the aged that 
lies between self-care and an institution. Foster 
home Ilians for the aged are a modification of the 
foster home theory long used to good effect in 
caring for children deprived of parental support. 
In both, tlie underlying philosophy is the same- 
that, where possible, life in a small household is 
preferable to life in an institution. 

The recruitment of potential foster homes is one 
of tlie problems facing any organized program of 
substitute family care for the elderly. Newspaper 
advertisements, talks before civic groups, personal 
referrals, and appeals through religious groups are 
the usual channels, although die imaginative ap¬ 
proach also pays off. In Baltimore, an agency 
fattened its list with prospects who had applied 
for foster children but had failed to make the 
grade. One in Brooklyn accepted client referrals 
from religious groups, vuth a request that each 
group locate another home to add to die roster. 

Once found, die home must measure up to a 
check list of standards. Most agencies require that 
the client be given a private room, furnished vdth 
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linen, allowed use of the teleiihone, permitted 
visitors and reasonable use of the living room, 
and provided with appetizing food. Initial inter¬ 
views with the family and inspection of the home 
are necessary, and continuing agency supervision 
is deemed advisable. 

Family Matchmaking 

Once a list of suitable homes is compiled, the 
agency’s real work begins. Probably no element 
of the plan is more crucial to its success than the 
matching of client with his prospective host. Miss 
Ruth M. Snyder, assistant to the director of special 
services of the New York City Department of Wel¬ 
fare, says, “A good matching job requires patience, 
understanding, and skill and depends on a knowl¬ 
edge of the home and the proprietor as well as the 
prospective boarder’s health and personal needs, 
interests, and eccentricities.” 

However skillfully the two have been pre¬ 
matched by the agency, tlie proof of tlie pudding 
is their first meeting. The Jewish Community 
Services of Long Island e.vplains its method this 
way: “On the day of the meeting, both persons 
are seen first by the worker and then introduced 
to each other. They are given an opportunity to 
talk to each other alone, and botli can discuss 
what they have to give each other, the arrange¬ 
ments, etc. After this meeting, both clients are again 
seen briefly by the worker for their initial reac¬ 
tions.” Providing such a beginning is successful, 
the client then visits the home, takes a look at the 
surroundings, and prepares himself for tlie move. 

Smoothly functioning in the background of such 
work are tlie medical skills of interested physicians. 
Physical e.vamination of boarders prior to admit¬ 
tance is considered a necessity, and at least one 
agency requires that a physician certify the home¬ 
owner’s fitness to assume tlie added burden of 
care that taking in a boarder will mean. Doctors 
are often consulted, too, about special physical 
and dietary problems, as well as continuing medical 
care. Among die voluntary agencies, physicians’ 
names are prominent in lists of directors. One 
agency even goes so far as to seek psychiatric 
evaluation in cases in which the prospectiv'e boarder 
has an emotional problem. 

Payments and Personals 

Payments for foster home care come either from 
the private funds of die boarder or from welfare 
agencies, or bodi. Costs range from $100 to $150 
per month, depending on regional area, services 
provided, and other factors. Mfliile financial profit 
is considered an acceptable motiv'e for wishing to 
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Feeling of (I Family 

"We place major emphasis on tlie ‘luime’ as¬ 
pects of tile program. Onr concern goes fnrtiier * 
tluin just fimling a room for our elient-hoauler to 
rent ami ocenp)'. Although we tlo not e.xpect him 
(or her) to he ailoiited hy the p\-oprietor, we do 
like to know that he is living in a home where he 
c-an have the feeling that he helongs to a family.” 

—Booklet od'ered to owners of prospective 
foster homc.s. 

have foster members in a family, agencies generally 
require that the family ha\'c an income of its own 
in addition to such payments. k\niatcver the original 
financial incentive, foster families often find them¬ 
selves caught up in the interpersonal relationships 
that such placement inevitably generates. In New 
York Cit\’, the foster home program of the De¬ 
partment of W'elfare sends a quarterly newsletter 
to all foster families on its list. The newsletter 
contains a variety of material, hut it is in the 
"personals” that the value of the foster family 
concept shines through: 

—“Bouquets to Mrs. P. . . . wlio has earned 
the affection and gratitude of Mr. B. . . . for many 
kindnesses, not the least of which is encouraging 
him to resume playing his violin. He is a former 
concert violinist.” 

—"Mrs. H. . . . has many times told us of her 
thankfulness for the understanding care she receives 
from Mrs. D. . . . She has an unusual handicap 
which has affected her speech and Mrs. D. . . . has 
been very resourceful in finding ways to commu¬ 
nicate to avoid frustrations.” 

—“There was a gala birthday celebration at the 
M. . . . home for the 90th birthday of Mrs. A. . . ., 
with about 20 guests present. There were gifts and 
flowers, and the party dress worn by Mrs. A. . . . 
was the prettiest of all.” 

Often, of course, the foster home is not the 
final residence of the elderl)' person. Increasing 
age, incapacity, or burdensome illness sometimes 
makes removal to a hospital or nursing home 
advisable, but, as Miss Snyder points out, such 
decisions are not easily made. She writes: 

“The line of demarcation between the need for 
nursing care and the care provided in a boarding 
home is sometimes very tenuous. M''e ourselves 
are not always sure, and frequently the attending 
physician makes a strong plea that the client stay 
where she is rather than be moved, insisting that 
nursing care is not needed. In many instances, 
[families] have become so attached to their elderly 


charges that they are not only willing bvit eager 
to keep them, despite limitations of he:ilth and 
deteriorating personalit)’.” 

Two-Way Street 

Agencies operating foster home inograms h:ive 
become increasingly aware that they are doing 
more than just finding a home for an elderly client. 
Willi;im Posner, a.ssistant director of the Jewish 
Community Services of Long Island, states, “In 
the proce.ss of matching resident and family, we 
ha\-o become c()in'inccd that it works best if the 
family needs an older person as well as the other 
w;iy around. The older person can become a real 
companion to a foster famil\'. In recent \'oars, we 
have been rccniiting more and more younger 
families in whose home the older person becomes 
a grandparent figure.” 

A slightly different view of foster home plan 
usage is visualized by Maurice J. Ostomel, e.\ecuti\’e 
director of the Jewish Home for the Aged of Los 
Angeles, \\>hich hopes to develop such a program 
as part of its master plan. Mr. Ostomel notes that 
such homes can provide temporarv' care, for per¬ 
sons on the waiting lists of homes for the aged and 
also for the short-term idacement of the elderly 
when those who have been caring for them are 
called away, hospitalized, or otherwise burdened. 
He states, “A foster home placement service can 
serve as a valuable part of the armamentarium of 
a home for the aged.” 

One telling indication of the relationships tliat 
arise betw-een families and their elderly guests was 
illustrated last summer at a small ceremonv held 
by the New' Y’ork Department of Welfare to honor 
ten of its foster home owmers who had gi\'en a 
decade or more to the program. Nine of the guests 
of honor were present to receive the small gold 
pins the department was awarding. The tenth 
failed to appear. She was too busj' nursing an 
elderly guest who had suddenh' fallen ill. 

I A Friendly Face 

I “During the last >’eavs, we have surrounded 
j foster care witli a variety of adjuncts, tlie most 
j important being friendly visiting serr-iees,” savs 
j William Posner, assistant director of the Jewish 
I Communih’ Serr'ices of Long Island, N. Y., a pio- 
I neer in the substitute family field. 

I He adds, 'AVe have found that many people- 
I in addition to family living-require the personal 
j interests of 'outsiders.’ These friendly visitors brine 
j the outside world in, and this is particularly im- 
I portant where the older person has no relati\’ec 
1 of his own.” 
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THE HEBSHEY CONFERENCE 

“He that will not apply new remedies 
must expect new evils"—Bacon 

Q he conference in September at Hershey, 
Pa., under the auspices of the A. M. A. 
Board of Trustees' Committee on Scien¬ 
tific Activities was a unique and reward¬ 
ing experience, the positive value of which it is 
anticipated will become appreciable during the 
period ahead. 

The conference was developed around a group 
of 20 invited ad hoc advisers from the field of 
medicine and allied scientific areas, each selected 
for outstanding competence in his or her area of 
scientific interest. Otliers in attendance included 
members of the A. M. A. Board of Trustees, e.xecu- 
tive officers, and division directors, together with 
die responsible administrative personnel and repre¬ 
sentatives of each of tlie councils and committees 
within the division of scientific activities. Resume 
background material concerning past, current, and 
projected activities of the division had been studied 
by aU participants well in advance of the meeting. 
The entire conference was conducted in the spirit 
of invitation and challenge to use reason and 
thought in searching for the solution to current and 
future needs and problems. 

The ideas and suggestions resulting from the two 
and one-half-day conference were eloquently sum¬ 
marized at the final session by President John S. 
Millis of Western Reserve University. If the Ameri¬ 
can Medical Association is to effectively play its 
role as the greatest single force in American medi¬ 


cine to counteract the divisive forces within 
medicine itself, it must be the pivotal factor in pro¬ 
ducing coherence and unity. In addition to this 
sound counsel, five central ideas relevant to think¬ 
ing and action were proposed by the conferees for 
tlie American Medical Association.' 

The first of tliese dealt xvith people for medicine 
through the role the American Medical Association 
should play in the assurance of enough of the right 
kind of people for the continuance of the pro¬ 
fession. The Association should have deep concern 
and interest regarding the number, Tjuality, and 
recruitment of medical students, as well as in the 
development of adequate facilities, faculties, and 
financial support to insure the education and train¬ 
ing of sufficient medical personnel in the period 
ahead. It should also be concerned with the need 
for sufficient numbers of practitioners in the various 
fields to render good medical care. The American 
medical profession should be vitally interested and 
concerned with what might be termed the “seed 
corn,” namely those members of the profession who 
serve as the teachers and investigators. Further¬ 
more, there is a direct challenge for communica¬ 
tion from organized medicine to the young people 
of America, and to the public in general, about the 
people of medicine, as well as the challenges it 
presents today . 

Secondly, education for medicine has become a 
fragmented responsibility. Education, in general, 
covers a vast sweep, of which medical education is 
just a part. Today we cannot think in isolation but 
must think and plan in terms of a continuous proc¬ 
ess of education for medicine. If medicine, and the 
American Medical Association in particular, is con¬ 
cerned only about medical education, it is blind 
indeed. It must be just as vitally concerned today 
with chemistry, biology, sociology, physics, psychi¬ 
atry, and other areas as udth education leading di¬ 
rectly to qualification in clinical fields. Full realiza¬ 
tion and efltective utilization of this comprehensive 
approach constitutes one of today’s outstanding 
scientific and educational challenges. 

The tliird area of concern dealt with interprofes¬ 
sional and intergroup relations. Medicine itself is 
fragmented and may be even more so in the period 
ahead. Physicians will need the assistance of more 
and more persons in allied fields. Consequently, 
the relation of medicine to the areas and groups 
allied to it becomes increasingly important. The 
American Medical Association must take a positive 
approach in this area, and it should take leadership 
to invite appropriate interprofessional and inter¬ 
group cooperation. It is gratifying to note that real 
efiorts have been under way in this direction dur¬ 
ing the past two years. One valuable positive ap¬ 
proach might be through the establishment of a 
group of such scientists to serve in an advisory 
capacity to the Board of Trustees. 
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Inquirj’ for medicine constituted tho fourth sug¬ 
gestion. The conference group emphasized that the 
conduct of researcli actis’ities involves an area in 
which many other agencies (such as universities 
and institutes) can do certain types of studies 
more effectively than the American Medical Asso¬ 
ciation. However, the conferees believed it exceed¬ 
ingly importaJit for the American Medical Associa¬ 
tion to hax’c the appropriate mechanism for re¬ 
viewing research, identifying and filling gaps, and 
undertaking direct inquiry in certain areas, as, for 
example, those dealing with standards of medical 
care..What is adequate medical care is by no means 
an appropriately answered question. The American 
Medical Association .should also measure the de¬ 
sires and needs of practicing physicians in regard 
to continuing medical education. Its headquarters 
staff should constantly play a role in ex’aluativc 
functions involving the distillation of wisdom from 
inforuiition and its subsequent appropriate com¬ 
munication. Fundamental is the constant effort to 
communicate and transmit ideas, thought, and wis¬ 
dom so that they may be effectively utilized. 

And finally, the philosophy of organization for 
medicine in its scientific and other efforts was em¬ 
phasized. Since the American Medical Association 
is, and should be, a unifying force, it must be care¬ 


ful not to be divisive in its organizational tech¬ 
niques. In the past the Association has tended to 
develop new councils, committees, or bureaus 
whenever a special problem has arisen. Over the 
years this mechanism has tended to become divi¬ 
sive and should be carefully reevaluated. The Ameri¬ 
can Medical Association should organize its total 
rc.sponsibility so that the organization integrates 
all of these elements. 

It will be a year or so before the impact of 
the Hershey conference can be fully evaluated. It 
pointed up many suggestions that will undoubtedly 
play an important role in projecting the scientific 
activities of the American Medical Association dur¬ 
ing the period ahead. It has clearly indicated the 
innumerable ramifications of the concern of the 
division of scientific activities with the problems 
and interests of all other divisions. Effective plan¬ 
ning and action during the period ahead, therefore, 
necessitates that those responsible think, plan, and 
work in terms of the American Medical Association 
as a whole, that perspectives be broad, and tliat tliis 
great voluntary association and its staff constantly 
strive toward coherence and unity in their efforts. 

(A Medicine At Work pictorial-and-text report 
on the Hershey Conference appears on pages 1699 
-to 1702.) 


ORGANIZATION SECTION 


NATIONAL CONFERENCE ON THE 
MEDICAL ASPECTS OF SPORTS 

The program for this conference, sponsored by 
the American Medical Association for physicians, 
athletic directors, coaches, and trainers, which 
meets at the Baker Hotel, Dallas, Texas, Nov, 30, 
1959, immediately preceding tlie A. M. A. Clinical 
Meeting, Dec. 1-4, is as follows; 

Morning 

8:00 Registration 

9:00 First General Session, Ballroom 

Presiding: Allan J. Ryan, M.D., Chairman, 
Committee on the Medical As¬ 
pects of Sports, American Medical 
Association. 

Greetings from the Association: Louis M. 
Orr, M.D., President, American Medical 
Association. 

9:30 Divided Sessions 

Section I; Physiology of Exercise, Texas Room 
Presiding: David J. Henry, M.D. 

The Biodynamic Potential of the American 
Male Population. 

Bruno Balke, M.D. 


Oxygen Debt in Near-Anaerobic Exercise. 
Daxtd B. Dill, Ph.D. 

Amphetamine Sulfate and Atliletic Perform¬ 
ance: n. Subjective Responses. 

Henry K. Beecher, M.D. 

Exercise and the Kidney. 

Warren R. Guild, M.D. 

Section II: Prevention of Athletic Injury, 
English Room 

Presiding: Owen B. Murphy, M.D. 

A Medical Program for High School Football. 

Joseph H. Burnett, M.D. 

Panel Discussion: Protective Headgear for 
Athletics, Research and Development. 
Ghairman: Henry J. Montoye, Ph.D. 

Creighton J. Hale, Ph.D. 
Alexius Rachun, M.D. 
George G. Snix'ely, M.D. 
11:15 General Summary Session, Ballroom . 
Summary for Divided Section I, 

David J. Henry, M.D. 

Summary for Divided Section II, 

Owen B. Murphy, M.D. 

Questions, Comments, Discussion 
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Afternoon 

12:15 Luncheon Meeting (tickets available at reg¬ 
istration desk), Terrace Room 
Presiding: Allan J. Ryan, M.D. 

Youth Fibiess Today. 

Mr, Hojxek C. Wadsworth, Chairman 
of the President’s Citizens Advisory 
Committee on the Fitness of American 
Youth 

2:00 Divided Sessions 

Section III: Training and Conditioning the 
Athlete, Texas Room 
Presiding: Edxvakd T. Ssoth, M.D. 

The National Athletic Trainers’ Association 
and Its Progi am. 

Mr. Willum E. Nesvell 
Effort and Fatigue in Athletics. 

J. Kenneth Doherti', Ph.D. 

The Role of Physical Conditioning in Pre¬ 
vention of Athletic Injury. 

Hans Kraus, M.D. 

Section IV: Treatment of Athletic Injury, 
English Room 

Presiding: Augustus Thorindike, M.D. 

The Pathology of Trauma. 

RicaiARD Patton, M.D. 
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Panel Discussion: The On-Field Duties of 
the Team Physician. 

Chatman: Care E. Badglev, M.D. 

William D. Paul, M.D. 
Francis Muhphey, M.D. 
Thomas B. Quigley, M.D. 
4:00 General Summary Session, Ballroom 
Summar}^ for Divided Section III, 

Edward T. Smith, M.D. 

Summarj' for Divided Section IV, 
Augustus Thorndike, M.D. 

Questions, Comments, Discussion 

Evening 

8:00 Ex'ening General Session, Ballroom 
Presiding: Allan J. Ryan, M.D. 
Introducfa'on of Guests 
The Modern Olympic Games (movies of 
1956 Olympic Games to be shown). 

Mr. Aitiry Brundage 

THE SMALL MEDICAL LIBRARY 

The A. M. A. Libraiy has prepared a pamphlet, 
"Recent Books and Periodicals Selected for the 
Small Medical Librar)'.” Copies may be requested 
from the library. 


GOVERNMENT SERVICES 


GOVERNMENT SERVICES 


FOOD AND DRUG ADMINISTRATION 

Court Actions in September.—Insect contamination 
and live infestations were found in shelled peanuts, 
flour, egg noodles, rice, prepared baking mixes, 
and a breakfast cereal. Spoilage was found in salad 
dressing and in seafoods, including fillets of cod and 
perch and frozen lobster tails. Of the remaining 
unfit foods seized, 55 tons u'ere in insect-infested 
peanuts and pistachios, and 49 tons in rodent and 
insect-contaminated wheat, rice, flour, and com 
meal. Ten tons of tomato paste contained fly eggs 
imd maggots and were alleged to have been pre¬ 
pared and packed under insanitary conditions. 
Seven tons of dried blackeyed peas were insect 
infested. 

Seized as economic cheats were 3.5 tons of im¬ 
ported cocoa powder in uducli cocoa shell was sub¬ 
stituted for cocoa, an instant coffee containing 
de.vtrose in place of coffee, “chocolate’’ fudge cook¬ 
ies made with cocoa rather than chocolate, canned 
peaches labeled as "irregular slices in heasy syrup” 
that u'ere actuallj' irregular sizes and shapes in light 
ssTup, and short volume cans of salad and cooking 
oils. 

Of 24 drugs and derices seized, 16 were alleged 
to be misbranded by false and misleading claims. 


Five shipments of a so-called “breast developer” 
were seized at Tampa and Clearwater, Fla. The 
action filed in the federal disti-ict court charges that 
this device will not increase the size of a woman’s 
breast and that it is a hazard to health as well as a 
fraud. Mineral Bath salts were offered at $9.95 for 
a 3-lb. package to treat objectionable body odor, 
brigJiten the eyes, and build up resistance to dis¬ 
ease. Two makes of canister-t)'pe vacuum cleaners 
were offered as preventives of such “airborne” in¬ 
fections as boils, abscesses, bone infections, “strep” 
throats, scarlet fever, tonsillitis, tuberculosis, pneu¬ 
monia, influenza, and the common cold. Another so- 
called air purifier consisted of a cabinet-enclosed 
fan, nylon filter, and two ultraviolet ray tubes. Air 
drawn in by the fan was passed over tlie tubes, 
allegedly “ionized,” and then recirculated. The de¬ 
vice was offered for relieving allergies, asthma, 
coughs, sinus trouble, colds, and virus infections 
and for reducing the spread of airborne disease 
germs. 

Wooden Ball Weight Reducer Seized.—From north¬ 
ern India, where all women allegedly have slim 
figures, came a 1,000-year-oId reducing device that 
allegedly had been tested and proved b)' the women 
of Paris. It is small enough to fit conveniently in a 
handbag, weighs only 11 oz., consists of 10 wooden 
balls that rotate in a plastic frame as the balls are 
rolled over various areas of the body, and costs $10. 
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About 15,380 of llicse wore soizccl ns being mis- 
branded by false and misleading claims for vedne- 
ing weight; rcproporlioning the entire body; stimu¬ 
lating the tissue to circulate fresh lively blood; 
eliminating fatigue; banisbing constipation, head¬ 
ache, a sallow complexion, and rheumatic ailments; 
eliminating toxins that poison the bloodstream; and 
irrcventing premature aging. 

Caffeine Promoted as a Vitamin.—'‘Dynamol,” the 
featured ingredient of a vitamin product claimed to 
pep you up iu 20 minutes, was found to be caffeine; 
37,800 tablets were seized as mi.sbranded by false 
and misleading claims. The promoter claimed that 
the product contained a “new, remarkable, amaz¬ 
ing, antifatiguc factor” and, because it contained 
“Draamol,” was superior to all other vitamin- 
mineral preparations. “One tablet per day,” be said, 
“is an adequate cure and treatment for all x'itamin 
and mineral deficiencies.” The product did not con¬ 
tain any vitamin A or D and contained only in¬ 
significant amounts of c.alcium and phosphorus. 

Illegal Sale of Drugs.—Two decisions by the United 
States Court of Appeals for the fifth circuit upheld 
the convictions of Dr. Samuel J. DeFreesc and 
Marsha Jean Simmons DeFreesc, his wife, of Mon¬ 
roe, Ga., for selling large quantities of amphetamine 
sulfate, a drug that can legally be sold only by 
prescription, to truck drivers. In one decision, tire 
circuit court upheld the government’s proof of 
identity of the tablets and the fact that they came 
from an out-of-state manufacturer. This evidence 
came from an FDA microanalyst who identified 
the tablets by means of punch marks and other 
microscopic findings. In the second opinion, the 
court rejected the contention of Dr. and Mrs. De- 
Freese that the federal pure food and drug law 
regarding the sale of prescription drugs applied 
only to sales at the retail or phannacist’s level. The 
court held that the law applied to bulk sales for 
resale by a physician—in this case the sale of 5,000 
and 10,000-tablet quantities to federal inspectors 
who posed as truck drivers who wanted them for 
resale to other drivers. 

“Wonderpad” Found Worthless.—An old-fashioned 
fake medicine pitch was made by a Jackson, Pa., 
mail order promoter of so-called “radioactive” mit¬ 
tens and pads as a cure for arthritis, rheumatism, 
bursitis, neuritis, swellings, stiffness and soreness of 
the joints, and similar conditions. His “Wonderpad” 
did not contain uranium or any other radioactive 
material but was filled with chunks of rock and 
pulverized dirt. The mittens sold for $12 and pads 
for $22. 

Defendant in Food Poisoning Case Sentenced.— 
Daniel DiOrio, president and treasurer of the Uni¬ 
versal Sea Food Co., Inc., Philadelphia, pleaded 


guilty on Sept. 21 to charges of adding sodium 
nitrite to (lounder fillets with intent to mislead and 
defraud. He was indicted after an investigation of a 
major food poisoning outbreak, including the death 
of a child, in the Philadelphia area last spring, and 
was sentenced to one year in jail and a fine of 
$2,000. Eleven months of the jail sentence were sus¬ 
pended and the defendant placed on probation for 
three years. The sea food corporation, which xvent 
out of business as a result of the food poi.soning 
incident and publicity, xvas fined $100. 

Counterfeiters of Tranquilizer Drugs Sentenced.— 
Two drug counterfeiters n-ere convicted and sen¬ 
tenced on charges of conspiracy with intent to 
defraud and mislead. They used the facilities of a 
legitimate drug manufacturer after regular working 
hours to reproduce the size, shape, grooves, and 
distinctive monograms of the tablets of txvo well- 
knowm brands of tranquilizer drugs. Like the genu¬ 
ine article in appearance only, the counterfeits were 
substantially lower in the strength of the active drug 
ingredient. Ludwig Spandau, of New York City, was 
found guilty on seven counts involving manufacture 
and interstate sale of the counterfeit tablets and 
was sentenced to six months in jail on each count, 
with the sentences to nm concurrently. The sentence 
was suspended and Spandau was placed on proba¬ 
tion for one year. Seymour Blau, who conspired xvith 
Spandau, pleaded guilty to five counts and testified 
for the government against Spandau. He was fined 
$50 on each of four counts and placed on probation 
for one day. 

Voluntary Corrective Actions.-Nineteen individual 
plant improvements costing $41,167 were made vol¬ 
untarily by food manufacturers and warehousemen 
in September to assure the production of clean, 
wholesome products. In an additional 102 voluntarj" 
actions to protect consumers, food firms destroyed 
or converted to nonfood uses 233 tons of unfit foods. 
A California frozen pie company spent $5,000 to 
prevent possible bacterial contamination of its 
product. The firm bought two portable sanitarj' 
pumps to transfer materials, formerly handled \vith 
buckets, and improved its freezing method to cut 
down the incubation period for possible bacterial 
growth. A Michigan baker)^ supplier avoided pos¬ 
sible insect and rodent contamination of warehoused 
products by storing them on newly acquired pallets 
for handling by fork lift and installing new floor 
covering. A Colorado candy manufacturer shut 
doum his plant for one week for a complete clean-up 
and repainting. Practically all the dollar value of 
substandard drugs voluntarily destroyed by drug 
firms was in a single action by a California manu¬ 
facturer of a wetting solution for use with contact 
lenses. Finding die product was not sterile, tlie 
manufacturer voluntarily recalled from the market 
and destroyed stocks valued at $167,000. 
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ARKANSAS 

Plan Germ-Free Laboratory.—Dr. Jerome J. Landy, 
assistant professor of surgery at the University of 
Arkansas Medical Center, Little Rock, received a 
$222,790 grant from the National Institutes of 
Health, U. S. Public Health Sei'vice, to establish 
a germ-free laboratoiy for research in surgical prob¬ 
lems. The grant is to finance the project for the next 
five years. There are only five major germ-free 
laboratories in the world, one in Sweden, one in 
Japan, and three in the United States. The major 
laboratories in this country are located at the Uni¬ 
versity' of Noti'e Dame, Walter Reed Army Research 
Institute in IVashington, D. C., and the National 
Institutes of Health in Bethesda, Md. In his labora¬ 
tory' to be established in the Medical Center’s new 
Barton Institute for Medical Research, Dr. Landy 
will use germ-free animals, and the initial study 
will be on the role of bacterial to.xins in intestinal 
obstructions. The animals will be studied while they 
remain free from bacteria and then w'ill be studied 
with added and controlled bacterial populations. 

CALIFORNIA 

Plan Concert by Doctor’s Orchestra.—The Los An¬ 
geles Doctor’s Symphony Orchestra announced that 
Leon Amaud, doctor of music, will be guest con¬ 
ductor for the orchestra’s concert Jan. 23, 1960, in 
the Philharmonic Auditorium. Dr. Amaud recently 
was conductor of the Madrid Symphony' Orchestra 
in Spain. The Doctor’s Symphony Orchestra also 
announced that the Reiss-Davis Clinic will be the 
beneficiary' for the concert. Physicians who wish to 
play' with the orchestra are asked to call Dr. Lester 
M. Morrison, president, at Olive 3-7080 or Dr. Mil- 
ton Lane at Pleasant 3-2305. 

University News.—Dr. Maxwell S. Jones, director 
of tlie social rehabilitation unit at Belmont Hospital, 
Surrey, England, joined the Stanford Medical 
School staff in July. A practicing psy'chiatrist since 
1932, Dr. Jones will be at Stanford for a y'ear’s xasit. 
During 1950-1951, he was a consultant to the World 
Health Organization at Geneva.—Appointment of 
Dr. Edward R. Pinckney, of Beverly' Hills, to a 
newly created position at the College of Medical 
Evangelists School of Medicine was announced. 
Dr. Pinckney w'ill ser\'e as executive director of 
CME’s new' Audior'isual Postgraduate Extension 
Courses in.hledicine. 


Ph>'sicians are inWled to send to this department items of ne>vs of 
general interest, for example, those relating to societj' actiWties, new 
hospitals, education, nnd pubUc health. Programs should be received 
at least three weela before the date of meeting. 


Medical Library in San Francisco.—The opening of 
the new' Medical Library at San Francisco-Stanford 
Hospital w'as celebrated Oct. 30, with a reception 
for San Francisco phy'sicians, staff members, and 
emeritus professors from the Stanford University 
School of Medicine. Dr. Emile F. Holman, Dr, 
•Arthur L. Bloomfield, Dr. Robert R. New'ell, Dr. 
Ludw'ig A. Emge, and Dr. Harold K. Faber were 
present to encourage the new' collection. To com¬ 
memorate the event. Dr. Hans Barkan, emeritus 
professor of ophthalmology', donated an auto¬ 
graphed copy of his book, “Johannes Brahms and 
Theodor Billroth: Letters from a Musical Friend¬ 
ship.” Many of tlrose present remembered a day 
in 1901 w'hen Dr. Emmet L. Ri.xford established the 
central core of Lane Library w'ith his gift of 30,000 
medical r’olumes obtained from the New' York 
Academy of Medicine and the New' York Hospital 
Libraries. The Lane Library' is now' located on the 
Stanford University' campus in Palo Alto. Tire library 
has more than six hundred standard texts on medi¬ 
cine, surgery', radiology, and related fields. One-third 
of the te.xts are new'ly purchased and gifts of books 
and private medical libraries are added daily'. 

ILLINOIS 

Dr. Press Named Health Director.—Dr. Edward 
Press, field director, American Public Health Asso¬ 
ciation since Jan. 1, 1955, has become the public 
health director for Evanston, He succeeds Dr. Win¬ 
ston H. Tucker, w'bo died a year ago. 

Chicago 

Dr. Lundy Comes to Chicago.—Dr. John Silas 
Lundy-, founder of the section of anesthesiology of 
the May-o Clinic, Rochester, Minn., in 1924 retired 
Oct. 1 and w-ill continue the pri\'ate practice of his 
specialty in Cliicago. 

Foreign Lecturer.—Rudi Borth, Ph.D., lecturer in 
hormone assay-, head of the Endocrine Laboratory-, 
University Clinic of Obstetrics and Gynecology-, 
Geneva, Sw-itzerland, presented “Gonadotrophic 
and Steroid Assay-s in Normal and Disturbed Preg¬ 
nancy-” Nov. 4 at Tire Chicago Lying-in Hospital, 
The University' of Chicago School of Medicine. . 

Dr. O’Conor Gives Annual Lecture.—Dr. Vincent 
J. O’Conor, professor of urology and chairman of 
the department, Northw'estem University- Medical 
School and Chicago Wesley Memorial Hospital, 
gave the annual Belfield Lecture to the Chicago 
Urological Society-, Nov. 4. His subject w-as ‘Sur¬ 
gical Correction of Male Sterility-.” 
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Dr. Holingcr Rcccivc.s Medical Phologrnpliy Award. 
-The Louis Schmidt Award of the Biological Pho¬ 
tographic Association was awarded to Dr. Paul II. 
Holingcr at the annual meeting of the association 
in Montreal Sept. 3. The award is named for one 
of the leaders in medical illustration who was a 
pioneer in the use of photography. Dr. Holingcr 
was named the recipient “for outstanding contri¬ 
butions to the progress of biologic and medical 
photography, particularly for his worb in endoscopic 
still and motion xheture photography." He is the 
Rrst physician to receive the award. 

?lan New Medical Center.—Loyola University rc- 
.iffimied its intention of constructing a multimillion 
'lollar medical center on its 54-acre site in north¬ 
west Chicago and described its plans for coping 
with the expanding operational costs of the Stritch 
School of Medicine. The Verj' Rev. James F. 
Maguire, S.J., universit)’ president, revealed that 
Loyola will form a board of lay trustees to finance, 
build, and operate a teaching hospital for the uni¬ 
versity’ medical school on its site near southwest 
Skokie. About 3 million dollars in addition to those 
funds already received for that purpose will guar¬ 
antee the construction of a teaching hospital. 

Lectureship Award to Dr. Katz.—Albany Medical 
College presented its third annual honorary lecture¬ 
ship award to Dr. Louis N. Katz, director of the 
cardiovascular department. Medical Research Insti¬ 
tute, Michael Reese Hospital, and professional lec¬ 
turer in physiology. University of Chicago, at cere¬ 
monies held at the Medical College Nov. 19. His 
lecture was entitled “Energetics of the Contracting 
Heart.” The lectureship award consists of an in¬ 
scribed plaque and honorarium. It is given in rec¬ 
ognition of “distinguished service to mankind in 
the fields of science, medicine, and teaching.” 

IOWA 

Dedicate Steindler Library.—A library established 
in memory of the late Dr. Arthur Steindler was 
dedicated Nov. 1 in the department of orthopedic 
surgery at the State University of Iowa, Iowa City. 
Dr. Steindler died last July at his Iowa City home 
at the age of 81. Dr. Carroll B. Larson, Dr. Steind- 
ler’s successor as head of the university’s depart¬ 
ment of orthopedics, said that more than 1,000 
volumes from Dr. Steindler’s personal collection of 
books will be placed in the memorial library, lo¬ 
cated in the east wing of Children’s Hospital in a 
room formerly used as a study area for resident 
physicians. 

KANSAS 

Report on Rabies.—A case of rabies in a civet cat 
was confirmed recently in Butler county. The anti¬ 
rabies treatment was administered to a 25-year-old 
housewife who had been bitten by the animal. A 


six-year-old Russell county boy was reported to 
have been bitten on the hand and face by a bat, 
while playing in a bam. Unfortunately, a cat caught 
and ate the bat. Attempts to catch other bats in the 
barn were fruitless. The child was given a com¬ 
plete scries of the duck-embryo vaccine. Tlie Public 
Health Service warns that rabies-infected bats “may 
not c.vhibit Negri bodies nor harbor the virus in the 
brain, even though the virus is present in the sali- 
var>' glands.” This applies to infected bats whether 
or not they show symptoms of rabies. 

MARYLAND 

Create Soper Lectureship.-Friends and colleagues 
of Dr. Fred L. Soper, Washington, D. C., on his elec¬ 
tion as the director emeritus of the Pan American 
Sanitary Bureau, Regional Office of the World 
Health Organization for the Americas, and on his 
relinquishing the active direction of that program, • 
created a lectureship in his honor. This lectureship 
will provide for at least an annual lecture in one of 
the schools of public health throughout the world. 
The first Fred L. Soper lecture was given by Dr. 
Soper himself at the Johns Hopkins School of Public 
Health, Baltimore, his alma mater, Oct. 27 on the 
subject, “The Eradication Concept in World 
Health.” 

Personal.—Lorin J. Mullins, Ph.D., on leave of ab¬ 
sence as associate professor of biophysics at Purdue 
University, was appointed visiting professor of bio¬ 
physics in psychiatric research at the University of 
Maryland School of Medicine, Baltimore.—John C. 
Krantz Jr., Ph.D., professor of pharmacology and 
head of the department at the University of Mary¬ 
land School of Medicine, Baltimore, was appointed 
a member of the National Research Council, to rep¬ 
resent the American Society for Pharmacology and 
Experimental Therapeutics in the Division of Medi¬ 
cal Sciences. The appointment is for a three-year 
term. 

MICHIGAN 

Change in Language Requirement.—A change in 
the foreign language requirement for admission to 
the University of Michigan Medical School was 
approved by the regents Oct. 23. The former re¬ 
quirement specified a college year’s study in French, 
German, Spanish, Latin, or Greek. The new re¬ 
quirement reads as follows: “Foreign Language: 
All applicants are required to have at least one 
college year of a foreign language. This require¬ 
ment may be met either by completing satisfactorily 
a two semester language sequence in college, or by 
certification of equivalent achievement in a lan¬ 
guage proficiency examination.” The change was 
requested because it is felt that an increasing num¬ 
ber of “gifted students” will be presenting lan¬ 
guage proficiency in Russian and possibly Oriental 
languages. 
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Name Assistant Deans.—Appointment of two assist¬ 
ant deans for the Medical School was approved by 
the regents of the University of Michigan. Dr. 
Charles J. Tupper was a]ppointed on a half-time 
basis and Dr. H. Waldo Bird Jr. was named on a 
three-eighths time basis, both appointments being 
effective Nov. 1. Dr. Tupper, director of the peri¬ 
odic health appraisal program for the university' 
faculty and director of the consultation services of 
the University' Health Service, will have responsi¬ 
bilities in the general administrative activities of 
the dean’s office. Dr. Bird will continue as associate 
professor of psychiatry and will retain his private 
practice. He will be responsible for student affairs. 

MINNESOTA 

Foreign Speaker.—Dr. Kristian Kristiansen, profes¬ 
sor of neurosurgery in the Ulleval Hospital, Oslo, 
Norway', gave a lecture, “Localized Cerebral Hypo¬ 
thermia and Angiography',” at the Mayo Clinic, 
Bochester, Oct. 26. 

Dr. Allen Given Heart Award.—Dr. Egar V. N. 
Allen, Rochester, internist of the Mayo Clinic and 
professor of medicine in the Mayo Foundation, 
Graduate School, University of Minnesota, received 
the Gold Heart Award of the American Heart 
Association Oct. 25. The award, described as “the 
highest honor within the gift of the association,” 
was conferred on Dr. Allen in recognition of his 
“outstanding contributions in advancing the objec¬ 
tives and program of the American Heart Associa¬ 
tion.” 

Personal.—A dinner to honor Dr. John S. Lundy, 
Rochester, who retired from the Mayo clinic on 
Oct. 1, was held Oct. 10. Dr. Lundy founded the 
section of anesthesiology in the Mayo Clinic in 
1924, at the invitation of the late Dr. William J. 
Mayo, and was head of that section until 1952, 
when he became a senior consultant.—Dr. Russell 
M. Wilder, emeritus member of the staff of the 
Mayo Clinic, Rochester, was named an honorary 
member of the American Dietetic Association, 
Aug. 27. Prior to 1959, only 10 other persons, 
“distinguished in fields related to nutrition,” have 
been honored in this way'. 

NEW YORK 

Dr. Wehrle Named Acting Microbiology Chairman. 
—Dr. Paul F. Wehrle, associate professor of pedi¬ 
atrics at tlie Upstate Medical Center, Syracuse, was 
named acting chairman of the department of 
microbiology' by' Carly'le Jacobsen, Ph.D., president 
of the Upstate Medical Center, and dean of the 
College of Medicine. The post was left open by the 
retirement on Oct. 1 of Dr. Orren D. Chapman, 
who was made professor emeritus. 


Hospital News.—Dr. Martin Lazar, Poughkeepsie, 
was appointed .director of Utica State Hospital. 
Assistant director of Willowbrook State School 
since 1950, Dr. Lazer succeeds Dr. Bascom B. 
Young, Utica, who retired Oct. 1.—Dr. Frederick 
Beck, Ray' Brook, was appointed director of the 
State Health Department’s Homer Folks Tubercu¬ 
losis Hospital, Oneonta. Prior to his appointment, 
Dr. Beck was director of Ray Brook State Tubercu¬ 
losis Hospital. He succeeds Dr. Ralph Horton, who 
died recently.—Dr. Lewis L. Robbins, was ap¬ 
pointed medical director of Hillside Hospital, Sands 
Point. Dr. Robbins, who was secretary of the Ameri¬ 
can Psychoanalytic Association, was director of the 
department of adult psychiatry at the Menninger 
Foundation, Topeka, Kan. He succeeds Dr. Joseph 
S. A. Miller, Glen Oaks, who retired and returned 
to private practice.—St. Clare’s Hospital, Schenec¬ 
tady, held its lOtli anniversary celebration during 
the week of Sept. 13. Sister M. Senana, SFP, is ad¬ 
ministrator of the hospital. 

Hospitals Plan Merger.—The unification of the 
Buffalo Eye and Ear Hospital and Wettlaufer Clinic 
with Deaconess Hospital has the approval of the 
membership of Deaconess Hospital. About 100 
members of the 108-member association voted in 
favor of the consolidation Sept. 15. Mr. Vernon A. 
Reed, administrator, said that under the Member¬ 
ship Corporation Law, the proposed unification will 
be submitted to the state attorney general, the State 
Social Welfare Department, and the State Supreme 
Court. The unification will be effective as soon as 
the tliree state agencies approve. The clinic and the 
Eye and Ear Hospital are at 52 Maple St. The first 
of the two institutions was founded in 1876 by the 
late Dr. Lucien Howe and the second in 1877. Mr. 
Reed said the Wettlaufer name will be continued 
in the enlarged hospital’s operations. A current 
building program will increase the number of adult 
beds in Deaconess Hospital to 500. When the build¬ 
ing program is completed, the present Mansperger 
Building will be remodeled to accomodate the Ey'e 
and Ear Bank and the clinic. 

New York City 

Dr. Lincoln Wins Trudeau Medal.—Dr. Edith H. 
Maas Lincoln, a pediatrician who pioneered in the 
drug treatment of tuberculosis in children, was 
awarded the Trudeau Medal by' the National 
Tuberculosis Association at its annual meeting. The 
medal, named for Dr. Edward L. Trudeau, the first 
president of the NTA, is awarded annually “for the 
most meritorius contributions on the cause, preven¬ 
tion, or treatment of tuberculosis.” A member of 
the association’s board of directors since 1948, Dr. 
Lincoln started the chest clinic of the Childrens 
Medical Service at Belle\'ue Hospital in 1922 and 
served as chief until her retirement in 1956. 
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Stucknt Awarded Memorial Scholarship.—The 
Uownstatc Medical Center in Brooklyn awarded 
tlic second annnal Da%’e Lnekinan Memorial Foun¬ 
dation Scholarship of $1,000 to Miss Ellen Strober, 
of Brooklyn. A first-year medical student at the 
Downstatc Medical Center, Miss Strober has been 
a student at Smith College in Massachusetts on a 
full tuition scholarship. The Dave Luckman Me- 
mori.al Foundation, which made possible this annual 
scholarship award to an “outstanding student” se¬ 
lected by the Downstate Medical Center faculty, 
was organized in 1955 by the friends and associates 
of Dave Luckman “to provide trust funds for the 
establi-shincnt of seientific edueational endear’ors.” 
Mr. Luckman died in September, 1955, at the age 
of 35. 

Personal.—Dr. Howard T. llehrman was in Rome 
during July and August as the official representative 
of the U. S, Committee of the World Medical Asso¬ 
ciation to the Italian medical societies. He had sev¬ 
eral meetings .and conferences with Dr. Raffaele 
Chiarolanza, president. National Federation of Ital¬ 
ian Medical Societies; Dr. Carlo Prandi, president. 
Medical SocieR’ of Rome; and other Italian physi¬ 
cians.—The retirement of Dr. Arthur W. Grace, 
Brooklyn, from active seiaace on the faculh' of the 
State Universih' of New York Downstate Medical 
Center in Brookljai was announced together with 
his appointment as professor emeritus of derma¬ 
tology and syphilology effective Sept. 1. Dr. Grace 
has been professor and head of dermatology and 
syphilology for more than 20 years.—Dr. Arthur C. 
DeGraff, professor of therapeutics at New York Uni- 
versiU', was named assistant medical director of GP 
magazine, published monthl)' by the American 
Academy of General Practice. 

Health Department Closes Tattoo Parlors.—The 
City of New York Department of Health announced 
the closure of all tattoo parlors in the city until 
they are able to meet the requirements of the city’s 
new health, code. The announcement was made 
Oct. 1 by Jerome Tichter, assistant commissioner of 
the department. Previously the tattoo artists had 
been warned following the death from hepatitis of 
a 17-year-old boy in Queens General Hospital some 
three months after he had been tattooed in a Coney 
Island tattoo parlor. The announcement said that 
inspection of the six tattoo parlors which the De¬ 
partment of Health knows operate in the city 
showed all of them to be “in a seriously unclean 
and insanitary condition and lacking in suitable 
sanitary facilities.” A new health code which went 
into effect Oct. 1 provides that tattoo artists must 
sterilize both the dyes and equipment they use and 
must operate in a clean and sanitary manner. The 
death of the 17-year-old boy was said to be the first 
reported in the city as due to tattooing. 


Dedicate Harlem Hospital Unit.—Mayor Robert F. 
Wagner was principal speaker at the dedication of 
the new 9-.story 233-bcd unit of tlie proposed Har¬ 
lem Hospital Center Oct. 5. The formal opening of 
the $5,500,000 facility, which has outiratienl clinic.al 
.services, included a tour of clinic and inpatient 
facilities, with Harlem Ho.spital nurses .acting as 
guides. The city Board of Estimate approved tlie 
acquisition of a site on Lenox Avenue between 
135lh and 136th Streets, for the construction of a 
new 500-bed main hospital building to replace the 
present structure immediately to the north on 
Lenox Avenue from 136th to 137th Streets. Other 
new construction and reconstruction eventually will 
raise the c.apacity of the proposed Harlem Hospital 
Center to 1,200 beds, increasing present capacity by 
50%. The estimated cost may exceed 35 million 



Tlie new 233-bed unit of Harlem Hospital Center. 


dollars. The new main building will include surgical 
and obstetrical services, a dozen operating rooms, 
five delivery rooms, and pathological and research 
laboratories, 

NORTH CAROLINA 

Annual Symposium in Chapel Hill.—The annual 
University of North Carolina School of Medicine 
Symposium will be held in Chapel Hill Nov. 24-25 
with trvo visiting participants and 15 members of 
the UNC Medical School taking part. The sympo¬ 
sium will consist of lectures, discussions, work¬ 
shops, and a demonstration of an artificial kidney. 
The visiting participants will be Dr. Max Miller of 
the Western Reserve School of Medicine, Cleveland 
and Dr. Frank L. Engel, of the Duke University 
School of Medicine, Durham. Wives of attending 
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physicians are invited to a coffee hour Nov. 24 and 
to a social hour and dinner at 6 p. m., Nov. 25. This 
svTuposium has been approved for 12 hours credit 
by the American Academy of General Practice, 

Dr. Reeves Honored.—Dr. Robert J. Reeves, chair¬ 
man of the Dulce UniversiW Medical Centers 
radiology department in Durham was honored 
Oct. 16-17 at a meeting of tlie Reeves Radiological 
Socieh", organized by radiologists who did their 
residejicy work at Duke under Dr. Reeves’ direc¬ 
tion. Highlight of the gathering was the third Robert 
J. Reeves Lecture, by Dr. Charles L. Martin, profes¬ 
sor of radiologs' at Southwestern Medical School of 
the Unis’ersity of Te.xas, Dallas, who presented 
“Present Concepts of Radiation Therapy of Malig¬ 
nancy of the Head and Neck.” Dr. Reeves, a faculty 
member at Duke since the opening of the Medical 
School in 1930, U'as recently appointed by Gov. 
Luther Hodges to the North Carolina .Atomic 
Energy Adsisory Committee. 

OREGON 

Name Dr, Metcalfe as Heart Researcher.—Dr. James 
Metcalfe, of Boston, ^vas chosen to fill the Oregon 
Heart .Association chair of cardiovascular research 
at the Uni\'ersit\' of Oregon Medical School, Port¬ 
land. The OHA, under special arrangement witlr 
the medical school, will contribute $12,000 annually 
toward saiars' payment and will donate $7,500 a 
year for equipment and supplies during the first two 
years that the chair is occupied. This is only the 
second endowed chair at the medical school and the 
first academic chair to be endowed by a volunteer 
health agency in the state. Oregon is one of si.v 
states in which heart associations have set up such 
positions. Funds to support the chair w'ill come 
from memorial contributions to OHA. The associa¬ 
tion has established a trust fund u'hich u-ill support 
the position. The chair is being established “for the 
purpose of enlarging the scope of research into 
heart and blood vessel diseases and to train young 
men and women in research techniques.” Dr. Met¬ 
calfe, a faculri' member at Har\'ard Medical School, 
will hold the academic rank of associate professor 
of cardiology at the UOMS. He will take up his 
duties in July, 1961, following a year of research 
:md stud)' at Tubingen UniversiW Medical School in 
W^est Gennany. 

PENNSYLA^ANIA 

Appoint Professor of Hospital Administration.-Dr. 
Cecil G. Sheps, Boston, mil Join the faculW of the 
Unh'ersit)' of Pittsburgh Graduate School of Public 
Healtli in earb' 1960, as professor of medical and 
hospital administration. Dr. Sheps mil head a pro¬ 
gram of research, field ser%'ice, and advance educa¬ 
tion in the organization and administration of medi¬ 
cal care and hospital senice. Dr. John R. McGibony, 


who formerly headed the program, recently ac¬ 
cepted a post as consultant to the Indian Ministiy 
of Health for the U. S. State Department. 

Hospital News.—Eagleville Sanatorium celebrated 
its 50th anniversary' Sept. 27. Dr. Leroy E. Bumey, 
Surgeon General, U. S. Public Health Service, and 
Mayor Richardson Dilwortli, of Philadelphia, were 
among the speakers taking part. Eagleville main¬ 
tains a 200-bed sanatorium for the treatment of 
pulmonary' tirberculosis at Eagleville, in Montgom¬ 
ery Gountv; and an “in-town” dispensary', social 
service department, and e.xecutiv'e offices at the 
Jerome H. Louchheim Memorial Building, Phila¬ 
delphia. 

Philadelphia 

Drs. Ravdin and Rhoads Named to New Posts.—Dr. 
Isidor S. Rav'din was elected vice-president for 
medical affairs at the Univ'ersit)' of Pennsylv'ania 
School of Medicine, Gaylord P. Hamw'ell, Ph.D., 
univ'ersit)' president, announced. Dr. Hamvvell also 
announced that Dr. Jonathan E. Rlioads, professor 
of surgery' and former prov'ost of the univ'ersit)', was 
elected John Rhea Barton Professor of Surgery', 
chairman of the department of surgery of the School 
of Medicine, and director of the Harrison Depart¬ 
ment of Surgical Research, posts which Dr. Ravdin 
had held since 1945. Dr. Rav'din, who vv'ill continue 
teaching in the School of Medicine as a professor of 
surgery', vv'ill be responsible for directing the ad¬ 
ministrative and academic activities and affairs of 
the Univ’ersit)'’s Medical Div'ision. 

VERMONT 

State Medical Election.—The new officers of the 
Vermont State Medical Society are; president, Dr. 
Frederick W. Van Buskirk, Burlington; president¬ 
elect, Dr. Benjamin F. Glark, St. Johnsbury; v'ice- 
president. Dr. Roger W. Mann, Jeffersonville; secre¬ 
tary', Dr. Oliv'er H. Durand, Bennington; Reasurer, 
Dr. Gordon B. Smith, Rutland; auditor. Dr. Edvv'ard 
D. McSvv'eeney, Burlington; speaker. Dr. John R. 
Hogle, Brattleboro; v'ice-speaker, Dr. John Van 
Maeck, Burlington; Delegate to A. M. A., Dr. James 
P. Hammond, Bennington; and Alternate to A. M. A., 
Dr. Gordon B. Smith, Rutland. 

GENERAL 

Medical Writers Avv'ard Fellowships.—The annual 
avv'arding of fellowships in the American Medical 
Writers’ Association vv'as made by the president of 
the association at the annual meeting Oct. 2. These 
fellow-ships are giv-en “in recognition of high quali¬ 
fications, personal and professional, and of estab¬ 
lished standing as a medical writer, journalist or 
publisher.” Final approv'al is made by a three- 
fourths v'ote of the board of directors. Tvv'enty 
active association members were avv'arded the fel- 
low’ship certificate. 
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Grant Available for Study of Sterility.—The Carl G. 
Hartman Grant-in-Aid of the American Society for 
the Study of Sterility in the amount of $500 is 
available for 1960. Applications for this grant should 
be sent to the Secretaiy of Awards Committee of the 
American Society for the Study of Sterility, Dr. 
Robert B. \\hlson, 200 First St., S. Rochester, 
Minn., by Feb. 29, 1960. No application will be 
considered by the committee unless it is accom¬ 
panied by five copies of a brief outline of the re¬ 
search project for which the grant-in-aid is being 
sought. 

Award for Paper on Dccubiti.—A $1,000 cash award 
is offered for the “best original” 6,000-word or less 
paper on “Etiology of Decubitus Ulcers” b)' tbe 

R. D. Grant Company. Tlie au’ard is being made 
through the American Congress of Physical Medi¬ 
cine and Rehabilitation. The winning paper will be 
presented at the third International Congress of 
Physical Medicine, Aug. 21-26,1960, in M^ashington, 
D. C. The contest is open to all. Judges will be the 
program committee for the 1960 International 
Congress of Physical Medicine. Complete rules are 
available from the R. D. Grant Company, Suite 761, 
Hippodrome Building, Cleveland 15. 

Epilepsy Societies Form Federation,—The Amer¬ 
ican Epilepsy Federation, an amalgamation of 23 
lay societies in 11 states, u’as formed in Milu’aukee 
Sept. 13. The purpose of the federation is “to unite 
all e.visting lay socities into a single cohesive unit.” 
President of the federation is Mrs. Albert Grass, of 
Quincy, Mass. Physicians on the board of directors 
of the new organization are Dr. William G. Lennox, 
Boston, and Dr. Harriot H. Hunter, Denver, vice- 
presidents; Dr. Madison H. Thomas, Salt Lake City, 
and Dr. Augustus S. Rose, Los Angeles, directors- 
at-large. The federation’s office is located at 77 
Reservoir Rd., Quincy, Mass. 

Three Physicians Appointed to Editorial Board.— 
The Medical Book Department of Little, Brown 
and Company announced the appointment of three 
members to its editorial board who join Dr. Chester 

S. .Keefer, dean and professor of medicine, Boston 
University School of Medicine. They are Dr. 
Warren H. Cole, professor of surgery. University 
of Illinois College of Medicine, Chicago; Dr. 
Joseph F. Ross, professor of medicine and associate 
dean of the University of California School of 
Medicine, Los Angeles; and Dr. Irving S. Wright, 
professor of clinical medicine, Cornell University 
Medical College, New York City. Dr. Keefer will 
serve as chairman of the board. 

International Organization of Pharmacologists.— 
At the 21st International Union of Physiological 
Sciences held in Buenos Aires in August, a Section 


on Pharmacology was created and empowered to 
arrange for symposiums, conferences, and con¬ 
gresses and to carry out fellowship programs as 
well as other activities which will contribute to 
the advancement of pharmacology. An organizing 
meeting of the new section was held Aug. 11. It 
was decided to build tbe new section around the 
already existing International Council of Phar¬ 
macologists, which contains one representative of 
each nation or region that adheres to the lUPS. 
The following executive committee was elected: 
president, Dr. Carl F. Schmidt, Philadelphia 
(U. S. A.); vice-president, S. Antichkov (USSR); 
secretary, D. Bovet (Italy); treasurer. Dr. Domingo 
M. Aviado, Philadelphia (U. S. A.). 

Society News.—Dr. Charles A. Smith, of Norman, 
Okla., was elected president-elect of the Mid- 
Continent Psychiatric Association, regional affiliate 
society (Arkansas, Kansas, Missouri, Oklahoma) of 
the American Psychiatric Association. Dr. Louis 
A. Cohen, of Little Rock, Ark., was installed as 
president of the association. The other officers 
include Dr. William P. Kolb, of Little Rock, 
secretary-treasurer, and Dr. Paul S. Hines of 
Kansas City, Mo., editor of the Bulletin.—Mr. 
Lawrence J. Linck, of Chicago, was appointed 
executive director of the National Association for 
Mental Health, 10 Columbus Circle, New York 19. 
—Officers of the American Association for Tho¬ 
racic Surgery for 1959-1960 are: president. Dr. Wil¬ 
liam E. Adams, Chicago; vice-president Dr. John 
H. Gibbon Jr., Philadelphia; secretary. Dr. Hiram 

T. Langston, Chicago; treasurer, Dr. Julian John¬ 
son, Philadelphia; and editor, Dr. Emile F. Holman, 
San Francisco. The next meeting of the association 
will be in Miami Beach, Fla., May 11-13, 1960. 

Dermatology Meeting in Chicago.—The 18th an¬ 
nual meeting of the American Academy of Derma¬ 
tology and Syphiiology will be held Dec. 5-10 at 
the Palmer House, Chicago, under the presidency 
of Dr. Anthony C. Cipollaro, New York City. Seven 
special courses will be conducted Dec. 5 and 6. Dr. 
Alexander M. Weddell, Oxford, England, will pre¬ 
sent a special lecture, “Some Observ’ations on the 
Anatomy and Physiology of Common Sensation,” 
the evening of Dec. 6. The James R. Webster Me¬ 
morial Lectures will be given the morning of Dec. 7 
as follows: 

Corticosteroid Therapy, Dr. Cipollaro, presiding officer. 
Physiology and Chemistry of the Steroids, Dr. Rachmiel 
Levine, Chicago. 

Use and Abuse of Steroids, Dr. Francis R. Keating Jr., Ro¬ 
chester, Minn. 

Symposiums, round-table panel discussions, clinical 
pathological conferences, and discussion groups are 
planned. Scientific and technical exhibits are ar¬ 
ranged. ’Pile annual banquet will be held the eve- 
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ning of Dec. 9. For information, write the American 
Academy of Dermatology and Sjqphilologj', First 
National Bank Building, Rochester, Minn. 

Surgeons Elect Officers.—Dr. Edward L. Compere, 
of Chicago, was reelected president of the United 
States Section, International College of Surgeons. 
Dr. Harr}' E. Bacon, of Philadelphia, is the presi¬ 
dent-elect and will assume the presidency in 1960. 
Others elected are Dr. Arthur N. Owens, New 
Orleans, first vice-president; and Dr. David B. 
Allman, Atlantic Cit}'; Dr. Horace E. A)'ers, New 
York City; Dr. Moses Behrend, Philadelphia; Dr. 
Alexander Brunschwig, New York Cit}'; Dr. Gilbert 
F. Douglas, Birmingham, Ala.; Dr. Earl J. Halligan, 
Jersey Cit}', N. J.; Dr. Harold O. Hallstrand, South 
Miami, Fla.; Dr. Claude J. Hunt, Kansas City; Dr. 
Francis L. Lederer, Chicago; Dr. Joseph M. De Los 
Reyes, Los Angeles; and Dr. Gershom J. Thompson 
of Rochester, Minn., vice-presidents. Dr. Karl A. 
Meyer, Chicago, who has been secretary of the 
United States Section, was named honorary secre¬ 
tary'. Drs. John B. O’Donoghue and Oscar B. 
Nugent, of Chicago, were named secretary' and re¬ 
elected treasurer, respectively. 

Library on Rehabilitation.—The National Society' 
for Crippled Children and Adults announced in its 
annual statistical summary report, on the Library 
of the Easter Seal Society', that the library' contains 
about 3,000 bound volumes and 35,000 reprints and 
pamphlets covering rehabilitation and employment 
of the crippled and disabled. The library' serves 
professional workers, the handicapped and their 
families, institutions and libraries, and health and 
welfare agencies. Tlie library' distributes without 
charge special bibliographies on cerebral palsy, em¬ 
ployment of the physically handicapped, rehabilita¬ 
tion center administration, brain injury, hemiplegia, 
aphasia, and periodicals and books on the handi¬ 
capped. For the year ending Oct. 1, 1959, 11,525 
bibliographies were reproduced for distribution. 
The library' serves as a clearing house of the society 
and assembles packets of literature in answer to in¬ 
formation requests. The loan serrice of the library' 
is available to professional persons. The address of 
the society' is 2023 W, Ogden Ave., Chicago 12. 

Case History Service on Oral Biology.—The Amer¬ 
ican Institute of Oral Biology' offers case histories 
from the field of oral biology for the year 1959- 
1960. These will include original 35 mm. Koda- 
chrome slides of pathologic conditions of the oral 
cavity' and jaws, accompanied by pertinent labora¬ 
tory' findings, medical background, roentgenograms, 
irhotomicrographs, diagnostic criteria, and what¬ 
ever else may be indicated in each individual case, 
wth a “general discussion” of the disease. A loose- 
leaf binder and matcliing Kodachrome slide box 
wall be furnished. The fiscal y'ear of the institute is 


from Oct. 1 to Sept. 30. This monthly service was 
initiated in 1952. The subscriber to this case history’ 
service is entitled to full membership in the Ameri¬ 
can Institute of Dental Medicine. Members of the 
A. D. A. or A. M. A. or their foreign equivalent are 
eligible to apply. An index of the diseases covered 
during this period will be mailed upon request. 
Complete series for the years 1954-1958 are avail¬ 
able; the series for 1952 and 1953 are out of print. 
For information, address all communications to the 
secretary', Mrs. C. Novembri, 2240 Channing Way', 
Berkeley 4, Calif. 

Arvards for Blindness Research.—The National 
Council to Combat Blindness, Inc., announced 1959 
Fight for Sight awards to medical colleges, hospi; 
tals, research centers and individual investigators 
totaling $160,000. These awards include 26 grants- 
in-aid, eight postdoctoral fellowships, two predoc- 
toral fellowships, 20 summer student fellowships, 
and three awards in support of clinical service 
projects. Fight for Sight grants-in-aid and full-time 
research fellowships are generally awarded for 
a period of one year and may be renewed with 
the approval of the National Council to Combat 
Blindness’ Scientific Advisory Committee. The 
organization announces an increase in its stipend 
allowance for research fellowships with a range 
from $2,400 to $5,000 per y'ear to a new range of 
$3,600 to $7,500. Student fellowship stipends have 
also been increased with the ma.ximum allowance 
now set at $300 per month. Student fellowships 
are awarded for a two- or three-month period. Jan. 
1, 1960, has been designated as the closing date for 
receipt of applications for the 1960-1961 awards, 
and forms may be obtained by writing the Secretary, 
National Council to Combat Blindness, Inc., 41 W. 
57th St., New York 19. 

V 

Anesthesiology Awards Given.—The 1959 Mead 
Johnson awards for graduate training in anesthesi¬ 
ology were granted Oct. 7, Dr. Daniel C. Moore, 
Seattle, president of the American Society of 
Anesthesiologists, announced. The scholarships, the 
second annual group of awards by the society' to 
“deserving students planning careers in anesthesi¬ 
ology,” are made possible by funds granted by 
Mead Johnson & Company', Evansville, Ind. Re- 
dpients of the 1959 awards are Dr. Milton H. Alper, 
formerly resident phy'sician at Peter Bent Brigham 
Hospital, Boston; Dr. John W. Friend, a resident 
physician in anesthesiology at Central Main General 
Hospital, Lewiston, Maine; and Dr. Richard N. 
Winger, resident phy'sician in anesthesiology at 
the University of Utah College of Medicine, Salt 
Lake City'. The awards are made to phy'sicians en¬ 
gaged in residency training for specialization in 
anesthesiology', and are granted on the basis of 
“meritorious work in clinical and research fields, 
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and general qualifications for .success in the 
specialty." Selection of physicians is carried out in 
behalf of the society by the trustees of the Ancs- 
thc-sia Memorial Foundation, headed by Dr. John 
S. Lundy, of Rochester, N. Y. 

Report on Miners’ Welfare Fund.—A report on the 
United Mine Workers of America M^cifarc and Re¬ 
tirement Fund for the year ending June .30 states 
that total expenditiircs for the fiscal year amounted 
to $144,151,266.51. Of this total, OTTl. ($1.39,877,- 
814.32) were payments for 261,031 trust fund bene¬ 
fits, aiding 206,946 beneficiaries in all bituminous 
coal mining states (26). Expenditures inchidcd 
$78,327,652.60 for pension benefits, $57,783,116.98 
for hospital and medical care benefits, and 
■$3,767,044.74 for funeral expense benefits, widows 
and survivors benefits, and mine disaster benefits. 
About one million beneficiaries arc currently cov¬ 
ered by the trust fund for hospital and medical 
care benefits. Cards issued to qualified miners 
cover eligible dependents. Services include hos¬ 
pitalization, physicians’ services and drugs in the 
hospital, specialists’ ser\’iccs on an in-patient and 
out-patient basis, ph>’sical rehabilitation sers'ices, 
and certain drugs. Hospital and medical care ex¬ 
penditures during the fiscal year provided 1,343,893 
days of hospitalization for 81,132 beneficiaries. 
Medical and surgical services for the hospitalized 
cases required 1,208,159 x'isits b)' physicians. Dr. 
Warren F. Draper, Mhashington, D. C., is executive 
medical officer of the fund. 

Report on Poliomyelitis.—Paralytic iroliomyelitis 
cases reported to the Public Health Service totaled 
326 for the week ended Sept. 19, the second highest 
number reported for any week this year. Dr. 
Leroy E. Burney, Surgeon General, announced. 
This compares with 273 paralytic cases for the 
week ended Sept. 12 and 291 for the week ended 
Sept. 5. The highest week was Aug. 23-29, when 
330 paralytic cases were reported. With the ex¬ 
ception of the weeks ended Sept. 5 and 12, the 
number of paralytic cases has increased every 
week since May 23, when 28 cases were reported. 
Five states accounted for much of the latest in¬ 
crease. There were 26 paralytic cases in California, 
26 in New York, 24 in Washington, 23 in Min¬ 
nesota, and 19 in North Carolina. The Surgeon 
General also announced tliat preliminary estimates 
indicate there were 150 deaths from poliomyelitis 
as of July 31 of this year, compared with 10 by 
that date last year. The cases reported for the 
Week ended Sept. 19 bring to 3,407 the total 
number of paralytic cases that have occurred this 
year. During the same period in 1958, there were 
1,618 paralytic cases reported. In 1955, the first 
year the Salk vaccine became available, 6,864 
paralytic cases had been reported' by the third 
week in September. 


Increase Budget for Pan American Programs.— 
Dr. Abraham Horwitz, director, Pan American 
Sanitary Bureau, operating arm of the Pan Amer¬ 
ican Health Organization (PAHO), announced that 
his organization will spend $11,332,410 in carrying 
out 238 public health projects in the Americas dur¬ 
ing 1960. The figure represents an increase of 
$1,145,023 over tlie budget for 1959. PAHO is made 
up of 24 Member Slates, the 21 American Re¬ 
publics, plus France, the Netherlands, and the 
United Kingdom. The health organization receives 
its funds from four sources: (1) PAHO’s regular 
budget, which for 1960 is 4.1 million dollars; 
(2) PAHO’s special budget, which is made up of 
the Special Malaria Fund for the Americas, tech¬ 
nical cooperation funds PAHO receives from the 
Organization of American States, the budget of the 
Institute of Nutrition of Central America and 
Panama, contributions from nongovernmental or¬ 
ganizations, and donations from private founda¬ 
tions, governments, and citizens (the special budget 
for 1960 is $4,493,167); (3) the portion of the budget 
of the World Health Organization allotted the 
Bureau as M^HO’s Regional Offices for the Western 
Hemisphere, which for 1960 is $1,740,374; and 
(4) United Nations Technical Assistance Funds, 
received by PAHO through the World Health Or¬ 
ganization, for 1960 amounting to $998,869. 

Awards for Biological Research.—The Lalor Foun¬ 
dation announced the program of awards for 1960 
which it is offering for research in the biological 
sciences. These awards will be for support of re¬ 
search on the fundamental biochemical and physi¬ 
ological mechanisms concerned with fertility and 
reproduction in various forms of life. The objectives 
are to further the knowledge and understanding of 
the basic phenomena involved and to e.xtend and 
develop the possibilities for effective regulation and 
control. The awards may range up to $8,000 per 
year, depending on the scope and duration of the 
projects approved. Preference xvill be given to 
younger members of university and college faculty 
and staff with an upper age limit of 45 years. The 
work may be carried on at the applicant’s oxvn 
institution or elsewhere. The foundation will also 
grant postdoctorate summer or short-term research 
awards at the Marine Biological Laboratory'^ at 
Woods Hole, Mass., or elsewhere for appropriate 
projects. Stipends will normally not exceed $900 
for a single man or a woman, $1,000 for a married 
man working at his home institution, and $1,250 for 
a married man with a principal program at another 
institution. For information and application forms 
write the Lalor Foundation, 4400 Lancaster Pike' 
Wilmington 5, Del. The final date for receipt of 
applications complete with supporting data is Jan 
15, 1960. Notification of appointment will be on or 
before March 15. 
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Form Agency for Schizophrenia Research.—The 
formation of a national voluntary health agency “to 
mobilize public support for research in schizo¬ 
phrenia” was announced Sept. 24 by its president 
Mrs. Godfrey S. Rockefeller. The name of the or¬ 
ganization is RISE, Inc., for Research in Schizo¬ 
phrenia Endowment. RISE is a publicly supported 
agency whose sole purpose is to advance research 
into the cause, treatment and prevention, and cure 
of schizophrenia. The announcement was made in 
advance of the first joint meeting of the new organi¬ 
zation’s board of trustees and scientific council in 
New York City. The scientific council, which will 
chart the areas of research that RISE will support, 
is headed by Dr. David M. Rioch, director of the 
division of neuropsychiatry at Walter Reed Army 
Institute of Research, Washington, D. C. RISE 
has been under organization for nearly two years. 
During tliis time, it gained the assets and principal 
ofiBcers of the Psychiatric Research Fund when 
that group decided to merge with RISE. The or¬ 
ganization also will support the training of needed 
personnel in schizophrenia research; stimulate the 
exchange of information with research groups in 
related fields; and conduct a public education cam¬ 
paign. OfiBces of RISE are at 9 Rockefeller Plaza, 
New York City. 

Fellowships and Grants for Women.—The Ameri¬ 
can Association of University Women Education 
Foundation has announced its graduate fellowships 
and international grants for women for the year 
1960-1961. Most of the more than 35 fellowships 
are unrestricted as to age, field, or place of study. 
They may be used in the United States or abroad. 
The awards committee grants fellowships in gen¬ 
eral only to candidates who have received the doc¬ 
torate, or who wll have fulfilled all the require¬ 
ments for the degree except the dissertation by the 
time the fellowship begins July 1. Emphasis is at¬ 
tached by the committee to the project on which 
the candidate wishes to work—its significance as a 
contribution to knowledge and evidence of the 
candidate’s ability to pursue it. The candidate 
“must show distinction, or promise of distinction, in 
her field of study or research,” United States citi¬ 
zenship is required. Requests for application forms 
should be accompanied by a statement of academic 
status. Applications, supporting material, and rec¬ 
ommendations must reach the Committee of Fel¬ 
lowships Awards, 1634 Eye Street, N. W., Washing¬ 
ton 6, D. C., not later than Dec. 1, and should be 
accompanied by the following: (1) a statement of 
advanced work and research; (2) plan for study; 
(3) transcripts of undergraduate and graduate 
work; (4) Theses, papers, or reports of investiga¬ 
tions; a list of publications; (5) health certificate; 
and (6) a recent photograph. 


LATIN AMERICA 

Report on Mosquito Eradication.—Guatemala and 
Honduras declared themselves free of the Aecles 
aegijpti during the annual meeting of the Pan Amer¬ 
ican Health Organization’s directing council. The 
house-breeding Aedes aegypti has been stamped out 
in 10 countries and three territories of the Western 
Hemisphere—Bolivia, Brazil, Ecuador, Nicaragua, 
Panama, Paraguay, Peru, Uruguay; British Hon¬ 
duras, French. Guiana, and the Panama Canal 
Zone are clean of the mosquito. Programs to rid 
the Americas of Aedes aegypti are in progress in 
all countries and many territories of the hemi¬ 
sphere, according to a report PAHO e.xperts pre¬ 
sented before the 24-nation council. They stated 
that “The Americas-wide campaign to eradicate 
yellow fever spreading mosquitos made consider¬ 
able progress during the past year and ... the 
problem is now limited to North America, and its 
final solution depends upon Mexico and the United 
States.” The council, also meeting as the Regional 
Committee of the M^orld Health Organization, con¬ 
sists of representatives of the 21 American Repub¬ 
lics, France, the Netherlands, and the United 
Kingdom, PAHO’s Member States. 

Ophthalmology Congress in Caracas.—Tlie sixth 
Pan American Congress of Ophthalmolog)' will be 
held in Caracas, Venezuela, Jan. 31-Feb. 6, 1960. 
The tentative program, announced by Dr. Brittain 
F. Payne, New York City, president of the associa¬ 
tion, includes discussions on subjects ranging from 
genetics to autopsies, presented in symposiums, 
round tables, and free papers in two concurrent 
sessions throughout the week. Simultaneous transla¬ 
tion of scientific papers is planned. Brig. Gen. Victor 
A. Byrnes, U. S. Air Force, Washington, D. C., and 
Dr. David E. Shoch, Chicago, will preside at the 
session on space ophthalmology. Speakers will con¬ 
sider the following subjects; hereditary conditions 
of the head and neck that may affect the eyes, the 
use of alpha chymotrypsin in the management of 
cataract, cataract, eye conditions that pose special 
problems in certain regions, strabismus, glaucoma. 
A series of 27 five-minute reports on progress in 
ophthalmic therapy will fill one morning session. 
Dr. Conrad Berens, New York City, will preside at 
a program on the prevention of blindness. Hotel 
and travel arrangements should be made through 
Dr. William L. Benedict, 15 Second St., S. W., 
Rochester, Minn., Chairman of the Committee on 
Transportation. Headquarters for the congress will 
be at the Hotel Tamanaco. 

FOREIGN 

Symposium on Drugs in Lipid Metabolism.—An in¬ 
ternational symposium will be held in Milan, 
Italy, June 2-4, 1960, to review the present status 
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of biological anti clinical rcscarcli on “dnigs affccl- 
ing lipid nictabolisni.” Tlic agenda will inchidc 
four main snbjccls; 

( 1 ) Nc'v (lata on clioloslcrol aiul lipid iiiclabolisiu (l)insyn- 
tlicsis, .abvorplioii .site, catabolism, cxcrclioii, abuormnl 
jiatliwax's). 

(2) Experimental methods for the evaluation of druRs af- 
feetinR eholestevol and lipid melabolisni (new analytical 
methods and pharmaeoloRieal tests). 

(3) DniRs alVeelinR cholesterol and lipid metabolism in 
relation to the preventio)i and trc.itment of experimental 
atlieroselerosis. 

(A) Clinical methods and therapeutical significance of drugs 
affecting cholesterol and lipid metabolism. 

The syinposiuni sponsored by tbe Institiile of 
Phannocology of the University of Milan, will be 
under tbe cbairman.sbip of Prof. E. Trabucebi. In¬ 
formation on participation and presentittion of 
papers can be obtained from Prof. S. Garattini, c/o 
in.stitnte of Pbannacologv’, Via A. del Sarto 21, 
Milan, Italy, until March 1. The registration fee 
is US .$10. 

CORRECTION 

Safety of X-ray Apparatus.—In the question and 
answer entitled “Safeh’ of X-ray Apparatus,” in 
The JounNAL, Oct. 3, page 630, the amount of 
permissible whole body exposure to gamma rays 
and x-ra)’s should be “0.1 rem per week” instead 
of “0.3 r per week” as printed. Also, tbe definition 
given for a rad is incomplete in that a rad is not 
a unit for definition of beta ray energ>' absorption 
alone but is actually used more frequently to 
describe .x-radiation and gamma radiation. 


EXAMINATIONS 

AND 

LICENSURE 



MEDICAL SPECIALTY BOARDS 

Amemcan Board of Anesthesiology: Written. Various 
locations, June 24. Final date for filing application is Jan¬ 
uary 10. Oral. Miami Beach, April 25-30. Applications al-’ 
ready on file. Sec., Dr. Forrest E. LefRngweli, 217 Farm¬ 
ington Ave., Hartford S, Conn. 

American Board of Dermatology: Oral. Oklahoma City, 
Jan. 15-18, 1980. The final date for filing all applications 
was July 1, 1959. Sec., Dr. Beatrice M. Kesten, One Haven 
Ave., New York 32. 

Ameiucan Board of Internal Medicine: Oral.' Philadel¬ 
phia, March 11-12. Final date for filing application is 
January 15. Sec.-Treas., Dr.,William A. Werrell, One West 
Main St., Madison 3, Wis. 

American Board of Neurological Surgery: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Donald D. Matson, 300 Longwood Ave., Boston, Ma.ss. 


American Board of Oustetrics and Gynecology: Part I, 
Written. Chicago, January 10. Candid.itcs notified of their 
eligibility to parlicip.ntc in tbe Part I examination must 
submit ibeir case nbslract.s within thirty d.ays of notifica¬ 
tion of eligibility.'rort II, Oral. Chicago, April 11-10. Final 
date for filing application was August 1. Sec., Dr. Robert 
L. Faulkner, 2105 Adelbcrt Road, Cleveland 0. 

Ameiucan Board or Oi’iitiial.mologv: Wrillcn. January 
1000 in various cities. Applications for the 1900 wrillcn 
c.vaininntinn must lie filed before July 1. Oral. 1900, San 
Francisco, May; Chicago, October. See., Dr. Merrill J. 
King, Box 230, Cape Cottage Branch, Portland, Maine. 

American BoAim of Ortiiopaeoic Surgery: Part /. Nash¬ 
ville, Denver and Philadelpliia, Apr. 13-14. Deadline for 
receipt of applications is Nov. 30. See., Dr. Sam W. 
Ibinks, 110 South hiichigan Ave., Chicago 3. 

American Board op Pediatrics: Oral. W'ashingfon, Dec. 
4-0. Wiitten. Jan. 8 . Final date for filing application for 
the written examination is Dec. 1. Exec. Sec., Dr. John 
MeK. Mitchell, 0 Cusliman Road, Rosemont, Pa. 

American Board or Physical Medicine and Rchadilita- 
tion: Oral anil Written. Nctv Y'ork, June 17-18. See., Dr. 
E.arl C. Elkins, Mayo Clinic, Rochester, Minn. 

.Ameiucan Board or Plastic Surgery: Oral and Written. 
Milwaukee, May 1960. Final date for filing application 
is Jamiaiy 1. Corresponding Sccretar>’, Mrs. Estelle E. 
Hillcrich, 4647 Pershing Ave., St. Louis 8 , Mo. 

American Board of Psychiatry and Neurology: New 
Y’ork, Dec. 14-15; San Francisco, Mar. 14-13, 1960. Train¬ 
ing credit for full time psychiatric and/or neurologic 
assignment in unapproved military programs or services 
between the dates of Jan. 1, 1950 and Jan. 1, 1954 
was terminated on Jan. 1, 1959. Sec., Dr. David A. Buyd, 
102-110 Second Ave. S. W., Rochester, Minn. 

American Board of Radiology: Examination. Washington, 
Dec. 6-9. Deadline for filing application was July 1. Candi¬ 
dates examined in Diagnostic Roentgenology may expect 
to be examined in Physics. Obligatory examination in 
Nuclear Medicine has been postponed until after June 30, 
1962 for those candidates being examined in Radiology 
or Tlierapeutic Radiology. Until that time the examina¬ 
tion in Nuclear Medicine will be optional for those who 
wisli to be examined in Radiology or Therapeutic Radiol¬ 
ogy. Einmtnofion. Cincinnati, Spring 1960. Deadline for 
filing applications is Jan. 1. A special examination in 
Nucle.ir Medicine (for those diplornates.in Radiology or 
Tlierapeutic Radiology) will be offered provided there are 
sufficient applications. Sec., Dr. H. Dabney Kerr, Kahler 
Hotel Bldg., Rochester, Minn. 

American Board of Surgery: Written examinations (Part 
I) will be held on December 2,. 1959 at various centers to 
be announded later. Closing date for filing applications 
was August 1. Those completing training requirements 
after September 30 cannot be considered for the Part I 
examination in December of the same year. Oral examina¬ 
tions (Part ll): Boston. Dec. 14-15; Winston-Salem, No. 
Car., Jan. 18-19; New York, N. Y., Feb. 15-16; New' 
Orleans, Mar. 14-15; Kansas City, Kans., May 16-17 and 
Los Angeles, May 19-20. Sec., Dr. John B. Flick, ’l617 
Pennsylvania Blvd., Pliiladeipbia 3. 

Board of Thoracic . Surgery: Written. Various centers 
throughout the country, Feb. 12. Final date for fifing ap¬ 
plication is Dec. 1 . Oral. May 1960, Final date for filing 
application is Dec. 1. Sec., Dr. Wm. M. Tuttle 
Taylor Ave., Detroit 2. ’ 

American Board of Urology: Written. Approximalely 2.5 
cities throughout the country, December 4, 1959 Oral- 
Clinical and Examination in Pathology. Chicago, Febrii.irv 
1960. Final date for filing application was Sept. 1 1959 
Sec., Dr. William Niles Wishard, 30 Westwood Rd. Min-' 
neapolis 26, Minn. ’ 
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Bankhead, Henry Miller, Eolia, Mo.; Washington 
University School of Medicine, St. Louis, 1930; 
died in the St. Louis City Hospital July 2, aged 52. 

Bartmess, Leonard Ernest, Annapolis, Ill.; Chicago 
College of Medicine and Surgery, 1912; died Aug. 
28, aged 74. 

Batte, Sterling Algernon Jr. ® Gallatin, Tenn.; Uni¬ 
versity of Tennessee College of Medicine, Memphis, 
1952; interned at St. Joseph Hospital in Memphis, 
Tenn., and served a residency at the Veterans Ad- 
ministiation Hospital in Memphis, Tenn.; veteran 
of World War II, receiving the Purple Heart, the 
Infantr)Tnan’s Combat Medal, and the Bronze Star 
for bravery beyond the call of duty; associated 
with the Gallatin Community Hospital; died in the 
Moore-Batte Clinic Sept. 4, aged 39. 

Blackledge, Theron L., Elizabethtown, Pa.; Cleve¬ 
land Homeopathic Medical College, 1901; asso¬ 
ciated with the Beaver Valley General Hospital, 
New Brighton; died in the Harrisburg (Pa.) Hos¬ 
pital Aug. 17, aged 86. 

Blanchard, Winthrop Eugene ® Denver; University 
of Colorado School of Medicine, Boulder and Den¬ 
ver, 1912; died Aug. 1, aged 71. 

Blank, Marco Isser ® New York City; New York 
University Medical College, N :w York City, 1897; 
fellow of the American College of Surgeons; served 
on the staff of the French Hospital; died Aug. 2, 
aged 84. 

Bowman, Galen Ford ® Toledo, Ohio; Northwest¬ 
ern University Medical School, Chicago, 1911; vet¬ 
eran of World War I; staff member of the Flower 
and Maumee Valley hospitals; president of die 
Genoa Banking Company; died Sept. 1, aged 72. 

Christiansen, James ® Siou.x City, Iowa; State Uni¬ 
versity of Iowa College of Medicine, Iowa City, 
1905; veteran of World War I; fonnerly county 
coroner; received the Silver Beaver Award for 
outstanding work in scouting; for many years asso¬ 
ciated with the Veterans Administration Hospital 
in Wood, Wis.; died in the Lutheran Hospital 
Aug. 28, aged 88. 

Doyle, Ni-holas Murray, Chicago; College of Phy¬ 
sicians and Surgeons of Chicago, School of Medi¬ 
cine of the University of Illinois, 1911; sers'ed with 
the Veterans Administration; died in the Albert 
Merritt Billings Hospital Sept. 8, aged 79. 

Indicates Member of the American Medical Association. 


Duling, Raymond Joseph ® Siou.s City, Iowa; 
Creighton University School of Medicine, Omaha, 
1929; member of the American Academy of General 
Practice; associated with St. Vincent’s and St. Jo¬ 
seph Mercy hospitals, where he was president of 
the boards; died in Lake Okoboji Sept. 6, aged 61. 

Extejt, Andrew John @ Toledo, Ohio; St. Louis 
University School of Medicine, 1934; interned at 
St. Mary’s Group of Hospitals in St. Louis and the 
Lucas County General Hospital in Toledo, Ohio, 
where he served a residency at the Flower Hospi¬ 
tal; veteran of World War II and was a\varded the 
Bronze Star Medal; died in the Mercy Hospital 
July 10, aged 51. 

Gehrmann, George Howard ® Chadds Ford, Pa.; 
born in South Norwalk, Conn., Oct. 11, 1890; Long 
Island College Hospital, Brooklyn, 1913; retired as 
director of the medical division of the E. I. Du Pont 
de Nemours and Company and was associate medi¬ 
cal director until leaving the company; medical 
director of the Atlantic Aviation Corporation; 
specialist certified by the American Board of Pre¬ 
ventive Medicine; served on the faculty of the 
Medical College of Virginia, Richmond; fellow of 
the American College of Physicians and the Ameri¬ 
can Public Health Association; after his retirement, 
the American Academy of Occupational Medicine, 
of which he was a member and past-president, 
founded the annual George H. Gehrmann Lecture 
in his honor, and the Medical Society of Delaware 
honored him at its annual meeting for his pioneer¬ 
ing contributions to occupational medicine and the 
honor he brought the society; member of the Indus¬ 
trial Medical Association, which in 1955 gave him 
the William S. Knudsen Award; formerly vice- 
president of the Delaware Public Health Associa¬ 
tion; at the commencement e.xercises on June 7, 
1956, of the State University of New York College 
of Medicine at New York City, Brookljm, was 
awarded the ninth Alumni Medallion for Distin¬ 
guished Service to American Medicine; cited for 
his contributions to the health of workers in indus- 
tiy, for leadership over more than 40 years in 
industrial medicine, and for bringing about the 
collaboration of industry and medicine to protect 
and preserve the health of the American worker; in 
1944 founded the Wilmington chapter of Alcoholics 
Anonymous; in 1953 a citation was presented to 
him by the Malvern (Pa.) Institute for Alcoholism 
and Psychiatric Studies, in recognition of “the 
e.\-emplarj^ leadership and courage he displayed in 
furthering the treatment, understanding, and wel¬ 
fare of the alcoholic patient and for many years of 
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miLslanciing sorvico in this ciuise"; a incmbor of the 
President’s Committee on Employment of tlie Pljy.s- 
icaliy Ihmdicappcd; veteriin of \^'orlcl I; 

scrvwl on the advisory hoard of the Greenbrier 
Clinic, White Sulphur Springs, W. Va.; since 19.5*1 
a member of the board of directors of the Memorial 
Hospital; died Sept. 3, aged 6S. 

Gober, William Mayes Jr. <5) Canton, Ga.; Johns 
Hopkins University School of Medicine, Haltimore, 
1915; associated with the Kennestone Hospital in 
Marietta; died Sept. 4, aged 72. 

Guage, Joseph Gerard, Brooklyn; Georgetown Uni¬ 
versity School of Medicine, Mbrshington, D. C., 
193S; died in the Lutheran Ilo.spital July 28, 
aged 48. 

Hasselt, Bogcr Gerard ® Sol.ana Beach, Calif.; 
University of Minnesota Medical School, Minne¬ 
apolis, 1923; member of the American Academy of 
General Practice; formerly practiced in Mankato, 
Minn.; died Aug. 24, aged 63. 

Hearn, James RadclilTc, Los Angeles; Georgetown 
University School of Medicine, Washington, D. C., 
1957; veteran of the Korean War; certified by the 
National Board of Medical Examiners; interned at 
the Los Angelos Counts' Hospital, where he served 
a residency; died Aug. 29, aged 31. 

Heath, Samuel Horace, Denver; Central College of 
Physicians and Surgeons, Indianapolis, 1898; died 
in the Colorado State Hospital, Pueblo, Aug. 25, 
aged 82. 

Hieber, Henry Manchester, St. Petersburg, Fla'; 
Western Pennsylvania Medical College, Pittsburgh, 
1902; died Aug. 4, aged 79. 

Hogan, Charles Vincent ® Pottsville, Pa.; Hahne¬ 
mann Medical College and Hospital of Philadel¬ 
phia, 1919; past-president and secretary of the 
Schuylkill County Medical Societ)'; served as medi¬ 
cal examiner of the Pottsville School District; for 
many years a member of the board of health, of 
which he was president and secretary; associated 
with the Pottsville Hospital, where he died Sept. 2, 
aged 64. 

Kirby, Dunne Wilson ® Captain, U. S. Nax'y, Fresh 
Meadows, L. I., N. Y.; born in Philadelphia Oct. 15, 
1901; Hahnemann Medical College and Hospital of 
Philadelphia, 1928; fellow of the American College 
of Physicians; in 1942 commissioned in the -U. S. 
Naval Reserve and later in the regular Navy; served 
as chief of medicine at the Naval Hospital in New¬ 
port, R. I., and tire Bainbridge (Md.) Naval Hospi¬ 
tal; senior member of the physical evaluation board. 
Third Naval District, U. S. Navy; died in the U. S. 
Naval Hospital, St. Albans, Sept. 7, aged 57. 
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Millsap, Roy, Los Angeles; University of Southern 
California College of Medicine, Los Angeles 1903; 
died July 1, aged 80. 

Nadlcr, Rose Marie Andercgg, Metairie, La.; Uni- 
s'crsity of Uh'seonsin Medical School, Madison, 
1946; interned at the Philadelphia General Hospi¬ 
tal; died in New Orleans Sept. 1, aged 37. 

Pnssarclla, Frank Anthony Jr. ® St. Cloud, Minn.; 
L«)yola University School of Medicine, Chicago, 
1916; veteran of IVorld Wars I and II; associated 
with flic U. S. Veterans Administration; died in the 
Veterans Administration Hospital July 11, aged 65. 

Penberthy, Grover Cleveland ® Detroit; born in 
Houghton, Mich., March 1, 1886; University of 
Michigan Department of Medicine and Surgery, 
Ann Arbor, 1910; interned at the New York City 
Hospital from 1910 to 1912 when he became deputy 
medical superintendent; served as nonresident lec¬ 
turer in surgery' at his alma mater; in 1913-1914 
inslnietor in anatomy at the Detroit College of 
Medicine, now knou'n as the Wayne University 
College of Medicine, where he was professor of 
clinical snrgciy'; x'cteran of World War I; in 1946 
awarded the Legion of Merit; according to the 
citation, .served with distinction as service command 
consultant in surgery'. Seventh Service Command, 
from July, 1942, to January', 1946; for many years 
chairman of the Michigan State Medical Advisory 
Committee to Selective Service; member of the 
advisory' board to Surgeon General, Army of the 
United States, 1951-1952; in 1941 at the annual 
meeting of the American Medical Association, of 
whiclr he was a member of the House of Delegates 
since 1942, and from 1938 to 1944 representative of 
its Scientific Exhibit, was awarded the Silver Medal 
w'ith Dr. Charles N. Weller, for an exliibit illustrat¬ 
ing the treatment of bums; past-president of the 
Society of Medical Consultants to Armed Forces, 
Wa>'ne Count)' Medical Society, Michigan State 
Medical Societ)', Detroit Academy of Surgery', of 
which he xvas past-secretary, Michigan Societ)' of 
Mental Hygiene, Medical Veterans of World War II, 
American Association for the Surgery' of Trauma, 
Centr.al Sui'gical Association, American Association 
of Industrial Physicians and Surgeons, Detroit 
Academy of Medicine, of which he was past-secre- 
tary, and the Michigan Association of Industrial 
Physicians and Surgeons; member of the Southern 
Surgical Association, Western Surgical Association, 
American Association for the Advancement of 
Science, International Societ)' of Surgeons, Associa¬ 
tion of Military Surgeons of the United States, In¬ 
dustrial Medical Association, Societe Internationale 
de Chirurgie, Detroit Board of Commerce, Phi Rho 
Sigma, and Alpha Omega Alpha; member of the 
founders group of the American Board of Surgery; 
fellow of the American College of Surgeons, of 
which he was a regent and a past-governor; hon- 
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oran’ member of the Flint (Mich.) Academy of 
Surgerv' and the Terre Haute (Ind.) Academy of 
Medicine; in 1954 was nominated to the Detroit 
Medical Hall of Fame; ser\'ed as surgical director 
of the Micliigan Mutual Liability Company; from 
1950 to 1955 director and from 1954 to 1955 chair¬ 
man of tlie board of directors of the Cranbrook 
School; since 1957 served on tlie Cit)' Plan Com¬ 
mission; formerly member of the Council of Social 
Agencies; associated with tlie Children’s Hospital, 
Harper Hospital, Herman Kiefer Hospital, Receiv¬ 
ing Hospital, Jennings Memorial Hospital, Detroit 
Orthopedic Clinic, Detroit Memorial Hospital, 
Blain Hospital, Sinai Hospital, and the Veterans 
Administration Hospital; died Sept. 2, aged 73. 

Robinson, Gerard Briscoe, Mount Gilead, Ohio; 
Yale Universitj' School of Medicine, New Haven, 
Conn., 1924; certified by the National Board of 
Medical Examiners; associated with the Morrow 
County Hospital; died near Carey Sept. 1, aged 60. 

Rupert, Margaret Jane, Cleveland; Oliio State Uni¬ 
versity College of Homeopathic Medicine, Colum¬ 
bus, 1919; died in the Huron Road Hospital, East 
Cleveland, July 19, aged 67. 

Salerno, John Joseph, New York Cit)'; University 
and Bellevue Hospital Medical College, New York 
Cit)% 1910; specialist certified by the American 
Board of Otolarjmgolog}'; formerly on the staff of 
the New York Post-Graduate Medical School and 
Hospital; died Sept. 10, aged 72. 

Shipley, Alfred Edward ® Brook})^; Columbia Uni¬ 
versity College of Physicians and Surgeons, New 
York City, 1899; veteran of World War I; at one 
time secretary of tlie New Y'ork City Department 
of Health; formerly deputy commissioner of hospi¬ 
tals; for many years served on the faculty of Long 
Island College of Medicine; member of the Ameri¬ 
can Public Health Association; died Sept. 4, aged 83. 

Simkus, Vincent A. ® Cliicago; Loyola University 
School of Medicine, Chicago, 1919; died Sept. 12, 
aged 74. 

Taran, Leo Maurice ® Great Neck, N. Y.; bom 
July 20, 1900; Har\'ard Medical School, Boston. 
1925; specialist certified by tlie American Board of 
Pediatrics; certified by the National Board of Medi¬ 
cal Examiners; member of the American Academy 
of Pediatrics; associate clinical professor of pedi¬ 
atrics at the New Y'ork Medical College and Flower 
and Fifth Ai’enue Hospitals, where he was director 
of cardiopulmonarj’ program; in 1955 resigned as 
medical and research director of St. Francis Sana¬ 
torium for Cardiac Children, Roshm, witli which 
he was afBliated since its founding; cardiologj’ 
consultant at Meadowbrook Hospital in Hempstead 
and Community Hospital at Glen Cove; research 
consultant at Brookhm Hebrew Home and Hospital; 
died Sept. 10, aged 59. 


Whitby, Ferdinand Demander, Washington, D' C.; 
University of Illinois College of Medicine, Chicago' 
1914; member of the American Psychiatric Associa¬ 
tion; served on the faculty of Howard University 
College of Medicine; associated witli Freedmen’s 
Hospital, where he died Sept. 4, aged 75. 

Y’lTiite, J. YVarren ® Honolulu, Hau^aii; bom in 
Roxbury, Mass., March 2, 1892; Harvard Medical 
School, Boston, 1917; served in the regular U. S. 
Na\ty, resigning in .1923; served as instructor of 
orthopedic surgery at his alma mater and at Duke 
University School of Medicine in Durham, N. C.; 
from 1938 to 1949 trustee at the Furman University, 
Greemdlle, S. C.; specialist certified by the Ameri¬ 
can Board of Orthopedic Surgery, serving as a 
member of the board from 1948 to 1950; in 1948 
went on a teaching mission to Japan and served as 
consulting surgeon to the Surgeon General of the 
Army; secretary of the Section on Orthopedic Sm- 
gerj' of the American Medical Association from 
1944 to 1946 and chairman, 1947-1948; past-presi¬ 
dent of the American Orthopedic Association and 
the Western Orthopedic Association; past-vice¬ 
president of the South Carolina Medical Associa¬ 
tion; fellow of the American College of Surgeons, 
of which he was chairman of the Hawaii committee 
on trauma since 1952, and president in 1955-1956 
of tlie local chapter; member of La Society In¬ 
ternationale de Chirurgie Ortliopedique, American 
Academy of Orthopedic Surgeons, and the Associa¬ 
tion of Railroad Surgeons; consulting orthopedic 
surgeon to the Territorial Board of Health; chair¬ 
man of tlie orthopedic advisoty board, division for 
crippled children, South Carolina Board of Health 
for many years; chief of the orthopedic service, local 
base hospital unit, U. S. Public Health Service 
Reserve; at I'arious times associated with the Mas¬ 
sachusetts General Hospital in Boston, Shriners’ 
Hospital for Crippled Children, and Greenville 
General Hospital in Greenville, S. C., and Oliver 
General Hospital in Augusta, Ga.; chief surgeon at 
the Shriners’ Hospital for Crippled Children; mem¬ 
ber of the advisor)' board, and chief of fracture 
sen'ice. Queens Hospital; chief of fracture ser\'ice, 
Kuakini Hospital; associated wdtli St. Francis, Kapi- 
olani Maternity and Gynecological, and Tripler 
Army hospitals; died Sept. 12, aged 67. 

White, R. Kostin ® Marco, Fla.; Jefferson Medical 
College of Philadelphia, 1925; fellow of the Inter¬ 
national College of Surgeons and the American 
College of Surgeons; formerly practiced in Somers 
Point, N. J., where he held a post on the board of 
education, served as chief surgeon at Shore Me¬ 
morial Hospital, and was medical inspector of the 
public schools; died Sept. 4, aged 58. 

Wiktorin, Ervin F. K., Cleveland; Magyar Kiralyi 
Erzsebet Tudomanyegyetem Orvostudomanyi, Pecs, 
Hungary, 1934; died July 1, aged 58. 
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BR.4ZIL 

Excessive Birllt Weight.—The piegiumc}' and de- 
liveiy of a macrosomic fetus is a scriovis obstetric 
lirohicm, even for the experienced specialist. Dr. 
0. M. Garcia, of Sao Paulo (An. hrnsil. (iincc. 48:6.5, 
1959) analyzed a scries of 349 haiiies wiio wciglicd 
4,000 Giu. (S.S lb.) or more at birth. This repre¬ 
sented an incidence of 4.3';?’. The hcax’iest baby in 
this series weighed .5,790 Gm, (12.75 lb.). Over¬ 
weight fetuses were more frequently born of moth¬ 
ers 25 or more years old, and 69.8% of the over¬ 
sized babies were boys. The duration of pregnancy 
showed no correlation with the production of over¬ 
sized babies. The fetal mortality in these babies was 
about three times the general fetal mortality at 
birtli. 

.Mosquito Control—The discovery of DDT led to 
an acceleration and expansion of the campaign 
against the Aedes aegypti mosquito. Dr. O. P. 
Severo {BoJetim dc hi Ofwina Sanitaria Fanameri- 
cam, July, 1959) reported that the main obstacles 
encountered were the resistance of A. acgx'pti eggs 
to desiccation and the tendency of the mosquito in 
certain areas to return to its primitive habitat. Re- 
infestation from other countries is also a hazard. A 
preliminarx’ survey was made in 1,882 of the e.xist- 
ing 1,894 municipalities and 1,187 (63% of those 
surx'eyed) were found to be infested. A. aegypti 
foci were found in 244,366 of the 4,720,439 dwell¬ 
ings inspected. Much work remains to be done. 

Strongyloidiasis.—Dr. J. M. Ferreira and co-workers 
of the University’ of Sao Paulo {Hospital das 
CUnicas, August, 1959) treated a series of 24 pa¬ 
tients who had strongyloidiasis. Of these 21 were 
cured. Three of the 24 patients were asymptomatic. 
Tile others complained of diarrhea, abdominal 
tenderness, epigastric pain, meteorism, pyorosis, and 
nausea. The total dosage ranged between 2.1 and 
12.6 Gm. given over a period of 7 to 21 days. The 
drug was better tolerated when it was given in small 
doses in the first few day’s of treatment. The follow¬ 
ing schedule was recommended for adults: 100 mg. 
in a single dose on the 1st day; 100 mg. txvice on 
the 2nd day; 100 mg. three times on the 3rd day; 
and 200 mg. three times a day from the 4th to 20th 
day. Tliis gave a total dosage of 10.8 Gm. Results 
were checked through serial stool examinations for 
4 to 16 weeks after treatment. Failure of treatment 
in three patients was attributed in one patient to 

The items in these letters are contributed by regular correspondents 
in the various foreign countries. 


the fact that llie tablets were chewed instead of 
sw:illowed, and in the other two to inadequate 
dosage. Tlic treatment was successful in patients 
with associated whipworm and roundworm infec¬ 
tions ;md was unsuccessful in one patient with asso-, 
ciated hookworm infection. Tolerance to the drug 
was excellent in 10 patients. The rest complained of 
nau.sea, diarrhea, :ibdominal tenderness, and 
vomiting. 

DENMARK 

Is Artificial Pnemnothorax Outmoded?—At a meet¬ 
ing of the Danish Tuberculosis Physicians’ Society 
one speaker {Nordisk mcdicin, Aug. 13, 1959) said 
that, though the indications for artificial pneumo- 
thor:ix had gradually lessened, a few patients still 
require it, as when, for example, the disease is 
recent or subchronic, is limited to one side with 
small or medium-sized cavities, shows signs of re¬ 
lapse after what had seemed to be successful 
chemotherapy, or there are difficulties over alterna¬ 
tive methods of treatment. Another speaker said 
that in the Silkeborg Sanatorium the numbers of 
patients in whom a pneumothorax had been in¬ 
duced in each of the six years between 1952 and 
1957 were 54, 40, 33, 33, 12, and 0 respectively. In 
his opinion there are still patients in whom this 
treatment deserved consideration, although the 
standard routine he preferred for most patients was 
at least two years of continuous chemotherapy. A 
third speaker suggested that one reason for the 
growing rarity of patients requiring pneumothorax 
is that the group aged 15 to 34 years in which this 
treatment had had its greatest vogue has come to 
include relatively few patients. 

Cancer of the Bladder.—Andersen and Glenert 
(Ugeskrift for Ireger, Aug. 27, 1959) reported a 
series of 60 patients (48 men and 12 women) who 
had cancer of the bladder. Their ages ranged from 
28 to 87 years (mean 64). The diagnosis was verified 
histologically in 51 and post mortem in 4 others. 
Radical treatment was given to 29 and palliative 
treatment to 18. No treatment was attempted in 13 
Among those receiving radical treatment, 21 were 
observed for 18 months or longer. Of these 15 
achieved freedom from relapse lasting from one to 
more than seven years. The treatment was mainly 
surgical, with transurethral electrocoagulation for 
the smaller superficial tumors, suprapubic electro¬ 
coagulation or electroresection for larger or multi¬ 
ple, superficial tumors. When tumors laid penc- 
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trated the mucosa, resection of the bladder was 
undertaken if possible. In recent years some im¬ 
provement has been effected by combining surgical 
treatment with the implantation of radioactive 
tantalum. 

Prophylactic and Palliative Treatment of Cancer.— 
At the Gentofte Hospital, Dr. B. Sorensen {Uge- 
skrift for Iseger, Aug. 13, 1959) has supplemented 
the operative treatment of cancer with intravenous 
injections of Nitromin (a derivative of nitrogen 
mustard) since the beginning of 1958. On July 1, 
1958, he switched to Endoxan (another derivative 
of nitrogen mustard) which was much better tol¬ 
erated than Nitromin. Nitromin was given to 48 
patients and Endoxan to 29. Both were applied 
locally at the site of operation. While the action of 
Nitromin proved to be so toxic that its further 
administration was contraindicated, Sorensen had 
hopes that most patients could tolerate Endoxan. 
In two patients the administration of Endoxan was 
followed by the disappearance of metastases from 
anaplastic bronchogenic carcinoma. As this drug 
seems to be comparatively nontoxic and inflicts 
little discomfort on the patient, its further trial is 
justified. 

Lithium for Manic-depressive Psychosis.—Dr. G. 
Belling (Vgeskrift for larger, July 30, 1959) used 
lithium to treat a scries of psychotic patients (7 men 
and 44 women) 23 to 81 years of age with an 
average duration of mental illness of 48 years. Of 
these 32 suffered from some form of manic-depres¬ 
sive psychosis. Tablets containing 300 mg. of lithium 
carbonate were given four times a day. After a few 
days, the dosage was gradually reduced to a mainte¬ 
nance dosage of 300 to 600 mg. daily. The side- 
effects observed in 29 patients were so ti'oublesome 
tlrat they led to the discontinuation of this treat¬ 
ment in 12. The author concluded that in more 
than half the patients with typical mania it gave 
satisfaetory results. 

FINLAND 

Suicide.—The 159 patients (55 men and 104 women) 
treated at two hospitals for attempts to commit 
suicide by an overdose of drugs are the subject of 
a study by Ekblom and Frisk {Nordisk inedicin, 
Aug. 6, 1959). Among them were 21 whose attempt 
was successful at the time. Another 12 committed 
suicide later. The survivors were classified according 
to the main motives for suicide, such as matrimonial 
conflicts, depression connected with nervousness 
and insomnia, prolonged physical illness and pain, 
social reasons, love affairs, self-reproach, a sense of 
injustice, or some unknown cause. 

Special attention was paid to relapses and the 
causes thereof, because such information might 
prove a useful guide to prognosis. The frequency of 


relapses after attempts to commit suicide because of 
matrimonial conflicts or love affairs was only half 
that of attempted suicides for the other reasons. 
Comparatively few relapses occurred in the group of 
patients inspired by a sense of injustice. On the 
other hand, the relapse rate svas comparatively higli 
for the victims of chronic physical illness or pain. 
In the last group (some unkmosvn cause) the re¬ 
lapse rate was high as was the subsequent mortalit)'. 
Many of the patients in this group were alcoholics 
and psychopaths who thus refuted the common be¬ 
lief that their attempts to commit suicide were 
demonstrative rather than serious. The authors con¬ 
cluded that the high relapse rate reflected adversely 
on the care hitherto taken in the supervision of this 
type of patient, and they plead for closer psychiatric 
control witli admission to a psychiatric hospital 
more often than not. 


FRANCE 

Experimental Peptic Ulcers,—S. Bonfils and co¬ 
workers (Archives des maladies de I’appareil 
digestif et des maladies de la nutrition. May, 1959) 
immobilized a series of rats in latticed corselets 
with openings at the txvo ends for the four legs, 
whicli were tied to each other. The rats were hori¬ 
zontally suspended above the ground. Some were 
killed after 7 and the rest after 24 liours of con¬ 
straint. Ulcers were observed in 58% after 7 hours 
and in 86% after 24 hours. Another series of animals 
was placed in cages in M'hich five types of e,xperi- 
mental compartments were created by mobile par¬ 
titions and glass rods. The ulcers provoked by this 
method were the same as those induced by standard 
constraint. The percentage of lesions increased in 
proportion as the size of the compartment was di¬ 
minished. There is, therefore, an inversed propor¬ 
tional relation between the ability to move freely 
and the frequency of ulcers. 

Reconstruction of Blood Vessels.—At the meeting of 
the Academy of Surgery in March, R. Fontaine and 
co-workers reported a series of 323 operations for 
the reconstruction of blood vessels. Of 114 patients 
operated on for arterial obstruction 75% obtained 
immediate relief. In the course of the following 
year 50% of these arteries were again thrombosed. 
The site of thrombosis had an influence on the re¬ 
sults. The best results were obtained in operations 
on the superficial femoral, e.xternal iliac, and popli¬ 
teal arteries, in that order. The more pronounced the 
ischemia at the time of operation the poorer the 
end-result. Secondary thrombosis of a transplant 
did not exclude favorable clinical results; two years 
later and five years later such results were observed 
in 39 to 55%. A large percentage of secondary oblit¬ 
erations followed venous autografts. The authors 
have abandoned the use of Ivalon grafts for those 
of Teflon or Nylon. The technique of short circuit 
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or of liypass gavo good losolts in patients with 
spontaneous peripheral ohliterations, and snhstitu- 
tivo grafts were prineipally used in patients with 
aneurysm. 

ISRAEL 

Rheumatic Fc\’er.—At a meeting of tlie Israel Med¬ 
ical Association, A. llrand-Aurahan of Jerusalem 
stated that the mortality from rheumatic heart dis¬ 
ease in Israel is hetween 10 and 13 per 100,000. In 
childhood the mortalit\’ is greater than for all of 
the infectious children’s disea.ses combined. The 
death rate increases with age. being 3 per 100,000 
in the group 0 to d years of age; 12 per 100,000 in 
the group 45 to 64 years of age; and 53 per 100,000 
in the group aged 65 and os’er. In about 207o of the 
fatal cases, the rheumatic fever was incurred before 
24 and in 50% before 44 years of age. In Jerusalem 
the death rate from this cause is about 60% higher 
than in the country as a whole. 

The annual incidence of acute rheumatic fever in 
Israel is about 1.5 per 1,000 population while in 
Jerusalem it reaches 6.5 per 1,000. Yearly 2,500 to 
3,000 cases of rheumatic fever arc reported in 
Israel; 707o of the patients have their first attack 
between the ages of 5 and 15 years and 407o be¬ 
tween 5 and 9 years. No parallel exists hetween the 
incidence of streptococcic diseases, such as scarlet 
fever or acute tonsillitis, and rheumatic fever. The 
meteorological factors of the Jerusalem climate 
are taken into consideration, especially the diyness 
of tile air and the difference between day and 
night temperatures, to explain the higher incidence 
of rheumatic fever. No definite seasonal pattern was 
found for the incidence of acute rheumatic heart 
disease. 

Outbreak of ECHO Virus Infection.—At tlie same 
meeting, L. Rannon and co-workers reported on an 
outbreak of aseptic meningitis. The 22 patients with 
meningitis and 13 abortive cases were concentrated 
chiefly among children 4 to 10 years of age. Few 
Cases occurred in infants and adults. The disease 
Was characterized by fever of 2 to 10 days’ duration 
(in some patients biphasic), headache, vomiting, 
somnolence, and signs of meningeal irritation. Most 
patients showed a tendency to hyperreflexia. Among 
those with meningitis two developed flaccid paresis 
of the lower hmbs, and one of them still had some 
weakness in his legs on follow-up examination 
three months after onset. Attempts were made to 
isolate viruses from stools and throat swabs. Twelve 
monkey kidney cell cytopathogenic agents were 
isolated from eight patients and one contact. All 
strains proved to be immunologically related or 
identical with ECHO virus type 9. Tissue culture 


neutralization tests for ECHO virus 9 antibody 
were made on blood samples taken during the 
acute and convale.scent phase of the di.sen.sc. In 
many patients fourfold or higher rises in antibody 
titer were observed. In 87% of those with meningitis 
and 85% of the abortive ca.scs ECHO virus 9 infec¬ 
tion was proved. Most of the control patients 
showed no ECHO virus antibodies. 


NETHERLANDS 

Salmonellosis.—According to F. Dckking (Parool, 
Aug. 22, 1959) until a few years ago only about 20 
members of the genus Salmonella could be found 
in the Netherlands. Since then, however, this num¬ 
ber has increased with about 10 new ty'pes being 
identified yearly. Some of these new specimens have 
previously never been found anywhere else in the 
world. Others are brought in with all sorts of cattle 
fodder, which contain fish meal and other animal 
foods from Africa, South America, and Asia. Several 
months after their arrival they can be found in 
slaughter cattle and later they appear in the human 
population. 

A Fifth Type of Phakomatosis.—E. H, Hermans and 
co-workers (Nederlands Tijdschriff voor Genees- 
kttnde, 1959) observed a boy who at 3 years of age 
began to develop many small tumors on his skin. 
At first these tumors were mainly located on his 
neck and shoulders, but later were found on other 
parts of the body. IVhen the boy was 13 years of 
age the number of these tumors was still increasing. 
Initially these tumors looked like small fibromas, 
but later they became more elevated and peduncu¬ 
lated. They grew darker and finally looked like 
verrucoid nevi. Microscopic sections showed tlie 
growths to be benign epitheliomas. The authors 
suggested the name nevus epitheliomatosa multi¬ 
plex. According to the authors, these lesions have 
never been described before. Shortly after his birth 
one of the patient’s eyes was removed for fear it 
might contain a retinal blastoma. A further exami¬ 
nation of the enucleated eye led to the diagnosis 
of dysgenesis oculoneuroblastica gliomatosa. The 
electroencephalogram revealed some abnormalities. 
These findings, in general, resembled a group of 
diseases which in 1932 was called the phakomatoses 
and which includes multiple neurofibromatosis 
Hippel-Landau’s disease, nevoid amentia, and 
adenoma sebaceum. All of these disorders present 
nevus-like changes of the skin, ocular abnormalities 
and changes of the central nervous system. 

The Paul-Bunnell Test.—L. C. Klijn {Nederlands 
Tijdschrift voor Geneeskunde, 1959) stated that the 
Paul-Bunnell test as originally performed with un¬ 
prepared serum was not sufficiently reliable to 
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establisli the diagnosis of infectious mononudeosis. 
Apart from se\'eral other conditions in which a 
positive test might be encountered, the test could 
be negative in a patient with an obvious case of 
infectious mononucleosis. This unreliability was 
caused by the fact the human serum might contain 
three different bqpes of agglutinins, all of which 
agglutinated the red blood cells of sheep. These in¬ 
cluded the Frossman agglutinins, which might be 
encountered in healthy persons, the serum sickness 
agglutinins, and the agglutinins of infectious 
mononucleosis. In 1937 Davidsohn proposed to first 
subject the serum to be investigated to an absorp¬ 
tion by a suspension of guinea pig kidney cells, by 
which method the Frossman and the serum sick¬ 
ness agglutinins are removed from the serum. 

The present author investigated the reliability' of 
this indirect Paul-Bunnell test. A series of 4,255 
samples of serum of healthy subjects and of patients 
suffering from other diseases ga^'e a titer of 1:8 or 
1:16 in only seven instances. These seven positive 
tests included only abnormalities, which were in no 
way related to infectious mononucleosis. Further¬ 
more, in all of the 25 patients with an obvious in¬ 
fectious mononucleosis a positive result was ob¬ 
tained. When a serum was investigated on several 
occasions or with the cells of different sheep, no 
large variations in tlie titer u'ere observ'ed. Such 
variations were common when the original tech¬ 
nique was followed. Finally the author pointed out 
that a microscopic indirect test could be done on 
a slide. In this way the result could be obtained 
within one hour. If the slide test is negative a 
macroscopic control test with test tubes is necessary'. 

NORWAY 

Cancer Registration.—As early as 1907 the first na¬ 
tional cancer registration was started by the Cancer 
Committee of the Norwegian Medical Association 
in conjimction with the Norwegian Public Health 
Service, but such registration did not become effec¬ 
tive till 1952 when cancer and allied conditions 
were included among the compulsorily reportable 
diseases. By' the end of 1956 sufficiently reliable 
information had been collected to warrant the pub¬ 
lication of the observations of the Cancer Registry 
in the two-\'ear period 1953-1954. {Cancer Regis¬ 
tration in Norway, The Incidence of Cancer in Nor¬ 
way 1953-1954). Its authors are Einar Pedersen 
and Knut Magnus. The publication of this report in 
English puts it at tlie serv'ice of many foreign re¬ 
search workers interested in the progress made in 
this field in Norway. In the two-y'ear period re¬ 
viewed, 7,684 new male and 8,044 new female 
patients were reported. The part play'ed by sex in 
the incidence of cancer in different sites comes out 
plainly in connection with tire Bps. Thus, tire inci¬ 
dence of cancer of the upper lip was nearly the same 
for the two sexes, but there were 25 male to 1 female 


patient with cancer of the lower lip. The lip was 
one of the few sites showing, among men, generally 
higher morbidity' in rural than in urban areas. 

Biopsies of Lymph Nodes.—At Professor Krey-berg’s 
University Institute for General and E.vperimental 
Pathology an opinion has often been gi\'en on en¬ 
larged lymph nodes removed from apparently 
healthy persons with a normal sedimentation rate 
and blood count. Dr. O. H. Iversen ( Tidsskrift for 
den Norske Laegeforening, Aug. 1, 1959) reported 
a 3-to-12 year follow-up. Of these, 42 were appar¬ 
ently' healthy and had malignant lymphoid disease 
but were still liv'ing. The author cautioned against 
a too facile diagnosis of malignant disease, because 
great misery is thus inflicted on the patient whether 
it is correct or not. Even if it is so, little can be 
gained by the knowledge, since the enlarged gland 
may' merely be the outward e.\pression of a deep- 
seated sy'stemic disease refractory to a radical cure 
by the surgical, radiologic, chemical, or hormonal 
treatments available. Tliis is so however intense the 
regional treatment may be. It is therefore well to 
give the patient the benefit of the doubt when the 
diagnosis is in question and to diagnose a benign 
condition even at the risk of subsequently being 
proved wrong in some cases. 

Poliomyeh’tis Vaccination.—The e.vperiences witli 
poliomyelitis vaccination since it was started were 
renewed by Dr. F. Mellby'e {Tidsskrift for den 
Norske Laegeforening, Supp. 16,1959). The author 
stated that late in 1956 about 500,000 persons were 
given hvo injections of the \'accine, but die com¬ 
parative freedom from poliomyelitis enjoyed by 
Norway' in the following y'ear prevented evaluation 
of the efiScacy of this measure. The chance to do so 
came with the epidemic of 1958 when 236 paralytic 
patients came under close observation. In 232 of 
these patients accurate data were available. Tlie 
following conclusions were drawm. There was no 
evidence to show that the vaccination had provoked 
a single case of poliomyelitis. Complications of 
vaccination were rare. Among children vaccinated 
twice and thrice, the frequency of new paralytic 
cases was only about 20% of that for unvaccinated 
and once-vaccinated children. The author was un¬ 
able to determine whether paralysis in vaccinated 
persons had been less severe than in the unvac¬ 
cinated. 

SWEDEN 

When Legal Abortion Is Refused.—To determine 
what happens to the women who apply to the 
authorities for the induction of abortion and are 
.refused Dr. G. Hultgren (Nordisk medicin, Aug. 6, 
'T959) examined the records of 4,274 persons. They 
were classified according to geographical distribu¬ 
tion, age, marital status, and other conditions. 
About 86% allowed their pregnancies to go to 
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term. The rest aborled sponliineousl)’ or in rc.sponsc 
to criminal methods in a proportion inipossiidc to 
assess accurately. Obstetricians commonly agree 
that at least lOTo of such pregnancies end in spon¬ 
taneous abortion. In Slocbholm Ibis figure was 
found to be 15.7% and for other parts of Sweden 
about 13.6%. Among all the w'omen in this series 
only one committed suicide. Tin’s refutes the com¬ 
mon theory that women who have been refused in¬ 
duction of abortion will commit suicide. 

Delirium Tremens.—A series of 240 patients at the 
Beckomberga mental hospital were treated for delir¬ 
ium tremens and allied conditions with Ilemincu- 
rine by Dr. E. Giacobini and co-workers (Nonlisk 
mcdicin. Aug. 6, 1959). Some were given the drug 
by mouth, some by intravenous injection, and oth¬ 
ers by both routes. A single intravenous injection 
induced deep short-lasting sleep. There were no 
serious complications and the results were encour¬ 
aging. In the same issue. Dr.. E. Osterman and 
co-workers reported a series of 28 patients n'ho 
had manic psychosis, anxiety states, status epilep- 
ticus, and schizophrenia ndiom they treated with 
the same drug. Their results were also' encourag¬ 
ing, though not as good as those of the French 
workers who introduced the drug. Hypotension and 
digestive disturbances were commonly observed 
side-effects when the drug was gix’cn b\' mouth. 

Treatment of Smoking Addicts.—In Svemka La- 
hartidningen (Aug. 14, 1959) Dr. B. Ejrup traced 
the smoking habits of 1,012 patients after they had 
undergone bis system of treatment which consisted 
of a 10-days’ course of subcutaneous injections of 
lobelin hydrochloride supplemented by meproba¬ 
mate and Secergan tablets. The immediate results 
Were good, 75.6% having been weaned of their 
cigarette smoking. These patients had previously 
tried in vain to effect a cure by themselves. The 
subsequent habits of 903 were followed and the 
relapse rate was found to be lowest among tlie 
smokers who had promptly ceased to smoke after 
only a day’s treatment. After six months 76% in 
this category had not relapsed. The risk of relapse 
dwindled with every month of abstention. 

UNITED KINGDOM 

Mothers Sent Home Twenty-four Hours After 
Births.—Mothers should be sent home from the 
hospital 24, to 28 hours after a normal delivery ac¬ 
cording to Dr. G, F. Abercrombie {Lancet, Sept. 19, 
1959). This not only would relieve the shortage of 
hospital beds but also w'ould prove a real advantage 
for-mother and child. In 1951 emergency applica¬ 
tions for maternity beds varied from 150 to 300 a 
quarter but are now. 800. The reason is the failure 
or inability of antenatal , clinics to make a reserva¬ 


tion in advance. As a result the baby is often bom 
in unsuitable conditions at home before there has 
been time to find a hospital bed, or in the ambulance 
on the way to the hospital. It is fairly generally ac¬ 
cepted that, provided home conditions are accept¬ 
able, and domestic help is available, mothers can 
go home soon after giving birth. One stumbling 
block is over the training of midwives, and the 
sharp division between hospital and domiciliary 
midwives. Sending mothers home early means that 
the midwife who attended the birth would not see 
the case through the 14-day puerperal period, 
w'hich has been thought desirable. 

Intcrnalion.il Social Security.—A social security 
agreement betw'een the United Kingdom and Den¬ 
mark, covering all benefits under national insurance, 
industrial injuries insurance, and family allowances 
schemes in both countries, has been signed and will 
be effective wlien ratified. Contributions paid in 
both countries may be added together to qualify 
for benefit. In addition, British nationals and their 
dependents will be able to get urgent medical treat¬ 
ment under the Danish sickness insurance .scheme, 
whether they are working in Denmark or on lioliday 
there. 

Amicd Forces Medical Services.—An annotation in 
the British Medical Journal of Sept. 5 stated that 
the fourth report from the Select Committee on 
Estimates recommended integration of the medical 
services of the armed forces. The committee be¬ 
lieved that this would save money and manpower 
and increase efficiency. A joint service would have 
the advantages of greater size and scope and medi¬ 
cal officers in it w'ould gain wider clinical experi¬ 
ence. To these advantages the committee added 
those of greater fle.xibility in the deployment of 
specialists and of the need for a smaller administra¬ 
tive staff, wdiich would reduce expenditure and re¬ 
lease a number of senior medical officers for pro¬ 
fessional duties. 

Integration of the medical services of the armed 
forces has been considered at intervals since 1946. 
The Forces Medical and Dental Committee thought 
amalgamation undesirable, as also did the BMA in 
presenting its evidence to that committee, because 
of the specialized needs of each service, their dif¬ 
fering tasks and functions, and hence their differ¬ 
ent organizations and the need to preserve the 
esprit de corps engendered by loyalty to an indi¬ 
vidual service. The Select Committee, however, 
believed that the size and function of the services 
had altered so much that the forces committee’s 
view's w'ere to some e.xtent invalidated. The BMA 
did not think so, and repeated its objections to inte¬ 
gration in its evidence to the Select Committee; the 
service departments’ attitude to it is described by 
the Select Committee itself as being disappointing¬ 
ly inflexible. 
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TREATMENT OF ULCERATI\TE COLITIS 

To the Editor:~With reference to the article en¬ 
titled “New Treatment for Ulcerative Colitis” by 
Louis W. Granirer, which appeared in The Jour¬ 
nal, Sept. 26, page 402, it would be most unfortu¬ 
nate if the wi'iter would infer that ulcerative colitis 
should be treated by administiation of gold salts 
and phenylbutazone and an unrestricted diet of 
roughage, fried and fatt)' foods, and pizza pie. I 
assume that such was not the author’s intention. As 
a physician avJio lias been duly battle-scarred 
through numerous encounters with chronic, acute, 
and fulminating cases of ulcerative colitis, I sti'enu- 
ously caution the general practitioner against mak¬ 
ing use of such short cuts to success. 

The author has reported the case of a critically 
ill patient who was dehydrated and in nutritional 
failure. By his own admission, “saline solution and 
blood were infused at a rapid rate.” Antibiotics, 
corticosteroids, ACTH (intravenously), and vitamin 
Bi 2 (subcutaneously) were also given. This therapy 
alone was adequate for the patient’s dramatic re- 
co\'ery. The administration of gold salts twice week¬ 
ly and 100 mg. of phenylbutazone daily by mouth 
cannot be construed as the “new treatment” that 
turned the clinical course. These compounds were 
once used in the management of rheumatoid arthri¬ 
tis, a distressing complication of ulcerative colitis. 
They have been replaced by ACTH and the adrenal 
steroids. Tlie use of gold salts in a patient seriously 
ill with colitis may add fuel to the fire. Although the 
author was careful to use only 5 mg. of gold sodium 
thiosulfate, in the occasional sensitive patient this 
dose would be sufficient to cause severe to.xic mani¬ 
festations such as pruritis, gastroenteritis, stomatitis, 
e.\fofiative dermatitis, or thrombocytopenic pur¬ 
pura, or any combination of tiiese. Phenylbutazone 
has been knowm to cause a fatal depression of the 
marrow. Finally, a physician with any experience 
in tliis field should Imow that fatty and fried foods, 
raw fruits and vegetables, nuts, and pizza pie stim¬ 
ulate peristalsis. Therefore, the title of the article, 
“New Treatment for Ulcerative Colitis,” is mislead¬ 
ing and disappointing because it suggests new ther¬ 
apy, which is not, in reality, what was given. 

William Z. Fradkin, M.D. 

27 Prospect Park West 

Brookljoi 15, N. Y. 

To the Editor:—The article, “New Treatment for 
Ulcerative Colitis,” by Louis W. Granirer in The 
JouRN.AL, Sept. 26, page 110, is of interest to us be¬ 
cause of our e.sperience with phenylbutazone in 


treating patients with this disease. Our negative re¬ 
sults, obtained early in 1958, acquire pertinence in 
view of Dr. Granirer s report. We treated si,x pa¬ 
tients with ulcerative colitis during acute e.vacerba- 
tions of moderate severity but u'ithout complica¬ 
tions. In two patients the onset was recent; they had 
received no previous treatment. Phenylbutazone 
was the sole drug given, moderate dietaiy limitation 
being the only other therapy (e.vcept in one patient 
who had been receiving small doses of prednisone 
and antispasmodics, without relief, and who con¬ 
tinued to take these drugs). The dosage of phenyl¬ 
butazone was 300 to 600 mg. daily for one week. 
The response was evaluated by the proctoscopic 
appearance before and after treatment as well as 
bj' symptoms. Only two of the six patients showed 
symptomatic improvement. One of these was the 
only patient in the series to show definite improve¬ 
ment proctoscopically. A toxic reaction, consisting 
of a sldn rash, was encountered in one patient. The 
results obtained were, we believe, in accord with 
the naturally variable course of untreated ulcerative 
colitis and failed to indicate any effect from phenyl¬ 
butazone. 

We do not claim that these negative results 
necessarily disprove any possible usefulness of treat¬ 
ment with phenylbutazone in patients with ulcer¬ 
ative colitis, but e.\perience with proved therapy 
such as steroids would suggest that if phenylbuta¬ 
zone had any comparable degree of efficacy it 
should have been manifest under the circumstances 
of our study. Although the dosage given to our 
patients was much higher than that of Dr, Granir- 
er’s, in both his case report recently published in 
The Journal and his previously published report 
{New York ]. Med. 58:3467 [Nov. 1] 1958), he used 
the drug for longer periods and in conjunction with 
a gold salt. His earlier article does not include any 
individual description of the patients treated, nor 
the details of the basis for evaluating their response. 

In interpreting the result in the case reported in 
The Journal, several cautions are necessary. Al¬ 
though an acute fulminating e.vacerbation of ulcer¬ 
ative colitis is a serious condition, Dr. Granirer 
properly points out in his opening paragraph that 
about 64% of such patients recover, at least tem¬ 
porarily, from the acute episode. In tliese the severe 
toxic manifestations may pass almost as quickly as 
they come on. The course is so variable that no 
general conclusion can be drawn from a single case. 
ACTH, in doses that need not be large, is particu¬ 
larly effective in promoting rapid remission, and 
correction of fluid and electrolyte depletion is also 
an important measure tending to cause improve- 
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mrnt. Dr. Granivi'v'.s patit-nl rocr-ivt’cl blood and 
fluids intravemuisly. corlicosU’voids in unslalcd 
doses, anlibiolics, and significanl ainounls of ACTll 
-in addition to the “now troatint'nt”—and clinical 
inipro\’onu’nt clearly occurred in temporal relation 
to the former measures rather than to the latter. 
The eventual degree of recovery, witli residual 
im'olvemenl of the left half of the colon shown on 
barium enema, is no greater than we have wit¬ 
nessed in patients who rvere gi\’en only supiiortive 
therapy, and who might represent the natural proc¬ 
ess of Iiealing. In short, the report left us witli much 
doubt that it was the “ness- therapy" that saved the 
colon and the life of the patient. 

As we face this disease, whose eause is imper¬ 
fectly understood, armed with drugs whose mceha- 
nism of action (if any) is largely unknown, we are 
justified in being empirical; hut, in the case of drugs 
having as much potential toxicity as phenylbutazone 
and gold, caution must temper empiricism. Most 
important of all, such empirical attempts will he 
productive only if criticalh' evaluated. 

Lee M. I-lEnsHEMsoN', M.D. 

Morris A. Hersiienson', M.D. 

3700 Fifth Avc. 

Pittsburgh 13. 

EMERGENCY CARE OF EXTRADURAL 
HEMATOMA 

To the Editor:—In The Journal, Sept. 26, page 
403, in the article “Emergency Care of Extradural 
Hematoma,” Drs. Craig and Hunt describe a pro¬ 
cedure which they recommend for the general 
surgeon who may have to treat this surgical emer¬ 
gency in the absence of neurosurgical help. After 
the temporal fossa has been opened and the clot 
evacuated, bleeding may not be controllable except 
by packing the foramen spinosum. This maneuver 
may not be possible for the surgeon untrained in 
neurosurgery, but the generaf surgeon can readily 
find and ligate the external carotid artery in the 
neck, which serves the same purpose. 

Paul R. Rosenbluth, M.D. 

104 S. Michigan Ave. 

Chicago 3. 

SPONTANEOUS REGRESSION OF 
MALIGNANT TUMORS 

To the Editor:—In a letter in The Journal, Aug. 8, 
page 1842, Dr. Edward Bierman suggested that 
lysozyme may be a chief factor in the spontaneous 
regression of malignant tumors. This statement of 
extreme oversimplification should be challenged. 
The cause of spontaneous regression is still un¬ 
known. Careful study of each reported case of 
spontaneous regression (Pehrer: /. Am. Geriatrics 
Soc. 4:1126 [Nov.J 1956) has failed to show any 


possible connection between the enzyme, lysozyme, 
and spontaneous regression. Many substances are 
carcinostatic and even carcinolytic in lower animals, 
but the results do not carry over to human beings. 

Concerning lysozyme metabolism in man, Meyer 
and co-workers (Proc. Soc. Exper. Biol, and Med. 
65:220 [June] 1947, and Am. J. Med. 5:482 [Oct.] 
1948) assayed the lysozyme content of stool speci¬ 
mens barm various groups of patients, and the re¬ 
sults showed a 27-fold increase in the mean titer 
of stools of patients with chronic ulcerative colitis 
over that of stools from normal persons and a 46- 
fold increase over that of normal persons after 
purging. The colonic mucosa of patients with acute 
ulcerative colitis showed an 8.5-fold increase in 
lysozyme content over that of colonic tissue in 
normal persons. The mean output of lysozyme in 
the stools of patients with chronic ulcerative colitis 
over a 24-hour period was 168 times that in normal 
stools. 

Let us examine the incidence of carcinoma of the 
colon in iratients with chronic ulcerative colitis, the 
very persons supposedly protected by a high lyso¬ 
zyme content of their mucosa. The weight of expert 
opinion is that ulcerative colitis predisposes the 
patient to the development of carcinoma of the 
colon. Cattell (Gastroenterology 10:63 [Jan.] 1948) 
reported colonic tumors in 7% of all patients with 
ulcerative colitis who came to surgery; in those who 
had the disease for nine or more years, 33% devel¬ 
oped carcinoma. Kasich and co-workers (N. Clin: 
North America 33:142 [Sept.] 1949) reported an 
incidence of 4.9%. Ferguson and Stevens (Gastro¬ 
enterology 11:640 [March] 1948) emphasized the 
danger of delaying colectomy in patients with long¬ 
standing ulcerative colitis lest a rapidly mestasta- 
sizing colonic carcinoma develop. Colcock (New 
England J. Med. 242:320 [March 2] 1950) stated 
that in patients with ulcerative colitis of a duration 
of more than eight years, the incidence of carcin¬ 
oma was 30%. Mackie reported that 7% of his path¬ 
ological material from patients with ulcerative col¬ 
itis showed carcinoma, while Cave reported an 
incidence of 8%, and Brandes found 4.25% (Lyons 
and Garlock:. Gastroenterology 18:170 [June] 1951). 
The lowest figure reported in the symposium is 
three or four times the incidence of carcinoma found 
in the general population. 

^Vhile it is true that carcinoma of the lens is e.x- 
ceedingly rare, this may be due to special circum¬ 
stances rather than carcinostatic substances in the 
lens. The immunological properties of the lens 
protein have been extensively investigated 
(Bourne: Physiol. Rev. 17:1 [Jan.] 1937). Unlike 
other tissue proteins, they are organ-specific and 
species-nonspecific. This means that their chemical 
structure is the same in all species and that they 
differ from the general tissue proteins so markedly 
that they are capable of acting as foreign proteins. 
When lens extracts are injected into an animal. 
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precipitins and complement-fixing antibodies ap¬ 
pear in the blood, and these react in the test tube 
with lens extracts from all vertebrate species. Per¬ 
haps, normally, the growth pattern of the lens is 
controlled by the antibody present, which would 
jjrevent an exaggerated rate of growth. The immu¬ 
nological properties of lens proteins must be con¬ 
sidered carefully before it is planned to inject them 

in human beings. t-. t n 

® Dr. Louis Pelneb 

1352 Carroll St. 

Brooklyn 13, N. Y. 


CARDIAC ARREST 

To the Editor:—The autlior of “Successful Treat¬ 
ment by a Chest Blow of Cardiac Airest During 
Myocardial Infarction” in The Journal, July 11, 
protein have been extensively investigated, 
page 1307, is to be complimented on bis prompt 
recognition and treatment of cardiac arrest. How¬ 
ever, the histoiy of sudden severe pain deep in the 
midsternal area, with radiation to both arms, normal 
respiratory rate and temperature, increasing pain 
despite opiates, and maintenance of blood pressure 
of 150/80 mm. Hg, suggests a dissecting aneurysm. 
This wew is strengthened by the author’s report of 
the five normal and static serial electrocardiograms 
made over a seven-month period and four normal 
transaminase test results. In this case the dissection 
must have healed spontaneously, as it frequently 
does, but there is a tendency to recurrence because 
of the presence and progression of the underlying 
aortic disease. Under these circumstances, it would 
be inadvisable to institute a long-term program of 
anticoagulant therapy, which might aggravate a 

future dissection. ., „ „ ,, „ 

Nathaniel E. Reich, M.D. 

135 Eastern Pkwy. 

Brooklyn 38, N. Y. 


EPIDEMIOLOGY OF THE FUTURE 

To the Editor:—I have read the editorial in the 
Sept. 12 issue of The Journal, page 188, on 
“Epidemiolog>' of the Future,” as well as the article 
by Milton Golin to which it referred. I consider 
it imperative that everj' general practitioner and 
specialist read both. You are correct in pointing 
to the great advance in the recognition of mental 
illness as a disease entit^^ More significant, from 
the general physician’s point of view, is the factor 
of e.xternally imposed emotional disturbance in 
the whole spectrum of somatic diseases. 

From the standpoint of my own specialty, which 
is the caidioi'ascular system, my e.xperience over 
three decades convinces me that no less than 70% 
of cardiovascular disease is caused by environ¬ 
mental stress. We may not be able to change 
society, but we may, at least, obsen'e gradual 
modifications for the better tliat take place in 
an evolutionar}' way from generation to generation. 


What we can do is to recognize the terrific, 
deleterious impacts that stem from difficulties in 
family adjustments, for example-difficulties within, 
which conflict wuth forces from without, to prevent 
healthy family integration. The struggle to keep 
up with the Joneses—the conflict between love and 
lovers, as depicted in the movies and on television 
on the one hand, and the reality in the home, on 
the other—these, and other e.\ternal motivations 


symbolized by the big, shiny car and the plethora 
of expensive paraphernalia—these things and their 
difficulty of attainment tend to produce stresses 
which damage the circulatory system. Examples 
in our offices daily make it evident that the trouble 
lies not solely in the individual person but in the 
conflicting values imposed on him or her by our 
status-seeking society. For too many, the artificially 
generated urge is too great to bear with equanimity. 
These are some of the causative factors of the type 
of disorder referred to in “Epidemiology of the 

Future. Joseph B. Wolffe, M.D. 

Valley Forge Heart Hospital 
and Medical Center 
Norristown, Pa. 


COLOR BLINDNESS AND HUNTING 

To the Editor:—It has occurred to me that a few 
lives can be spared during the hunting season, 
and perhaps on the highway, in consideration of 
the fact that 4% of men and 0.5% of women are 
color blind. In Minnesota there are from three to 
eight accidental hunting deaths every year. Minne¬ 
sota sold about 225,000 hunting licenses in 1958. 
This would mean about 10,000 color-blind persons 
in the woods hunting deer. Blue-yellow blindness 
is rare. Almost all color-blind persons have protan- 
opia—red blindness—and deuteranopia—green blind¬ 
ness. Since almost all states have rulings requiring 
deer hunters to wear red clothing, a few of the 
accidental deaths must be due entirely to color 
blindness. In a totally color-blind person all colors 
vary in their degree of brightness from white 
tlu'ough grays to black. Persons with red-green 
blindness are often unaware of this fact and resent 
being informed of it. 

Visual e.xaminations are made by the highway 
departments of all states, but color blindness, I 
believe, is not tested for. If it is I have never heard 
of a person being denied a license on the strength 
of it. In those states where there is no color-blind¬ 
ness examination, it would take only a few minutes 
to test for blindness for tlie major colors, with use 
of the American Optical Companies’ pseudoiso- 
chromatic plates for testing color perception. I 
believe these tests would save many lives in all 

Hubert Waldemar Lee, M.D. 

614% Laurel St. 

Brainerd, Minn. 
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FACTS ABOUT DRUGS AND DE\'ICES 
FOR WEIGHT REDUCING 

According to n news release dated September, 
1959, from the Food and Drug Administration, the 
following information about types of products cur¬ 
rently or recently marketed for weight reducing 
represents the consensus of informed medical opin¬ 
ion about the usefulness, limitations, and hazards of 
use, if airy, of these products. 

Electric vibrator devices include band units, pil¬ 
lows, chairs, tables, and even mattresses. All furnish 
vibration by means of an electric motor with a 
rotating mechanism off-center from the drive shaft. 
Some also contain a heating element. Some people 
enjoy the sensation provided by the vibration of 
some of the dei'ices. This wbration may, in some 
cases, provide temporaiy' relief for minor muscular 
aches and pains due to fatigue or overexertion. 
Vibration has no other therapeutic effect, although 
false claims have been made that these devices will 
prevent or cure many serious diseases. No device 
is effective for “spot reducing,” “melting away fat,” 
or “breaking up fatty deposits.” Vibration or other 
massaging devices should not be applied to in¬ 
flamed areas and would be dangerous if applied to 
legs or thighs in patients with thrombophlebitis. 

Girdles and garments have no value in weight 
reduction, although they may have the effect of 
redistributing the bulges to make them less notice¬ 
able. 

It does not make sense to overeat and then try 
to offset the effects by taking purgatives or laxatives 
to rush tire food through the body before it can be 
absorbed. Frequent or continued use of laxatives 
produces chronic irritation of the gastrointestinal 
tract, and if laxatives are taken in sufficiently large 
amounts for a sufficient period to be effective in 
weight reduction, the balance in the absorption of 
nutritional factors will be upset. Bulk laxatives have 
been sold with claims that they fill the stomach and 
thus depress the appetite, but since such products 
do not produce bulk in the stomach (they work only 
in the intestine), they are not effective in cutting 
do^vn the appetite or in reducing. 

Any drug which would stimulate metabolism to 
such an extent that it would cause weight loss is 
much too dangerous for use without medical super¬ 
vision. Conversely, any drug which is safe enough 
to be bought without a prescription will have no 
value for weight reducing based on its effect on the 
body metabolism. 


Several of the popular appetite-depressant drugs 
sold without a preseription contain phenylpro¬ 
panolamine as the active ingredient. This drug 
produces no useful appetite-depressing effect. In 
small doses the net effect in reducing weight is 
negligible. In doses large enough to produce a sig¬ 
nificant effect in reducing weight (available only on 
prescription in any event), the undesirable side- 
effects nullify its usefulness. The active ingredient 
of a chewing gum sold as an appetite depressant is 
benzoeaine. This is supposed to anesthetize the 
taste buds or the hunger mechanism of the stomach, 
but this effect has not been verified. There are cer¬ 
tain drugs, safe only for use on a doctor’s prescrip¬ 
tion, which will depress the appetite temporarily. 
These are of real value in a properly designed 
dietary program while a person is being reeducated 
in his eating habits, but their effects gradually wear 
off unless the dosage is progressively increased. 
When the drug therapy is discontinued, the appe¬ 
tite may suddenly return to normal or even greater 
than normal. Thus, any weight lost will be promptly 
regained unless the reeducation process has been 
successful in enabling the patient to control food 
intake by sheer will power. 

There are drugs which will cause a temporary 
loss of water and a corresponding weight reduction, 
but this is not a reduction in the amount of body 
fat, and the weight loss is therefore an illusion with¬ 
out real significance. Many of the products so mar¬ 
keted contain a recommendation for dosages which 
may actually cause weight gain rather than weight 
loss. 

Tliere is no vitamin, mineral, protein, or other 
food supplement that will produce a reduction in 
body weight. Protein has roughly half the caloric 
value of fats, and to the extent that protein can be 
substituted for fat in the diet, the diet mil be less 
fattening. People on an extremely restricted diet, 
limiting the variety of food eaten, may need vita¬ 
min or mineral supplements to maintain good nutri¬ 
tion, but even a moderately severe diet, such as 
would normally be prescribed for weight reduction 
does not require a vitamin-mineral supplement if it 
is properly chosen. In any event, supplementary 
vitamins and minerals would not help directly in 
losing weight. Some of the promotional schemes for 
such supplements have suggested, at least indi¬ 
rectly, that the product will automatically reduce 
weight witlrout any change in eating habits. Care¬ 
ful reading of the entire plan, however, reveals that 
a low-calorie diet must be followed to produce 
results. 
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Spontaneous Pneumothorax in Apparently Healthy 
Flying Personnel. G. Dermksian and L. E. Lamb. 
Ann. Int. Med. 51:39-51 (July) 1959 [Lancaster, Pa.]. 

Twenty-five persons who had experienced 38 
episodes of spontaneous pneumothorax were stud¬ 
ied at the School of Aviation Medicine, having 
been referred after the involved lung had reex¬ 
panded. Tlie study included a detailed history, a 
physical examination, blood count, hematocrit, 
erythrocyte sedimentation rate, fasting blood sugar, 
urinalysis, and electrocardiogram. In addition, pul¬ 
monary function tests and a variety of roentgeno- 
graphic techniques, including routine posteroan- 
terior and lateral chest x-rays, apical lordotic views, 
and apical laminagrams, were made. In 11 of the 
cases, additional anteroposterior films were taken 
in the altitude chamber at simulated altitudes of 
10,000, 20,000, 30,000, 40,000, and 43,000 ft. with 
pressure breathing. Three of the 25 persons had a 
total of 11 pneumothoraces in an aircraft or in tlie 
altitude chamber. In one of these persons the first 
2 episodes occurred in flight, and the subsequent 4 
episodes occurred in the altitude chamber during 
diagnostic studies. Spontaneous pneumothorax oc¬ 
curring in aerial flight was disabling because of the 
pain, the dyspnea resulting from the altered ven¬ 
tilatory function of the lung, and the already exist¬ 
ing problem of hypoxia at altitude. After reexpan¬ 
sion of tire involved lung, pulmonary function tests 
of ventilation were within normal limits in all 25 
cases. The routine posteroanterior and lateral chest 
.x-rays disclosed pathological entities (cysts, emphy¬ 
sematous bullae, or pleural blebs), which would 
account for the spontaneous pneumothorax in 7 of 
the cases. In an additional 7 cases apical lami- 
nagraphy revealed the pathological etiology. 

There are 4 pathological entities which must be 
considered as etiological factors of spontaneous 
pneumothorax: (1) pleural adhesions; (2) congenital 
cysts of the lung; (3) scar tissue vesicles; and 

The place of publication of the periodical appears in brackets pre« 
ceding each abstract. 
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subscribe to its scientific periodicals. Requests for periodicals should be 
addressed **Librar5\ American Medical Association,*' Periodical files 
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No charge is made to members, but the fee for others is 15 cents in 
stamps for each item. Only three periodicals may be borrowed at one 
time, and they must not be kept longer than five days. Periodicals pub* 
lished by the American Medical Association are not av'ailable for lending 
but can be supplied on purchase order. Reprints as a rule are the 
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(4) emphysematous valve vesicles. It is suggested 
that these entities are usually bilateral in occur¬ 
rence. The impression that congenital cysts, scar 
tissue vesicles, and emphysematous valve vesicles 
are entrapped-air sacs was given further credence 
by -X-ray studies in the altitude chamber. It is inter¬ 
esting that the initial symptoms were not severely 
incapacitating in the 22 patients in whom the 
pneumothorax occurred at ground level, but each 
of the episodes which occurred during aerial flight 
in the 3 remaining cases was of sufficient severity 
to incapacitate the individual. 

The therapy of small, benign, uncomplicated 
spontaneous pneumothorax is primarily bed rest. 
In this series of 25 cases, therapy was carried out 
by difiFerent physicians and reflects differences in 
their training. Five patients required no treatment 
of any kind; 13 required bed rest of less than 3 
weeks’ duration; 6 were treated witli aspiration; 
and 1 required tlie insertion of a tube with water- 
seal drainage after failure of the lung to reexpand 
on bed rest alone. Five of the 25 patients so far 
have undergone a corrective surgical procedure. 
One had a local resection of the single cyst; the 
other 4 patients had segmental or wedge resections 
of the involved area and a parietal pleurectomy; 1 
of the 4 had this procedure performed on both 
sides; all 4 were returned to flying status after 
recovery. 

The primary concern in flying personnel who 
have a spontaneous pneumothorax is the possibility 
of complete collapse of the involved lung and/or 
the development of a tension pneumothorax. Either 
complication could severely compromise the ven¬ 
tilatory function of the remaining lung and could 
embarrass cardiovascular hemodynamics. Correc¬ 
tive surgery in the form of segmental or wedge re¬ 
section of the diseased area and parietal pleurec¬ 
tomy will minimize the possibility of a recurrence 
and of complications. 

Familial Patterns in Hypertension and Coronary 
Heart Disease. C. B. Thomas. Circulation 20:25-29 
(July) 1959 [New York]. 

The author embarked in 1946 on a long-term 
investigation of the genetic factors of hypertension 
and of coronary heart disease among the parents 
and grandparents of 724 Johns Hopkins medical 
students. Approximately 11% of the fathers and 14% 
of the mothers were reported to have hypertension, 
while 9% of the fathers and 2% of the mothers had 
coronary disease. Ten per cent of the students had 
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a parent with cptcslionable hypertension or coronary 
disease. Therefore, less than two-thirds of tlie stu¬ 
dents have liad hotli parents free from cither dis¬ 
order. Comparing the findings among lire parents 
and giandparcnts, the greatest proportion of af¬ 
fected persons with liypertension was found among 
the offspring of 2 alTected parents, and the smallest 
proportion among the olfspring of 2 unaffected 
parents with hypertension. A similar genetic cor¬ 
relation u'as ()bser\’ed for coronar\' disease. 

While the most marked correlation was ohserved 
when the prevalence of the same disorder was 
studied in 2 successive generations, similar hut le.ss 
striking correlations were found when hyperten¬ 
sion was investigated in one generation and coro¬ 
nary disease in the other. Certain sex differences in 
the familial appearance of hypertension and coro¬ 
nary disease were noted in this series. The female 
relatives of hypertensive women were found to 
have more than twice as much hypertension as 
their male relatis’es, while the male relatives of 
hj-pertensivc men had almost twice as much hyper¬ 
tension as their female relatives. These findings 
support the hypothesis that hypertension and coro¬ 
nary heart disease are at least partly hereditary 
disorders. 

Lung Volume in Smokers and Nonsmokers. 
H. Blackhurn, J. Brozek and H. L. Taylor. Ann. 
Int. Med. 51:68-77 (July) 1959 [Lancaster, Pa.]. 

Since tobacco smoking has long been suspected 
as an etiological factor in respiratory symptoms 
and in chronic bronchopulmonarj' disease, the au¬ 
thors made lung volume measurements on 221 busi¬ 
ness and professional men of Minneapolis and St. 
Paul. These men participated in a 10-year longi¬ 
tudinal study of cardiovascular aging. The age 
range at the time of lung volume measurement was 
47 to 57 years—mean age, appro.ximately 52 years. 
The subjects were selected from 916 acceptances 
to 1,000 invitations, issued in cooperation with sev¬ 
eral Twin Cities’ business, industrial, and profes¬ 
sional organizations, and were randomly chosen to 
fill categories of different relative body weights. 
Questionnaires on smoking, comparable to those of 
the American Cancer Society, were analyzed, and 
classification of cigarette smoking habits was made 
according to the following criteria; “never”; “occa¬ 
sional” (not daily); “light” (1 to 10 cigarettes daily); 
“moderate” (10 to 20 cigarettes a day); “heavy” 
(over 20 cigarettes a day); and “stopped” (for at 
least a year). 

It was found that vital capacity was smaller in 
each category of smokers. The difference from non- 
smokers reached a statistically significant level for 
all smoking categories combined. Residual lung 
volume was larger in all categories of smokers, but 
not consistently at significant levels statistically. 
Total lung capacity was not significantly different 


between groups. The ratio of residual volume to 
total lung capacity (RV/TLC X 100) was signifi¬ 
cantly greater in smokers. In a group which had 
succcssfnily stopped all smoking, the lung compart¬ 
ment values were similar to those of a group who 
had never smoked, and the RV/TLC was signifi¬ 
cantly smaller than in the current smokers. Strin¬ 
gent screening of this sample for abnormal respira¬ 
tory manifestations left a residual 188 men in whom 
the same order of differences in lung volume pre¬ 
vailed between smokers and non.smokers as in the 
total sample. The prevalence of an “elevated” 
(> 35%) residual volumc/total lung capacity ratio 
was significantly greater in smokers. Differences in 
vit*al capacity, residual volume, and RV/TLC were 
in the direction to be expected if smoking is a factor 
in producing a functional increase of airway re¬ 
sistance. Comparable differences in lung volume 
have been found by others in a population ex¬ 
amined with reference to smoking habit. 

Portal Hypertension and Bleeding Esophageal 
Varices: Their Oecurrenee in the Absence of Both 
Inlrahepatic and Extrahepatic Obstruction of the 
Portal Vein. W. A. Tisdale, G. Klatskin and 
W. W. L. Glenn. New England J. Med. 261:209-218 
Only 30) 1959 [Boston]. 

Within the past 8 years the authors encountered 
at the Grace-New Haven Community Hospital in 
New Haven, Conn., 5 patients with bleeding eso¬ 
phageal varices and portal hypertension in tlie ab¬ 
sence of demonstrable intrahepatic or extrahepatic 
venous obstruction. One of the 5 did not have a 
satisfactory splenoportogram, but the other 4 un¬ 
derwent complete clinical, radiologic, and surgical 
investigation and constitute the basis for this report. 
The first patient was a 23-year-old man, who had 
experienced several bouts of massive gastrointes¬ 
tinal hemorrhage, presumably from large esophago¬ 
gastric varices, in the 5 years before shunt smrgery. 
A splenoportogram and careful inspection at lapa¬ 
rotomy demonstrated a patent, somewhat dilated 
portal system with elevation of the portal pressure. 
Two liver-biopsy specimens, obtained 2 years apart, 
demonstrated only small and inconstant zones of 
periportal congestion, with no apparent progression 
or alteration in the 2-year interval. Serial liver- 
function tests failed to indicate significant hepatic 
dysfunction. 

The second patient was a 58-year-oId man. 
Here again portal hypertension was demonstrated 
in the absence of botli intrahepatic and extrahepatic 
portal vein block. In the third patient, a 72-year-old 
man, neither clinical studies nor postmortem e.v- 
amination indicated a cause of increased resistance 
to flow within the portal bed. The minimal peri¬ 
portal hepatic fibrosis did not seem extensive 
enough to distort intrahepatic portal radicles and 
may have been secondary to the increased portal 
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tension itself. The fourth patient was a 10-year-old 
girl, who presented with massive hematemesis and 
palpable splenomegaly. The past history of a febrile 
neonatal illness, associated with splenomegaly, sug¬ 
gested that septic inflammation of the portal vein, 
perhaps from omphalitis, had led to subsequent 
portal thrombosis, portal hypertension, congestive 
splenomegaly, and the development of varices. Al¬ 
though portal hypertension was confirmed by direct 
measurement at operation, a splenoportogram and 
surgical exploration failed to demonstrate any ob¬ 
struction to the portal outflow, either outside or 
within tlie liver. 

Increased portal blood flow seems the most likely 
cause of the venous hypertension in these patients. 
Although gross arteriovenous anastomoses involving 
the splenic and portal veins were not found, func¬ 
tional or structural alterations of the vessels of the 
gastrointestinal tract, the spleen, and the liver may 
have permitted increased flow of blood into the 
portal vein, with a resultant rise in pressure. De¬ 
spite the compensatory dilatation of the main portal 
vessels and the opening of numerous venous col¬ 
laterals, portal pressures remained elevated, with 
the eventual production and rupture of esophageal 
varices. The combination of a normal, or near 
normal, liver-biopsy specimen and an unobstructed 
portal vein in a patient with bleeding esophageal 
varices secondary to portal hypertension should 
lead to investigation of the factors affecting portal 
blood flow. Of considerable help would be the di¬ 
rect measurement of blood flow tlirough the portal 
vein tributaries at the time of laparotomy. Another 
approach might be the differential temporary oc¬ 
clusion of arteries supplying organs drained by the 
portal vein, thereby localizing any abnormal arterio¬ 
venous unions. Careful postmortem perfusion stud¬ 
ies of the liver, spleen, and gastrointestinal tract of 
such patients might reveal alterations in the struc¬ 
ture and function of these blood vessels. 

Serious Complications of Peptic Ulcer After Acute 
Myocardial Infarction. ). C. Shipp, V. W. Sidel, 
R. M. Donaldson Jr. and S. J. Gray. New England 
J. Med. 261:222-226 (July 30) 1959 [Boston]. 

Myocardial infarction may be associated with an 
increased gastric secretory response and activation 
or appearance of peptic ulcer. The histories of 6 
patients witli serious complications of peptic ulcer 
during the acute phase of myocardial infarction 
are reported. Perforation occurred in 4, and bleed¬ 
ing in 2. These complications present special prob¬ 
lems in management. Emphasis should be on pre¬ 
vention. It is recommended that a patient with 
acute myocardial infarction, together with past or 
present symptoms suggestive of ulcer, receive an 
ulcer regimen prophylactically, and that anticoag¬ 
ulants be witlilield or used with extreme caution. 

There is evidence of a relation beriveen adreno¬ 


cortical activity and ulcer formation. The authors 
investigated the urinary excretion of 17-ketosteroids, 
17-hydroxycorticoids, and uropepsin in 10 consecu¬ 
tive patients admitted to the Peter Bent Brigham 
Hospital in Boston with an acute myocardial in¬ 
farction. Each of the 10 patients showed the clinical, 
electrocardiographic, and laboratory changes docu¬ 
mentary of acute infarction. A control group in¬ 
cluded 10 patients with known coronary-artery 
disease but without recent myocardial infarction, 
who were hospitalized because of congestive heart 
failure or angina. No patient in either group had a 
history of peptic ulcer disease. In 4 of the 10 pa¬ 
tients with acute myocardial infarction, the uropep¬ 
sin excretion was elevated. In all 4 this returned to 
the normal range during convalescence. Of the 
control group of 10 patients, none had an elevated 
uropepsin. There was no demonstrable difference 
in the adrenal response in the 2 groups. It is sug¬ 
gested that, in certain cases, a myocardial infarc¬ 
tion may constitute an acute ulcerogenic stimulus. 

The High Incidence of Peptic Ulcer in Obstructive 
Emphysema with Cor Pulmonale. M. L. Gottlieb. 
Santo Tomas J. Med. 14:1-10 (Jan.-Feb.) 1959 (In 
English) [Manila, Philippines]. 

It is becoming more and more apparent that in 
the pathogenesis of disease the main organ involved 
may represent the end-process of a disturbed patho¬ 
logical-physiological entity. The finding of bleeding 
ulcers at the autopsy of a patient who had been 
admitted to the Whipple VA Hospital in Manila 
with a diagnosis of decompensated cor pulmonale 
was the initial factor in the investigation reported 
by tlie author. The patient, a 64-year-old man, had 
been hospitalized before at the same hospital witli- 
out ever showing any gastrointestinal sign or symp¬ 
tom. After his death it was considered advisable to 
perform a gastroscopic examination on all patients 
suffering from cor pulmonale or pulmonary em¬ 
physema. In a group of 65 such patients, radiologic 
examination disclosed that 7 had gastric ulcer; 10, 
duodenal ulcer; and 5, both gastric and duodenal 
ulcers. The gastric ulcers were mainly in the pre¬ 
pyloric region of the lesser curvature. Twenty-five 
other patients had gastritis of varied degrees of 
severity. Gastroscopy was performed on 13 of these 
25 patients, and in 9 of them it showed hy^per- 
trophic gastritis. Only a few of all the patients with 
gastrointestinal positive findings had shown any 
clinical signs or symptoms of this type of disorder. 

The clinical findings concerning this group of 
patients were compared with 65 records concern¬ 
ing cases of pulmonary emphysema or cor pul¬ 
monale, taken from the protocols of autopsies per¬ 
formed at the Whipple VA Hospital between 1948 
and 1955. The patients described in these records 
were all male, with an average age of 56 years. 
Gastroduodenal pathology was described in 27 of 
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tlic’.se 65 records. Ten pationls liad had gastric ulcer, 
and 11 had had duodenal ulcer, while 6 had suf¬ 
fered from hypertrophic gastritis. Seven of the 
patients with gastroduodenal trouble had died of 
massive hemorrhage, and 2 of hemorrhage and per¬ 
foration. Only in 3 cases of gastroduodenal disorder 
associated with cor pulmonale or pulmonary em¬ 
physema had the gastroduodenal condition been 
diagnosed and treated for any appreciable length 
of time prior to death. Scx'eral mechanisms may 
account for the association of peptic ulcer with cor 
pulmonale and pidmonary insufficiency; increased 
production of histamine may be one of the most 
important factors. Irrespcctiv'c of the causative fac¬ 
tor, it is important that patients suffering from cor 
pulmonale or pulmonary insufficiency be given a 
thorough gastroduodenal examination. It is also 
imperative that the administration of adrenocor¬ 
tical extracts and of reserpine to this group of pa¬ 
tients be controlled very carefully, given their 
greater eligibility for the production of ulcerative 
lesions in the stomach or duodenum. 

Accidental Swallowing of a Partial Denture and Its 
Spontaneous Passage Tlnough the Gastrointestinal 
Tract. W. Furste and P. Watkins. Am. Surgeon 
25!486-48S (July) 1939 [Baltimore]. 

A 26-year-old woman sneezed and swallowed a 
partial denture, which consisted of 2 teeth, a me¬ 
tallic support, and a sharp clasp at each end. Op¬ 
erative inters'ention was considered, primarily be¬ 
cause of the projecting sharp points of the denture 
.and not because of the size of the object. Fear was 
entertained that these sharp points might pene¬ 
trate the gastrointestinal tract at the pyloric or 
ileocecal valves or at the duodenal or duodeno¬ 
jejunal curvatures. With conservative management, 
however, the partial denture moved slowly through 
the gastrointestinal tract, and, 6 days after being 
swallowed, it was found enclosed in a mass of feces. 

Studies on the Oral and Parenteral Administration 
of D (-f) Xylose. C. E. Butterworth Jr., E, Perez- 
Santiago, J. M. de Jesus and R. Santini. New Eng¬ 
land J. Med. 261:157-164 (July 23) 1959 [Boston], 

The absorption of xylose by the mammalian in¬ 
testine was studied by Cori in 1925, and has re¬ 
cently received attention in connection with studies 
of malabsorption syndromes. The low levels of 
xylose absorption reported by Cori were later at¬ 
tributed to the fact that he used L-xylose, which 
is absorbed much more slowly than its isomer, 
D-xylose. Otlrer investigators substituted D-xylose 
in testing renal function and found that the uri¬ 
nary excretion of this pentose is proportional to 
the plasma concentration and is independent of the 
volume of urine flow. The authors present the 
results of oral and intravenous xylose tolerance 
tests and describe certain tests of xylose absorption 


and metabolism in laboratory animals. Commercial 
D-(-l-)-xylose (Pfanstiehl or Fisher), reagent grade, 
was used in all studies. A 25-Gm. dose was dis¬ 
solved in 250 ml. of tap water .and administered 
orally to fasting subjects. The glass was filled with 
another 250 ml. of water and administered to 
assure ingestion of the entire dose and to provide 
water for adequate urine flow. All urine excreted 
during the next 5 hours was collected. Xylose for 
intravenous administration was prepared as a 20% 
concentration (weight volume) in isotonic sodium 
chloride solution. Solutions were sterilized by 
autoclaving.' 

In a series of 114 normal subjects, the 5-hour 
urinary excretion of xylose after a 25-Gm. oral 
dose was found to be 5.7 Gm. (mean) ± 1.4 Gm. 
(S. D.). A result of less than 3 Gm. was presumptive 
evidence of malabsorption, low xylose results cor¬ 
relating well with other absorption tests. The test 
was simple, reproducible, and accurate and caused 
a minimum of inconvenience to the patient. In the 
presence of normal renal function, blood samples 
were not required, and venepunctures were avoid¬ 
ed. Patients with sprue in relapse consistently 
showed diminished urinary xylose excretion. In 49 
such subjects the mean excretion was 1.4 Gm. in 
5 hours. Treated patients showed excretion values 
ranging from low to normal, with a mean value 
of 3.5 Gm. Low values were sometimes encoun¬ 
tered in certain other megaloblastic anemias and 
in other malabsorption syndromes. Administration 
of xylose by the intravenous route to normal per¬ 
sons and patients with sprue resulted in excretion 
of approximately 11 Gm. in 24 hours in all subjects. 
This supports the contention that malabsorption 
accounts for the low excretory rate observed in 
patients with sprue after the oral administration 
of .xylose. 

Studies with normal laboratory animals indi¬ 
cated ready absorption of xylose by the intestine. 
Significantly more xylose was excreted with par¬ 
enteral administration than xvith oral administra¬ 
tion. It was not possible, though, to demonstrate 
chemically an increase in rat liver glycogen after 
/cylose administration. The simplicity and accuracy 
of the xylose test commend it for more widespread 
use in the diagnosis of malabsorption syndromes. 

Diverticulum of the Gallbladder: A Report of Three 
Cases and a Review of the Literature. J. P. Arco- 
mano and J. C. Barnett. Am. J. Digest. Dis. 4-556- 
562 (July) 1959 [New York]. 

Congenital gallbladder diverticula are referred to 
as true diverticula of the gallbladder and must be 
differentiated from acquired diverticula. The dif¬ 
ferentiation can be made on the basis of the histo¬ 
logical features of each when pathological speci- 
ments are available. True congenital diverticula 
retain all the histological features of the gallblad- 
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der; roentgenographically, they will become ap¬ 
parent and will contract nonnally after a motor 
fatty meal in the absence of any secondary condi¬ 
tion. Acquired diverticula, except the traction type, 
do not usually retain the histological features of 
the gallbladder. It is apparent from the literature 
that there are usually associated factors that pre¬ 
dispose to the formation of acquired diverticula. 
These can be in the nature of a traction diverticu¬ 
lum or in the form of a partially healed gallbladder 
fistula which may simulate a diverticulum in its 
projection from the gallbladder. Intramural diver- 
ticulosis may develop, having its origin secondary 
to chronic obstructive condition of the gallbladder, 
with resultant increased intracystic pressure. Final¬ 
ly, finger-like sinuses may project through defects 
in the muscularis mucosae to produce multiple 
pseudodiverticula or a single diverticulum. It is 
evident, from the etiological factors, that acquired 
diverticula cannot contract normally after a motor 
fatty meal because of inhibition by mechanical 
traction factors or because there is no normal mus¬ 
cularis mucosae present within the pseudodiver¬ 
ticula to respond to a normal stimulus. The authors 
report on 3 women with a diverticulum located in 
the fundus of tire gallbladder. Physical examination 
of these 3 patients was noncontributory, but a later 
gastrointestinal survey revealed the presence of a 
diverticulum. 

Gaucher’s Disease: Report of Two Cases in Father 
and Son and Review of the Literature. D, Yi-Yung 
Hsia, J. Naylor and J. A. Bigler. New England J. 
Med. 261:164-169 (July 23) 1959 [Boston]. 

Gaucher’s disease (also known as lipid histocy- 
tosis of kerasin type) is a rare hereditary metabolic 
disorder, some 300 cases having been reported 
since the condition was first described by Gaucher 
in 1882. The autliors briefly describe an "adult” 
form and an "infantile” form of the disease. The 
typical Gaucher cell is a large cell, 20 to 80 wide, 
whose cytoplasm is light blue in Giemsa-stained 
preparations. There are fine fibrils in tlie cytoplasm, 
giving a wrinkled rather tlian a foamy appearance. 
The cells are pofrunorphous and may have pro¬ 
jections or be stretched. The nucleus is small, 
pyknotic, and usually eccentric, and may be multi¬ 
ple. There is controversy over whether they are 
reticulum cells or are of endothelial origin. Gaucher 
cells are best demonstrated in the spleen, liver, and 
bone marrow. At least 3 substances have been 
isolated in normal quantities witliin the tissues 
containing Gaucher cells: a galactosiderocerebro- 
side (kerasin), which is composed of lignoceric 
acid, sphingosine, and galactose; a glucosidero- 
cerebroside, in which tlie hexose is present in the 
form of glucose instead of galactose; and a water- 
soluble glycolipid, which is made up of long-chain, 
saturated fatty acids, sphingosine, or a sphingosine- 


like base and one or more hexose residues. The 
last tjqje of compound has been named a “poly- 
cerebroside.” The explanations suggested for the 
disease are briefly discussed, and its familial oc¬ 
currence is mentioned. 

The cases presented concerned a 1-year-old boy 
and his 42-year-old father. In both patients the 
diagnosis was verified by the detection of t>’pical 
Gaucher cells in the bone marrow. The authors 
undertook a survey covering most of the cases of 
Gaucher’s disease reported in the literature. A total 
of 110 families were found. A superficial analysis 
suggests that the clinical entity known as Gaucher’s 
disease may represent at least 3 genetically distinct 
groups: in a few families, the condition is trans¬ 
mitted by an autosomal dominant gene; in the 
majority, it is caused by an autosomal recessive 
gene; and, in a third group, there is always neuro¬ 
logical involvement in addition to the usual changes 
in tlie bone, liver, and spleen, and the condition 
also appears to be Uansmitted by an autosomal 
recessive gene. At the present time, it is not known 
whether these genes represent a system of separate 
alleles having one locus, or are located at sepa¬ 
rate loci. 

Hepatic Coma Associated with Acute Viral Hepa¬ 
titis: Recovery with ACTH: Report of One Case. 
H. P. MacCubbin. Virginia M. Month. 86:414-416 
(July) 1959 [Richmond]. 

The case of a 16-year-old youth in coma subse¬ 
quent to hepatitis, who recovered after corticotro¬ 
pin (ACTH) was added to the therapeutic regimen, 
is presented. Six weeks prior to hospitalization the 
patient suffered from headache, vomiting, and 
deepening icterus. Examination on admission re¬ 
vealed a normally developed but deeply jaundiced, 
moderately cachectic, and quite dehydrated boy, 
who was lethargic and vaguely responded to ques¬ 
tioning. Rectal temperature was 100 F; pulse, 60 
per minute; and respiration, 16 per minute. The 
abdomen was slightly distended. The liver could 
be easily palpated 4 cm. below the costal margin 
and was smootli and tender. The spleen was not 
palpable. Treatment began xvith bed rest and 
dietotherapy with vitamin supplement including 
brewers’ yeast and vitamin B comjjlex. Pain in 
tlie region of the liver and vomitus (containing 
blood) precluded oral tlierapy. The parenteral ad¬ 
ministration of dextrose and electrolytes with 
vitamin supplement was started on the third day 
of hospitalization. Small amounts of meperidine 
(25 mg.) were given by injection for pain and 
restlessness; Kappadione was also administered 
intravenously. The abdominal fluid, however, in¬ 
creased in amount, and presacral edema of mild 
degree was noted. After salt had been removed 
from the diet, Thiomerin (1 cc.) was administered 
subcutaneously. 



Vol. 171, No. 12 


MKDICAL LITEHATURE ABSTRACTS 


213/1737 


On till' 5lli day of ho.spilalizalion the patient 
became comatose, and his condition appeared 
hopeless. It was then that the administration of 
ACTH (plain) was hegnn, 25 units being given 
intramuscularly every 6 hours, with very good 
results. In 4 days the youth was able to receive 
an adequate amount of fluids and other nutriments 
orally, and after 2 more days he was fully alert 
and cheerful and had an excellent appetite. The 
dose of ACTH was gradually decreased, and then 
disamtinued after 5 days. On the patient’s dis¬ 
charge a month later, the liver edge could be felt 
2 cm. below the rib margin, firm and nontender. 
The white blood cell count had also increased, 
and at the last follow-up the liver edge was barely 
palpable on deep inspiration. 

The mechanism of action of ACTH and corti¬ 
costeroids in case of coma due to acute viral hepa¬ 
titis is still unknown. A theory suggesting pituitary 
suppression in advanced liver disease on the basis 
of known decrease in 17-hydroxycorticoid output 
has been advanced. The author believes that ACTH 
and adrenocorticoids should be added to the usual 
therapeutic regimen when the latter stage of 
sensorial disturbance is reached. 

Staphylococcal Septicemia: A Review of 30 Cases. 
W. J. Holloway and E. G. Scott. Delaware M. J. 
31:198-203 Quly) 1959 [Farmhurst]. 

The authors present a clinical review of 32 
episodes of staphylococcic septicemia in 30 pa¬ 
tients observed during the past 3 years at the Dela¬ 
ware Hospital in Wilmington. Of the 32 episodes 
of staphylococcic septicemia, 20 were hospital- 
acquired infections and 12 were non-hospital- 
acquired. Eleven of the patients xvho acquired the 
infection from the hospital environment died, 
whereas only 2 of those with infections acquired 
prior to hospital admittance died. Seven of these 
13 deaths occurred in 10 patients who contracted 
the infection during the last year of this study, 
thus revealing an alarming increase in mortality. 
All the patients had at least a single isolation of 
a coagulase-positive Staphylococcus aureus from 
the blood stream. The most frequently recovered 
hospital strains were resistant to penicillin, to 
tetracycline, and, in 8 instances, to erythromycin. 
The organisms isolated from the 12 patients who 
were already infected on admission showed a lower 
order of resistance. Leukocytosis was a consistent 
finding in the patients in this study. Of 53 courses 
of therapy, good results were obtained 18 times; 
poor results, 29 times; and indeterminate results, 
6 times. The correlation between the in vitro sensi¬ 
tivity of the organisms and their in vivo sensitivity 
and tile in vivo response to the antibiotic was 
excellent. In 5 cases of septicemia in which anti¬ 
biotics had failed, cures were effected by surgical 
drainage of amenable foci of infection. 


It is suggested that therapy be instituted imme¬ 
diately when septicemia due to staphylococci is 
suspected in a hospitalized patient. Intravenously 
administered vancomycin should be given in doses 
of 1 or 2 Gm. per day. If the intravenous route is 
not feasible, neomycin or kanamycin may be given 
intramuscularly. Both of the latter drugs are toxic 
to the 8th nerve and should not be used in the 
presence of impaired renal function, unless the 
renal damage itself is a result of the staphylococcic 
infection. Chloramphenicol and novobiocin should 
not be used individually in the treatment of staph¬ 
ylococcic septicemia. When used together, or singly 
in combination with erythromycin, good therapeutic 
results may be expected. However, the authors’ 
experience with these essentially bacteriostatic 
agents in the treatment of severe staphylococcic 
infection has been disappointing. It is emphasized 
that, if an organism is susceptible to penicillin, 
this drug is certainly the antibiotic of choice. 
Among important measures which should bring 
about a reduction in mortality from staphylococcic 
septicemia are: (1) isolation of the infected patient; 

(2) protection of the highly susceptible patients; 

(3) scrupulous aseptic and antiseptic practices; (4) 
cessation of indiscriminate and prophylactic anti¬ 
biotic therapy; and (5) awareness of the problem 
by the medical profession. 

Immediate Results of Treatment of Advanced Ma¬ 
lignant Tumors rvith Combined Chemotherapy 
and Hormones in High Doses. J. Ramos Jr., E. 
Parisi, A. C. C. Junqueira and otliers. Rev. paulista 
med. 54:335-340 (May) 1959 (In Portuguese) [Sao 
Paulo, Brazil]. 

Forty-five patients with advanced cancer of dif¬ 
ferent types and localization received a combined 
chemical and hormonal treatment on the chemo¬ 
therapy service of the Associagao Paulista de 
Combate ao Cancer in Sao Paulo, Brazil. The treat¬ 
ment started with the administration of corticotro¬ 
pin (ACTH) and prednisone, given intramuscularly 
in daily doses of 240 to 300 mg. It included oral 
therapy with Meticorten, 100 mg. a day, and with 
Omcilon, 40 mg. a day. These doses, administered 
in association with nitrogen mustard (Dichloren), 
were reduced gradually. Dichloren was adminis¬ 
tered in the daily dosage of 0.1 mg. per kilogram of 
body weight for periods of 5 consecutive days. 
Two patients received this dosage for periods of 
10 consecutive days. In 4 cases the administration 
of triethylene melamine (TEM) was also included. 
Antibiotics and blood transfusions were part of 
the general therapeutic plan according to individ¬ 
ual needs. 

The results of the combined treatment were 
termed very good in 14 cases. These patients ex¬ 
perienced relief of tlieir symptoms, decrease of 
the tumor size, and, in some cases, a return to 
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normal life. Their survival was longer than 3 
months. The tumors which responded best to the 
therapy were ovarian and lung. There were fair 
results in 13 cases. These patients experienced at 
least a subjective improvement for about one 
month. In 9 patients tlie condition remained un¬ 
changed, and in the other 9 it continued a downhill 
course. In addition to these results, there was less 
depression of the bone marrow than is usually 
the case with the adminisb-ation of alkylating 
drugs. The side-effects were rather mild and easily 
controlled. 


SURGERY 

Surgery of Cerebral Hemorrhage: Report of the Re¬ 
sults of 52 Surgically Treated Cases. G. Lazorthes. 
J. Neurosurg. 16:355-364 (Julv) 1959 [Springfield, 
Ill.]. 

The autljor reports tlie results of surgical beat- 
ment in 52 cases of intracranial spontaneous hema¬ 
toma, omitting cases in which the inbacerebral 
bleeding was the result of bauma or tumor, or was 
secondary to vascular malfomiabons. The distinc¬ 
tion behveen cerebral hemorrhage and cerebral 
hematoma is not clear-cut. It has been stated that 
cerebral hemorrhage occurs in elderly hypertensive- 
arteriosclerobc patients, whereas cerebral hema¬ 
toma is met with in a relatively younger age group, 
presenting no significant signs of arteriosclerosis. 
In fact, neitlier the ebology nor tlie pathogenesis 
can be considered as sound criteria for difi^erenba- 
Hon. It has also been said that cerebral hemorrhage 
is deep-seated and infilbates the brain, whereas 
cerebral hematoma is located in a cerebral lobe, 
but die starting point of the bleeding is no proof 
in favor of the tj^pe of the lesion. 

In the author’s opinion, hemorrhage takes its 
source more often from the cenbal or capsulosbiate 
blood I'essels; what is of most significance is die 
exbavasation of blood toward the cortical centers 
or uatliin the white matter of the brain at the 
j'uncdon of cenbal and peripheral arterial terri¬ 
tories. The classical tj^pe of capsular hemorrhage 
often tears die internal capsule, compresses the 
diencephalic centers, and may invade the ventricles 
of the brain. From the internal or external capsule 
the hemorrhage may extend into the white matter 
of die cortex: in die frontal or in the temporal lobes; 
more frequently in the parieto-occipital region. It 
collects itself into a hematoma. The parieto-occipital 
location of die hematoma in die region proximal to 
the venbicle is by far die most frequent; it ac¬ 
counted for nearly 75% of die cases obsei^'ed by 
the audior. 

The decision to inter\'ene surgically rests on 
increase in severity of symptoms and on the exact 
location of die hematoma. Angiography is die con¬ 
clusive examination, because the diagnosis, the 


localization of the hematoma, and the explanation 
of the etiology depend on its findings. Moreover, 
it dictates the surgical procedure. In the subacute 
and pseudotumoral forms in young or middle-aged 
patients, with no signs of arteriosclerosis and no 
hypertension, the surgical approach is mandatory. 
In acute or sujieracute forms in older arterioscle¬ 
rotic patients with cardiovascular symptoms or 
impaired renal function, or in cases of massive 
capsular hemorrhage the decision has to be care¬ 
fully weighed. Results obtained justify operation 
in a high percentage of cases. 

Hypertension existed in 29 of the patients with 
cerebral hematoma reported. In this group there 
were 10 complete recoveries; 11 patients recovered 
but had sequels, such as paralysis, paresis, or hemi- 
opia; death occurred in 8. In 20 patients of a 
younger age group than those with hj'pertension, 
who had no signs of vascular lesions, there were 7 
complete recoveries with no neurological deficit 
and 13 recoveries with neurological residuals. 
There were 2 cases of hematoma secondary to 
subacute bacterial endocarditis; one patient had 
a complete recovery, and the other died on the 5th 
postoperative day of heart failure. There was one 
case of hematoma probably secondary to blood 
dyscrasia in an alcoholic patient, who recovered 
with a persistent residual hemiplegia. 

Time Studies of Acute, Reversible, Coronary Occlu¬ 
sions in Dogs. S. Yabuki, G. Blanco, J. E. Imbriglia 
and others. J. Thoracic Surg. 38:40-45 (July) 1959 
[St. Louis]. 

The surgical management of coronary occlusion 
has been directed toward relief of chronic myocar¬ 
dial ischemia by means of revascularization pro- 
cedmes. In tlie past, the indirect approach to 
revascularization has predominated with grafting 
of various tissues onto the myocardium (omentum, 
lung, pectoral muscle), implantation of systemic 
arteries into the heart musculabire, abrasion of the 
epicardium, and arterialization, or merely constric¬ 
tion of the coronary sinus. Lately, the direct attack 
on the consbicti’ng lesion, by endarterectomy or by 
e.xcision and replacement of the diseased segment, 
has made its appearance. Once the feasibility of the 
direct approach is accepted, the apjilicability of 
similar direct measures on the acutely obsbucting 
process, tliat is, the emergency surgical beatment 
of tlie acute coronary occlusion, can be considered. 
An essential factor in establishing the efFectiveness 
of such a policy would be to ascertain the available 
time during which emergency relief of an acute 
complete occlusion would result in preventing death 
of the myocardium. Should this time be commen¬ 
surate with tlie inteiwal needed for diagnosis, for 
bansportation of the patient to a surgical facility, 
and for performance of an emergency operation, 
such a poh'cy would have.a jrational basis. 
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In order to determine tlie critical period during 
which emergency relief of the complete ocelu.sive 
process would he curative, the author.s made experi¬ 
ments on animals. Dogs, weighing betu’een 12 and 
20 kg. (27 and 44 lb.), were anesthetized with in¬ 
travenously administered Pcntothal, intuhated, and 
connected to a mechanical respirator; oxygen was 
administered throughout the procedure. The left 
common carotid artery was cannulatcd, and con¬ 
tinuous blood pressure u'as recorded thereby. A 
thoracotomy was performed, and after incising the 
pericardium and securing it to the chest incision, 
the anterior descending branch of the left coronary 
artery was dissected free, care being taken to avoid 
trauma to its branches or to the accompanying 
veins. A braided silk ligature u'as then passed 
.around the arterx', and both ends were threaded 
through soft plastic tubing in order to provide a 
tourniquet. In some of the dogs the same procedure 
was employed at other sites along the course of the 
anterior descending artery or its 2 main branches. 

The tourniquet was then tightened, occluding the 
arterxf completely, as evidenced by distal collapse 
of the vessel and appearance of a cyanotic area 
corresponding to its distribution. Drying of the 
myocardial surface was prevented by moistening it 
with warm saline solution.. A record was kept of 
the myocardial action and color, blood pressure, 
and condition of the corneal reflex. After a definite 
period, the occlusion was terminated, the silk liga¬ 
ture was removed, and the pericardial and chest 
incisions were closed. Electrocardiographic record¬ 
ings of the 3 standard leads were obtained before 
opening the chest, during and after occlusion, and 
after chest closure. They were repeated at the time 
of killing, which varied between 48 hours and 14 
days after the operation. At the killing, the heart 
was excised. Twenty hearts were examined micro¬ 
scopically, the investigators noting the condition of 
the myocardium supplied by the temporarily oc¬ 
cluded artery, and examining the vessel itself for 
evidence of permanent damage or of postoperative 
thrombotic phenomena. The evidence obtained 
indicates that a complete occlusion lasting for more 
than 45 minutes will produce the irreversible 
changes characteristic of myocardial infarction. 

A Critical Evaluation of Direct Surgical Procedures 
in the Treatment of Occlusive Peripheral Vascular 
Disease. O. Creech Jr., R. J. Schrainel and K. 
Reemtsma. Am. Surgeon 25:492-497 (July) 1959 
[Baltimore]. 

The authors summarize the results of operations 
on 65 patients with occlusive peripheral vascular 
disease, 24 of whom had aortoiliac disease and 41 
had occlusion involving the femoral and popliteal 
arteries. Two types of procedures were employed, 
namely, bypass grafting and tliromboendarterec- 
tomy, or, more properly, thrombointimectomy. 


Crimped nylon grafts were used almost exclusively 
for bypass operations. Of the 24 patients with 
aortoiliac occlusion, 14 were treated by grafting. 
Of these 14 grafting operations, 12 were imme¬ 
diately successful in that there was restoration of 
blood flow with palpable pulses in the lower ex¬ 
tremities. Of the 12 functioning grafts, 1 subse¬ 
quently became infected and was removed, and in 
2 patients the graft became occluded about 6 
months after implantation. Tlie remaining 9 pa¬ 
tients have had significant improvement in their 
symptoms, and restoration of blood flow to the 
lower extremities has been maintained for periods 
varying from 6 months to 2 years. There were 2 
deaths in this group. Thrombointimectomy was 
performed on 10 patients with aortoiliac occlusion. 
All these operations restored blood flow, and there 
have been no late failures in this group. 

Of the 41 patients with femoral-popliteal occlu¬ 
sions, 26 were treated with grafts. Twenty of the 
procedures were immediately successful in that 
blood flow was restored, as indicated by palpable 
pedal pulses, relief of symptoms, and healing of 
necrotic areas. However, in 15 cases the grafts are 
known to have become occluded at periods ranging 
from 6 months to 2 years; 2 patients could not be 
followed, and in 3 the grafts are still functioning 
after periods of from 9 to 18 months. Of the 15 
patients with femoral-popliteal occlusions treated 
by thrombointimectomy, the operations were im¬ 
mediately successful in 11 and unsuccessful in 4. In 
2 of tlie 4 failures the bj'pass operation had also 
been unsuccessful. Among the 11 patients in whom 
thrombointimectomy was initially successful, no 
subsequent occlusion has occurred during periods 
of observation ranging from 2 to 18 months. Because 
of the frequency of late closure of bypass grafts, 
it is believed that thrombointimectomy is the pref¬ 
erable method of treatment in occlusive peripheral 
vascular disease. 

Perforated Duodenal Ulcer During Steroid Thera¬ 
py: Report of Four Cases, Including Two Giant 
Perforations. B. F. Benton and E. Bramlitt. Am. 
Surgeon 25:482-485 (July) 1959 [Baltimore], 

The first of the 4 patients reported was a 39-year- 
old woman who had been treated for rheumatoid 
arthritis for 20 years and during the past few months 
had received 10 mg. of prednisone daily. Several 
months before admission she began to have tarry 
stools. Gastrointestinal examinations revealed a 
duodenal ulcer, and ulcer therapy was instituted 
The onset of severe epigastric pain witli rigidity of 
the abdomen and vomiting induced the authors to 
make a roentgenogram of the abdomen in the lateral 
decubitus position. When tliis revealed free air in 
the peritoneal cavity, a tentative diagnosis of perfo¬ 
rated duodenal ulcer was made, and laparotomy wa' 
performed. A giant duodenal ulcer had perforated 
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into the peritoneal cavih'. This perforation was 3.5 
cm. in diameter, and it invoh’ed tlie lateral and 
anterior wall of the first portion of tire duodenum. 
A two-thirds subtotal gastrectomy was performed 
with an anterior Hofmeister anastomosis. The pa¬ 
tient had an uneventful postoperative course. She 
was on maintenance therapy with steroids during 
the postoperative course and after discharge from 
the hospital. Follow-up in the outpatient depart¬ 
ment revealed that she was getting along well and 
was free of ulcer sjanptoms. 

The second patient, an ll-yeai--old girl, was given 
at first 15 mg., and later 10 mg., of prednisolone 
after a diagnosis of dermatomyositis had been made. 
After se\'eral weeks of treatment she complained of 
abdominal pain, and a diagnosis of perforated pep¬ 
tic ulcer was made. At laparotomy she was found 
to have a 3-mm. perforation in the anterior wall of 
tlie duodenum. This was closed. The patient had an 
unei'entful postoperative course. She v'as gradually 
\veaned from her steroid therapy during the next 
month, and was discharged from tlie hospital in 
good condition. 

The remaining 2 patients died. One was a 41- 
year-old woman, who had bilateral pleural efFusions 
due to metastatic carcinoma of the breast. The 
patient had been on prednisone dierapy, 10 mg. 
daily, for 2 months, as well as on testosterone. Radi¬ 
cal mastectomy had been performed 2 years, and 
oophorectomy 17 montlis, previously. Autopsy re- 
r'ealed a l-cm.-wide ulcer in the first portion of the 
duodenum, with the gallbladder adherent to the 
perforation. No evidence of generalized peritonitis 
was present. The other patient who died was a 
6-year-old boj', who was being treated with 
prednisolone for the neplirotic simdrome. A diag¬ 
nosis of perforated peptic ulcer was made, but be¬ 
cause of his critical condition it was decided that 
nonoperative treatment should be carried out. He 
died, and autopsy revealed, among others, an 
at\T>ical pictare of acute glomerulonephritis, marked 
ascites, and a 3-by-4-cm. subhepatic abscess on tlie 
right. A large (2 by 3 cm.) perforated duodenal 
ulcer was found on the posterior aspect of the 
duodenum. 

Patients who are to be treated with any tj'pe of 
corticosteroid tlierapy should have an upper gas¬ 
trointestinal series done in order to rule out a duo¬ 
denal ulcer. If there is a histor)' of peptic ulcer or 
if die gastrointestinal series demonstrates ulcera¬ 
tion, it is usually adrisable to wathhold these diugs. 
Once perforation has occurred, it may be necessary', 
during and immediately after surgery', to give 
larger doses than the patient had been taking before 
surgery. Surgical inten'ention is urged in perfo¬ 
rated ulcers in these patients when possible, since a 
giant perforation may' be present and will not “seal” 
itself readily. Primary' gastric resection sliould be 
considered in patients on long-term steroid therapy' 
undergoing surgery' for perforated duodenal ulcers. 


Intestinal Diverticula. J. K. McCollum. Brit. M J 
2:34-38 (July 11) 1959 [London]. 

The author reports on 7 women and 3 men with 
uncomplicated diverticula of the duodenum, whose 
average age was 52 years.- Two of these patients 
had hematemesis and melena. The cases of 2 addi¬ 
tional patients, one a 65-y'ear-old woman with fatal 
hemorrhage from a jejunal diverticulum, and the 
other a 66-y'ear-old woman who recovered after 
resection of a segment of the upper jejunum for 
acute diverticulitis and had to be readmitted to 
hospital for hematemesis, are described. Ninety 
patients with diverticula of the colon and one pa¬ 
tient with acute diverticulitis of the cecum were 
studied. Tlie commonest presenting complaint of 
the patients with diverticulosis was that of recur¬ 
rent episodes of abdominal pain, accompanied in 
those with duodenal and jejunoileal div'erticulosis 
by' flatulent dyspepsia, and in patients with divertic¬ 
ula of tire colon by' alteration in bov'el habit. 

The high incidence of diverticula found simul¬ 
taneously in sei’eral segments of the intestine de¬ 
notes that it is a disease of the whole intestine, 
although the occurrence of a complication may 
direct attention mainly to one segment. Surgical 
intervention, other tlian that necessary for relief 
of an existing complication, would be advisable 
only in patients in whom it could be shov’n that a 
serious complication was likely to occur. Such inter¬ 
vention would not prevent progress of the disease 
or de\'elopment of later complication at a different 
level in the intestine. It is doubtful if uncomplicated 
duodenal diverticula even require active surgical 
treatment. Operation may' be necessary in patients 
with uncomplicated jejunal diverticula, particularly 
if the dy'spepsia is accompanied by' obstructive 
features. The demonstration of duodenal or jejunal 
diverticula may be regarded as an adequate ex¬ 
planation for chronic or recurrent dyspepsia, pro¬ 
vided that precautions have been taken to exclude 
other active lesions. 

Of the 90 patients with diverticula of the colon, 
61 had recurrent attacks of abdominal pain, pain¬ 
less diarrhea, or signs of pericolitis without frank 
pus formation; follow-up e.xaminations after 4 
y'ears showed, however, drat, with one exception, 
there had been no deterioration in any of them. 
The fact drat perforation of a diverticulum, i. e., a 
serious complication, occurred in one patient em¬ 
phasizes the risks these patients are subject to but 
does not provide a mandate for prophylactic re¬ 
section of the colon. The 2 most important compli¬ 
cations of diverticulosis of the colon obsen'ed have 
been diffuse peritonitis, secondary' to acute perfora¬ 
tion of a diverticulum, and acute suppurative 
pericolitis. Careful clinical assessment, sigmoid¬ 
oscopy, and roentgenograms are necessary after 
recovery from the acute illness and before a final 
decision is made. Pro-ximal colostomy' should be 
performed on most of the patients with perforation 
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of the colon: experience lurs .shown that this may be 
closed after rccovciy from the acute illness. The 
later prognosis for patients who recover from a 
perforated divcrticnhnn is good. 

Tlie causes of death in 4 paitients with acute 
suppurati\'c pericolitis were toxemia and exhaus¬ 
tion in 1 Yiatient, diffuse Yieritonitis in 2 \raticnts, and 
suppurative pylephlebitis in 1 patient. Autopsy in 
all of them showed widespread suppuration and 
necrosis in the iicricolic and retroperitoneal tissues. 
Surgical exploration should be undertaken early in 
patients with this condition, before the likely onset 
of such complications as pylephlebitis; if the find¬ 
ings arc such that simple drainage will not be 
effective, the diseased colon and the surrounding 
infected tissues should be removed. No attempt 
should be made, however, to reestablish intestinal 
continuity by simultaneous anastomosis. 

Carcinoma of the Colon in Young People. F. W. 
Chappell. Am. Surgeon 25:449-457 (July) 1959 
[Baltimore], 

Chappell aims to bring uir to date the information 
about carcinoma of the colon in young persons 
and to present 2 new patients, a 16-year-old girl 
and a 14-year-old boy, who were treated for car¬ 
cinoma of the colon at the Bajjtist Memorial Hos¬ 
pital in Memphis, Tenn., witliin the past few years. 
Data on 88 young tratients collected from the litera¬ 
ture (including the 2 recently observed by the 
author) are tabulated. The review includes only 
patients who were less than 20 years old, and in 
whom tile carcinoma was located in the portion of 
the colon above the rectosigmoid. The greatest 
number of cases occurring in the first 2 decades of 
life are in the lO-to-14-year age group. This would 
seem to be related to tlie increased growth rate and 
other physiological changes normally occurring at 
the age of puberty. Cancer of the colon (excluding 
the rectum) is slightly more common in females 
among adults, but it has been found to occur more 
frequently in males below the age of 20. Of 84 
patients for whom the sex was indicated in the 
series reported, 58 were males. 

The portion of the colon most commonly affected 
by carcinoma is the sigmoid, the site of 24 of the 
78 lesions which were accurately localized in this 
series. It has been supposed that the character of 
the intestinal content at this point, witli stasis and 
chronic mechanical irritation, may account for the 
increased frequency of carcinoma here. It has been 
repeatedly pointed out that carcinomas are more 
malignant in younger than in older persons. Al¬ 
though pathological details are lacking in many of 
the cases reviewed, there was found to be a liigh 
ineidence of the tumor type referred to as “colloid,” 
“mucinous,” or “gelatinous.” Of 73 cases in which 
the pathological type was indicated, 32 ( 43%) were 
of tlris variety. In contrast, colloid carcinomas make 


up less than 5% of colon carcinomas in adults. Tlie 
prognosis of carcinoma of the colon in children is 
very iroor. No cures have been confirmed in patients 
treated before the age of 16 years, the longest sur¬ 
vival being in a girl reported by Webster, who died 
of a cerebellar metastasis 4 years after her initial 
treatment. 

It has been stated that when cancer of the colon is 
encountered before the 4th decade of life it is 
usually on the basis of multiple polyposis or of 
ulcerative colitis, but none of these 88 cases of car¬ 
cinoma of the colon seemed to be associated with 
mulhple polyposis. Although it is generally recog¬ 
nized that a significant proportion of patients with 
untreated familial polyposis will develop carcinoma 
before the age of 40, it is apparently unusual for 
the malignancy to become manifest before the age 
of 20. In only one of the 88 patients was there 
evidence to indicate the presence of a polyp before 
the development of carcinoma; this was a 12-year- 
old boy who gave a history of repeated episodes of 
cramping lower abdominal pain associated with the 
passage of bloody mucus since the age of 3 years. 
The known malignant potential of familial poly¬ 
posis and of ulcerative colitis and the suspected 
malignant potential of solitary polyps justifj' an 
aggressive therapeutic attitude tow'ard these condi¬ 
tions in childhood. Treatment of carcinoma of the 
colon in children is essentially the same as in 
adults; that is, wide block resection to include the 
primary lesion and the adjacent lymphatic tissue. 

A Clinical Comparative Study of Autogenous and 
Homogenous-Bone Crafts. P. L. Carnesale and J. 
D. Spankus. J. Bone & Joint Surg. 4IA:887-894 
Quly) 1959 [Boston], 

The authors report observations on 143 consecu¬ 
tive bone-grafting procedures in which Merthiolate- 
preserved, homogenous bone was used, 137 
consecutive bone-grafting procedures in which 
autogenous bone alone was used, and 24 consecu¬ 
tive bone-grafting procedures in which a combina¬ 
tion of Merthiolate bank bone and autogenous 
bone w'as used. These figures do not include 10 
procedures in wdiich there was no follow-up. All 
bone-grafting procedures done behveen January, 
1948, and January, 1958, are included. The ages of 
the patients ranged from 19 to 62 years. There were 
16 (12%) failures in the autogenous group, 33 
(23%) in tire homogenous group, and 5 (21%) in 
the group in which a combination of autogenous 
and homogenous bone grafts xvas used. The inci¬ 
dence of failure w'ith autogenous chips was 8%- 
when a full-thickness autogenous bone block was 
used, the incidence of failure was 17%. The inci¬ 
dence of failure with homogenous chips was 19%- 
w'hen a full-thickness block graft was used, the 
incidence w'as 31%. A combination of autogenous 
and homogenous chips resulted in an 18% incidence 
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of failure. The occurrence of infection with 
Merthiolate-preserved homogenous grafts was less 
than that with autogenous grafts. Bone grafts in¬ 
serted in the presence of infection usually resulted 
in failure. No allergic reaction or sensitivity' to 
Merthiolate occurred, unless one concludes that the 
greater number of failures from the use of Merthio¬ 
late bone is on this basis. 

This clinical review confirms the impression that 
autogenous grafts are superior to homogenous 
grafts. Homogenous bone grafts are satisfactory' in 
specific situations, but tliey must be protected for 
a longer period of time than autogenous grafts. 
Tlrey may be used when the available supply of 
autogenous bone is not adequate for the particular 
situation or when the hazard of surgery is material¬ 
ly increased by the obtaining of autogenous bone. 
Homogenous bone may be used also when no 
previous plans have been made to obtain autoge¬ 
nous bone. Homogenous bone grafts are often 
used when a mechanical support is necessary and 
the condition does not warrant the taking of an 
autogenous graft; for example, in a depressed 
plateau fracture of the tibia. The authors believe 
that they are of the most value in supplementing 
autogenous bone grafts. 

Congenital Muscular Torticollis in Infancy; Some 
Observations Regarding Treatment. M. B. Coven¬ 
try and L. E. Harris. J. Bone & Joint Surg. 41A;815- 
822 (July) 1959 [Boston]. 

In congenital muscular torticollis a mass appears 
soon after birth in the belly of the steniocleidomas- 
toid muscle. This is accompanied by' a tilt of the 
head to the side of the muscle involved and by a 
rotation of the head, so that the cliin points to the 
opposite shoulder. Tire mass and the tilt and the 
rotation of the head and neck are accompanied by 
asymmetry' of the skull and facial bones. This 
asy'mmetry tends to lessen and, in fact, disappears 
as time goes on, unless the wry'neck becomes a 
permanent deformity. The pathogenesis of this con¬ 
dition is obscure. It is probably not due to muscle 
tearing or hemorrhage at birth, and it is, therefore, 
not a birth injury' per se. There is no agreement on 
a satisfactory' treatment of the condition. Available 
are phy'sical therapy measures, such as stretching 
and massage, or surgical measures which consist 
in either section of the sternocleidomastoid muscle, 
removal of the tumor itself, or a combination of 
the hvo. 

The authors rev'iew observations on 35 infants 
with congenital neonatal muscular torticollis, who 
were examined at the Mayo Clinic from 1944 to 
1954, inclusive. The infants were bom in or near 
Rochester, Minn. The incidence of congenital mus¬ 
cular torticollis was approximately 0.4%. Nineteen 
of tlie patients were girls, and 16 were boy's. The 
sternocleidomastoid tumor was discovered, on the 


average, 3% weeks after birtln The tumor dis¬ 
appeared at the average age of 14 weeks. Tlie long¬ 
est period between time of appearance and time of 
disappearance of the tumor was 5 months. Facial 
asymmetry' did not usually appear until about 1% 
months after the tumor appeared in the sterno¬ 
cleidomastoid muscle. The asy'mmetry tended to 
disappear for the most part by the age of 6 months'. 

Excellent results were obtained in all 24 infants 
in whom phy'sieal therapy (stretching and/or mas¬ 
sage) was given, usually by the motlier, and in the 
6 who were not treated, that is, the patient had no 
remaining tumor, no apparent deformity of the 
neck, and no asymmetry of the face or skull. Sur¬ 
gical treatment was employed in the remaining 5 
patients. Tliree of the 5 had excellent results, but 
2 had postoperative recurrence of the deformity' 
which required reoperation. The authors do not 
infer that all patients will get excellent results, 
without wry'neck deformity, if treated nonsurgi- 
cally. The 2 surgically treated patients who had 
poor results were operated on at 6 and 19% months 
of age, respectively. No immobilizing cast or dress¬ 
ing in the overconrected position was used. It has 
been suggested that the overcorrected position 
should be maintained postoperatively to prevent 
reattachment of tlie sectioned muscle and tendon. 

The authors conclude that there is no justification 
for operating on all patients with congenital mus¬ 
cular torticollis in infancy. If there is detectable 
wryneck deformity witli contracture of the sterno¬ 
cleidomastoid muscle after the age of one year, 
this muscle should be sectioned then because the 
deformity at that age may be permanent. How¬ 
ever, there is every indication that an operation at 
any age up to 12 years will give as good a result as 
an operation at an earlier age. The asymmetry of 
the skull and face will correct itself as long as 
growth potential is present. The child will grow, 
and these bones will be reshaped in the absence of 
the deforming pull of a tight sternocleidomastoid 
muscle. 

Treatment of Giant-Cell Tumor of Bone. E. W. 
Johnson Jr. and D. C. Dahlin. J. Bone &: Joint Surg. 
41A:895-904 (July) 1959 [Boston]. 

This study was undertaken because of conflicting 
claims concerning the best metliod of treatment for 
giant-cell tumors of bone. It is concerned with 116 
consecutive cases of giant-cell tumor, taken from 
the files of the Mayn Clinic. Variants of giant-cel! 
tumor were e.xcluded because of their dissimilarity 
in regard to response to therapy. By inquiries 
directed to patients, referring phy'sicians, and rela¬ 
tives, follow-up information was obtained for vary'- 
ing lengths of time on every patient. The ages of 
the patients ranged from 12 to 71 years, but 63.8% 
were in the third and fourth decades of life. Women 
predominated in the ratio of 64 to 52. Sixty-three 
of the tumors occurred in the upper portion of the 
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tibia or the lower portion of the feninr, with the 
latter .site being the mo.st common. The third com- 
nione.st site was the sacrum, with 11 tumors, and 
the fourth, the lower portion of the radius, with 9. 
Since many of these patients received various forms 
of thcrap)’, either primarily or for recurrences of 
the tumor, such as excision or amputation after 
curettage or irradiation, the same patients are con¬ 
sidered in more than one treatment category. This 
has made concise presentation of the results of 
therapy for each of the 116 patients difficult; yet 
the results of the various forms of therapy are pre¬ 
sented, and the patients are grouped according to 
the primary treatment given. 

In 71 patients curettage \\>as the primary treat¬ 
ment, hut it became evident that this is not the 
ideal treatment, for in 29.6% of the patients treated 
by this method recurrences developed within the 
first )’ear after therapy; at the end of 5 years the 
percentage with recurrences had climbed to 54.1%. 
Many combinations of treatment were employed 
for these patients, including curettage with or with¬ 
out grafts, irreoperatir'e and postoperative radiation 
therapy, and chemical cautery of the cavity. None 
of these ancillarj' measures appeared to influence 
the rate of recurrence in this group. A solitarx’ 
pulmonary metastatic deposit developed in one of 
the patients 4'A years after the primarj' lesion in 
the distal portion of the radius had been controlled 
by curettage and roentgenotherapy. The primar>’ 
tumor and the e.xcised metastatic deposit were 
histologically benign. Amputation became neces¬ 
sary as a secondary procedure in 14 of the patients 
treated by primary' curettage. Secondary' sarcoma, 
massive recurrence, and persistent draining and 
disabling lesions were the reasons for amputation. 

Radiation therapy alone was not successful in 
controlling any of the giant-cell tumors. There was 
also no evidence that it diminished the chance of 
recurrence when used as an ancillary measure with 
curettage, since the recurrence rate of tumors 
treated by curettage alone and by curettage com¬ 
bined with radiation was the same. The experience 
of these authors and of others indicates that radia¬ 
tion therapy may be influential in the genesis of 
sarcoma secondary to giant-cell tumor. It should 
be employed only for giant-cell tumors so situated 
that adequate surgical treatment is impossible. 

The tumors of 14 patients were treated primarily 
by excision, and those of another 4 were completely 
excised after failure of curettage and ancillar)' 
measures. Twelve of the 14 patients had no recur¬ 
rence while being followed for an average of 16.2 
years. Two had unsuccessful results. In one of 
these, excision of a tumor in the upper portion of 
the femur was probably successful, but ancillary 
radiation therapy was given, and the functional 
result was compromised by radiation necrosis of 
the acetabulum. The other patient had nonunion 
after excision of a tumor of tire upper end of the 


tibia, and secondary amputation was necessary. 
None of the 4 tumors excised after unsuccessful 
prior therapy has recurred. Tumors for which com¬ 
plete excision, along with removal of all surround¬ 
ing shells of bone and fibrous tissue, was attempted 
are an important group from the standpoint of 
successful treatment. If the giant-cell tumors situ¬ 
ated in the sacrum, spinal column, ilium, lower 
part of the tibia, and the skull are excluded, 79% 
of those in the series—that is, 92 tumors—could 
have been excised. To be sure, this implies an ag¬ 
gressive attitude in respect to surgery and a willing¬ 
ness to replace the removed bone with a bone 
graft or a prosthesis. Early excision, when the lesion 
is small, involves less loss of bone and easier re¬ 
placement, whether by graft or prosthesis, than 
excision used as a secondary form of treatment. 
Excision is the one successful treatment for these 
tumors. 

Results of Treatment of Congenital Dislocation of 
the Hip. I. V. Ponseti and E. R. Frigerio. J. Bone & 
Joint Surg. 41A:823-846 (July) 1959 [Boston], 

Beginning in 1942, changes were introduced in 
the treatment of congenital dislocation of the hip 
at the State University of Iowa college of medicine 
in Iowa City. The period of immobilization in a 
plaster cast was reduced to a maximum of 5 
months—usually 3 months in the first position and 
6 weeks or 2 months in the second position. This 
was followed by prolonged functional after-treat¬ 
ment, controlled with an abduction bar or an ab¬ 
duction brace. At county medical society meetings 
the general practitioners, pediatricians, and obste¬ 
tricians were instructed in recognition of early 
clinical signs of this disorder. Early diagnosis made 
treatment possible in tire first years of life and 
often in early infancy. 

The cases of congenital dislocation of the hip 
were classified in 3 gi-oups: preluxations, subluxa¬ 
tions, and dislocations. Hip preluxations were seen 
in infants under 8 months of age and were charac¬ 
terized clinically by the snapping sign. The dis¬ 
placed femoral head snapped into tlie center of the 
acetabulum by pressing the greater trochanter for¬ 
ward and abducting the thighs. In tlie roentgeno¬ 
grams the upper part of the femur appeared dis¬ 
placed upward or laterally. 

In the group of hip subluxations were included 
children, over 6 months of age, with a limited 
range of hip abduction, but with a negative snap¬ 
ping sign. In the roentgenograms the small center 
of ossification of the femoral head appeared to rest 
imder and lateral to the outer edge of the ossified 
portion of tlie sloping acetabular roof. This deform¬ 
ity appeared to be more severe than the preluxation 
and could only be reduced after muscle relaxation 
achieved with either general anesthesia or the ap¬ 
plication of an abduction brace or cast for several 
days or weeks. 
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The femoral head was showm to be above the 
margin of the ossified portion of tire acetabular 
roof in the roentgenograms of patients witli condi¬ 
tions classified as dislocations. Hip abduction was 
often severely limited, but the snapping sign was 
negative. General anesthesia was required for the 
reduction of this advanced deformit)'. During the 
first j^ear of life no clear line of demarcation e.vists 
between prelu,xations and sublu.vations. Likewise, 
during the second and third years the distinction 
between severe subluxations and low dislocations 
may be difficult. 

The anatomic results of treatment, from 1942 to 
1950, of patients under 4 years old with congenital 
dislocation of the hip and of those with preluxation 
treated from 1942 to 1954 have been reviewed. 
Thirty-two patients with 39 hip preluxations with 
a minimal follow-up of 4 years, 6 patients with 
7 sublu.vations, and 58 patients with 74 hip dis¬ 
locations and 4 subluxations with a minimal fol- 
lo\\"-up of 8 years were included in the study. The 
dislocations were reduced with the child under 
general anesthesia; only 3 open reductions were 
done when closed reduction failed. Rotation oste¬ 
otomy was done on 13 patients. Good anatomic 
results were obtained in all cases of preluxation 
and sublu.xation (groups 1 and 2). Good anatomic 
results were also obtained in 52 of the dislocated 
hips; a dysplastic hip resulted in 11 instances. 
Thus, the femoral head was in a correct position 
in the acetabulum in 63 of the 74 dislocated hips. 
Moderate subluxation developed in 5 hips, and 
severe sublu.xation in 6. No redislocation occurred. 

Closed reducdon, followed b)' carefully super- 
\dsed treatment, offers satisfactorj' results in the 
majority of congenital dislocations of the hip if a 
child is seen before he is 4 years of age. The im¬ 
portance of early treatment is apparent when the 
cases are divided into 3 groups. Good anatomic 
results were obtained in (a) all patients initially 
treated before the age of 1 year; (h) 78% of patients 
who were 1 to 2 years of age; and (c) only 57% of 
those who were 2 to 4 years of age. Early treat¬ 
ment offers the only possibility of obtaining good 
results almost regularly. 

Early Surgical Treatment of Aneurysms of the 
Circle of Wilh's. J. L. Pool, J. Ransohoff, M. D. 
Yahr and J. F. Hammill. Neurology 9:478-486 
(July) 1959 [Minneapolis]. 

The authors do not agree with those who con¬ 
sider surgical intervention of little benefit in the 
immediate postrupture period in patients with 
aneun'sms of the circle of Willis, but adwse major 
therapeutic efforts during this phase. This report 
concerns 46 patients who had intracranial clipping 
of an aneurj'sm in the so-called early danger period 
after rupture. Elev’en of these patients, however, 
were eidier comatose, moribund, or over 55 years 


of age; the results u'ere so unsatisfactory after 
early operation that the authors now avoid intra¬ 
cranial operation for most patients in these cate¬ 
gories. Therapy must be chosen with regard to 
the age and neurological and physical condition 
of the patients and to the location of their aneu¬ 
rysms. Patients who are suspected of having rup¬ 
tured intracranial aneurysms should be subjected 
to arteriography as soon as possible, even if tliis 
requires transportation to a center where serial 
angiography is available. The authors observed 
no ill-effects from such transfers. In patients under 
55 years old, who are not comatose, immediate 
intracranial clipping of their aneurysms under 
hypothermic anesthesia is advisable. 

Direct obliteration provides the best prospects 
for the patient’s long survival, and the earlier this 
is done, the less is the risk of fatal recurrent hemor¬ 
rhage, perrnanent hemiplegia and other neurolog¬ 
ical deficits, or fatal cerebral edema. Ewdence 
suggests that cerebral vasospasm—and not hema¬ 
toma—is often responsible for the above complica¬ 
tions. The effects of cerebral vasospasm may not 
become apparent—in the form of hemiplegia, for 
example—until the 6th to 8th day after aneurysmal 
rupture. It is advisable to operate prior to the 6th 
day after hemorrhage, wdienes'er the condition of 
the patient and the circulatory situation permit. 
While carotid ligation in the neck may be effective 
in aneurysms arising from die internal carotid 
artery or adjacent posterior communicating arter¬ 
ies, the authors reser\'e this technique for patients 
in whom direct intracranial attack is impossible 
for medical reasons, such as a bleeding tendency, 
cardiac decompensation, or the like. 

Multiple aneurysms do not necessarily represent 
a contraindication to intracranial surgery as long 
as angiography and clinical examination establish 
which lesion is actively bleeding. Severe vasospasm 
is frequentl)" a clue as to which aneurysm has bled. 
In the series reported, of 5 patients with multiple 
aneurysms, 2 have undergone bilateral staged sur¬ 
gery, and a third is about to have contralateral 
craniotomy. A 4th patient has refused reoperation 
or angiography, despite recent signs pointing to 
enlargement of her contralateral aneurysm 5 years 
after initial surgery; her present course indicates 
the need for treating multiple aneurysms whene^’er 
feasible. The 5th patient has 7 aneurysms for which 
further operation is virtually impossible. 

The authors believe, on the basis of having been 
able to return 27 of a selected group of 35 patients 
back to full normal activity, relieved of the threat 
of recurrent bleeding, that many lives can be saved 
and permanent neurological deficits averted by 
prompt intracranial attack on aneurysms of the 
circle of Willis. It also appears that more lives can 
be saved by operation within the 2-month critical 
period than by conservative drerapy in selected 
patients. 
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Open Heart Surgery for Acquired Mitral Insuffi¬ 
ciency. F. H. Elli-s- Jr., 1\. O. Brandenburg, J. A. 
Callahan and H. W. Marshall. A. M. A. Arch. 
Surg. 79:222-237 (Aug.) 1959 [Chicago]. 

Tiic authors report on 8 men and 7 women, be¬ 
tween the ages of 23 and 52 years, who were op¬ 
erated on for acquired mitral insufficiency at the 
Mayo Clinic. Most of the 15 patients had relatively 
pure mitral insufficienc\'; 2 also had moderate 
mitral stenosis; and 5 had ruptured chordae 
tendineae. The tissue of the posterior leaflet was 
deficient in 10. The mitral ring was dilated in 9. A 
bilateral, anterior thoracotomy incision through the 
bed of the nonresected 5th rib was used in 5 pa¬ 
tients. Although this incision gives excellent ex¬ 
posure, the authors prefer an anterolateral incision 
through the bed of the nonresected 5th or 6th rib, 
and this right lateral approach without induction 
of cardiac arrest was used in 10 patients. A variety 
of surgical techniques was employed, including 
mitral annuloplasty, plication of the elongated 
leaflet with ruptured chordae tendineae, and use of 
a compressed roll of Ivalon as a substitute for 
deficient posterior leaflet tissue. There were 3 hos¬ 
pital deaths, and one patient died suddenly in heart 
failure 2 months after the operation. Of the 11 
surviving patients, 8 were followed up long enough 
for evaluation, i. e., for from 3 to 12 months, and 
7 of these obtained excellent functional results and 
1 was improved. The hemodynamic findings in 9 
patients studied by right heart catheterization soon 
after the operation showed in all the patients nor¬ 
mal or near normal values of all physiological 
variables studied. Of 3 patients studied after an 
additional interval of several months, 2 showed 
evidence of some recurrence of mitral insufficiency. 

Further time must elapse before this approach 
to the correction of acquired mitral insufllciency 
can be fully evaluated. At present the authors are 
advising open-heart repair for patients with rela¬ 
tively pure mitral insufficiency when significant 
progressive functional disability is present. 

Surgical Therapy of Mitral Stenosis in Pregnancy: 
26 Personal Observations. A. Actis Dato, R. Gentilli, 
V. Levi and others. Minerva med. 50:1905-1918 
(June 13) 1959 (In Italian) [Turin, Italy]. 

Twenty-six pregnant women, aged between 22 
and 41 years, with mitral stenosis underwent mitral 
commissurotomy between the 3rd and the 6tli 
montli of pregnancy. Sixteen patients had been 
previously pregnant and had term delivery; 4 had 
had either therapeutic abortion alone or tlrera- 
peutic abortion and term delivery; and 6 had never 
been previously pregnant. Pure mitral stenosis had 
been established on auscultation in 14 patients. 
Sinus rhythm, which in some instances was accom¬ 
panied by a slight tachycardia or bradycardia, was 
observed in 24 patients on electrocardiographic 


examination. The size of the mitral orifice at op¬ 
eration was found to be very small in most patients, 
ranging from 0.4 to 1 sq. cm. 

After the operation, patients had a moderate 
chest pain related to the operative trauma; pleural 
effusion took place in 18 patients, and moderate 
dyspnea in a few. The body temperature was nor¬ 
malized within 7 days after the operation. Atrial 
fibrillation, which developed in 3 patients who had 
preoperatively had sinus rhythm, subsided with a 
cardiokinetic treatment within a few days. Digitalis 
was given to the patients in the immediate and the 
later postoperative period. No patient died either 
during or after the operation. Intrauterine death 
took place in 1 instance, and spontaneous abortion 
in 2. A patient underwent successful cesarean sec¬ 
tion at term. The postoperative course was very 
good in 21 patients, good in 3, and fair in 2. No 
postoperative rheumatic episodes developed. The 
authors believe that evaluation of a surgical cor¬ 
rection of mitral stenosis in pregnancy should be 
made with the same criteria as in instances in 
which there is no pregnancy. Surgical correction 
of mitral stenosis is indicated during the first 
period of pregnancy, provided that either pure 
mitral stenosis or conditions in which mitral 
stenosis is the main disorder are present. No thera¬ 
peutic abortion is necessary. 

Solitary Pulmonary Nodule. G. H. C. Joynt and 
K. P. Vassal. Canad. M. A. J. 81:78-81 (July 15) 
1959 [Toronto]. 

Sixty consecutive resections of solitary pulmo¬ 
nary nodules, performed over a 10-year period 
(1948-1959), are reported. The patients were 28 to 
72 years of age. Twenty-eight patients presented 
a malignant tumor of the lung; 10 were treated 
by pneumonectomy, 17 by lobectomy, and 1 by 
segmental resection. The pathological reports in 
these 28 patients showed 10 anaplastic or undiffer¬ 
entiated tumors, 8 epidermoid or squamous-cell 
carcinomas, 8 adenocarcinomas, and 2 alveolar 
(cell) carcinomas. Most of these patients were 
male; there were 9 females, 4 of whom presented 
adenocarcinoma and 2 alveolar ■ (cell) carcinoma. 
Eleven resections were carried out for primary 
carcinoma of the lung beUveen 1948 and 1953; 
the 5-year follow-up revealed that 6 of tliese pa¬ 
tients had died, 3 could not be traced, and 2 (one 
with an adenocarcinoma and the other with a 
squamous-cell carcinoma) were alive and well. 
Of the 28 patients with primary lung carcinoma, 
10 died within 2 years; the greatest mortality oc¬ 
curred within the first year after the operation. A 
high proportion of anaplastic carcinomas was found 
among the 28 patients. 

There was no definite proved lesion caused by a 
fungus in 22 granulomas observed in the total 
series. Cultures for tubercle bacilli and guinea-pig 
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inoculation were carried out in 13 patients; a posi¬ 
tive result was obtained in 6. Two of tlie 6 patients 
were sent to a sanatorium for postoperative man¬ 
agement with antimicrobial drugs, one being 
treated for a j^ear and then returned to work, the 
other being treated for 6 months. The remaining 
4 patients returned to work 2 or 3 months after 
the operation, but they were treated with anti¬ 
microbial drugs for 6 months postoperatively. 
Three of 5 metastatic tumors present in the series 
originated from a hj'pernephroma, one from an 
osteogenic sarcoma, and one from a melanotic 
sarcoma. The patient with the latter is still alive 
and well 3 years after pulmonary resection. One 
patient with a metastatic lesion from a hyperne¬ 
phroma is also living. The patient with the meta¬ 
static tumor from the osteogenic sarcoma died 3 
years after the operation. 

All 60 patients survived the operation, and no 
serious complications were encountered. The mor¬ 
bidity was minimal, and frequendy the patient 
returned to work in 2 or 3 weeks. A more con¬ 
servative approach was adopted u’hen die pulmo¬ 
nary nodule was frankly caseous and contained 
tubercle bacilli. The authors believe that, with' few 
e,\'ceptions, isolated intrapulmonary nodules are 
best treated by prompt surgical exploration, unless 
an exact preoperative diagnosis is possible or a 
malignant tumor can be excluded with certainty. 

Thoracic Esophageal Diverticula: Report of Three 
Cases. T. W. Shields and M. C. Anderson. Am. J. 
Digest. Dis. 4:522-533 (July) 1959 [New York]. 

Intrathoracic esophageal diverticula may be con¬ 
sidered eidier epibronchial or epiphrenic according 
to their point of origin in die intrathoracic esopha¬ 
gus. The mechanisms of pathogenesis are consid¬ 
ered to be a combination of traction and pulsion 
as well as neuromuscular incoordination. The trac¬ 
tion diverticulum consists of all coats of the esopha¬ 
geal wall and arises from external pull exerted by 
various e.xtrinsic lesions on the wall of the esopha¬ 
gus. The pulsion diverticulum consists of the 
mucosa, the lamina propria, and at times the circu¬ 
lar muscular layer which herniates througli a de¬ 
fect in the longitudinal muscular wall of the 
esophagus. The traction-pulsion diverticulum arises 
and persists as a result of both intrinsic and ex¬ 
trinsic factors, and undoubtedly such a mechanism 
is common to many of the intrathoracic diverticula. 
The functional diverticulum, transient in nature, is 
an apparent diverticulum arising from incoordina¬ 
tion of esophageal muscular activitj'. An epibron¬ 
chial diverticulum arises in die region of, or above, 
the tracheal bifurcation, and an epiphrenic diverti¬ 
culum in the distal segment of the esophagus just 
above the diaphragm. The diagnosis of an epi- 
plirenic diverticulum depends on roentgenographic 
examination of the esophagus witii barium or other 


contrast mediums. Once a diverticulum has been 
demonstrated roentgenographically, other lesions 
must be ruled out as the source of symptoms. Stud¬ 
ies of the stomach, duodenum, and biliary tract, as 
well as electrocardiograms, are essential. 

Patients with epibronchial diverticula should be 
treated surgically to prevent complications. Com¬ 
plications of epiphrenic pouches are infrequent, 
but, as u'ith epibronchial diverticula, infection and 
ulceration may occur. Hemorrhage or perforation, 
with subsequent mediastinitis, empyema, or bron¬ 
chopleural fistula, may be the result of these. 
Esophageal stricture or carcinoma has occasionally 
been associated \rith an epiphrenic dir'erticulum, 
as well as pulmonary infection from regurgitation 
and aspiration or as a direct result of fistula forma¬ 
tion. The histories of 3 patients in whom epiphrenic 
diverticula were discovered incidentally by roent¬ 
genographic examination of the esophagus with 
barium are presented. Transthoracic excision of 
die dh'erticula relieved the patients of their com¬ 
plaints. 

Aortic-Pedicle Technic for Obtaining Immediate 
Vascularization of Fetal Parathyroid-Gland Trans¬ 
plants in Man: Application in Three Patients with 
Hypoparathyroidism Appearing After Thyroidec¬ 
tomy. E. Watkins Jr., L. L. Haynes and H. D. 
Adams. New England J. Med. 261:105-112 (July 
16) 1959 [Boston]. 

Since medical management of chronic depriva¬ 
tion of parathyroid function as a result of operation 
may give rise to renal or ophthalmic complications 
over a period of years, it would be desirable to 
provide an endogenous source of parathyroid se¬ 
cretion by transplantation of functioning gland into 
the patient. A variety of methods have been used 
for the homologous transplantation of parathyroid 
glands. Fragments of the endocrine tissue have 
been grafted without immediate reestablishment 
of blood vessel continuity. Some of these trans¬ 
plants appear to liave been tolerated despite genetic 
dissimilarity betiveen donor and host. A grafting 
method should meet 2 additional criteria; the 
parathyroid gland should be derived from a new¬ 
born infant—preferably a premature infant—within 
a short time after birth; and the embryonic gland 
should be connected to the host by surgical anasto¬ 
mosis of blood vessels. Tire first requirement is 
based upon the evidence that embryonic endocrine 
tissue is less likely to evoke an immune reaction 
than adult tissue, and the second criterion assures 
immediate nutrition of the parathyroid homograft. 

Transplantation of a vascularized pedicle of 
pretracheal tissue from a premature infant affords 
a method of transplanting minute parathyroid 
gland tissue from an immature neonate into a 
patient with parathyroid deficiency. All pretracheal 
tissue encompassing the minute thyroid and para- 



Vol. 171, No. 12 


MEDICAL LITEnATUnE ABSTIUCTS 


223/1747 


thyroid unlagc is removed in conlinuity with the 
aorta and superior \'ena cava. These larger vessels 
are anastomosed to suitable vessels in the groin 
of the deficient patient, and channel blood to the 
tissues of the pedicle. The method affords adequate 
vessels for surgical anastomosis despite the small 
size of the fetal parathyroid gland. Evidence indi¬ 
cates that embryonic tissue survives homologous 
transplantation more readily than adult tissue. 
The method described assures adequate immediate 
blood supply to such embryonic tissue. The aortic- 
pedicle technique may be useful in transplantation 
of other embryonic endocrine tissues. 

The method has been applied in 3 patients suf¬ 
fering from chronic hypocalcemic tetany after 
thyroidectomv’. In the first patient, grafting early 
in 1956 was followed by the complete elimination 
of all medication requirements and striking im- 
pro\'ement in the patient’s mineral equilibrium, 
nutrition, sense of well-being, and ability to per- 
fomr strong muscular exercise; in this case tetany 
was relieved. In 2 additional jiatients recently sub¬ 
jected to the grafting procedure, tetany persists, but 
die interval elapsing is too short to permit conclu¬ 
sions concerning the status of the transplant. 

Biopsy Technique in the Diagnosis of Intrathoracic 
Disease. B. R. Lawton. Wisconsin M. J. 58:351-355 
(July) 1959 [Madison]. 

The development of specific therapy for increas¬ 
ing numbers of intrathoracic diseases has made 
mandatory the establishment of histopathological 
or microbiological diagnosis in every case possible. 
This prompted the author to present his experience 
with little used biopsy techniques carried out in 
60 patients. The total of 75 biopsy procedures 
comprised 54 scalene node biopsies, 13 pulmonary 
biopsies, and 8 pleural biopsies. Positive diagnosis 
was established by biopsy in 33 patients, or 55% 
of those in tliis series. In the remaining 27 patients, 
a diagnosis was established later by thoracotomy 
in 13 and at autopsy in one; in 13 patients micro¬ 
scopic diagnosis was not established. 

In an attempt to better establish the indications 
for these procedures, the author tried to correlate 
positive biopsies with specific x-ray findings. It was 
found that, in 19 cases in which the radiologist 
described enlarged hilar nodes, 6 had positive 
scalene node biopsies. Of 21 cases showing diffuse 
pulmonary infiltration, scalene nodes were abnor¬ 
mal in only 5, and 2 of these were not diagnostic. 
This reduces the diagnostic usefulness to 14% in 
this type of case. Therefore, scalene node biopsy 
in cases of diffuse pulmonary infiltration has been 
abandoned in favor of primary pulmonary biopsy. 
To illustrate the usefulness of biopsy procedures, 
paired x-rays are presented which show that, in 
each pair of cases with similar x-ray findings, the 
diagnoses are totally different and treatment dia¬ 


metrically opposed. With more liberal and logical 
application of these techniques, further improve¬ 
ment is anticipated. 

Controlled Blood Pressure Reduction and Artificial 
Hypothermia as Emergency Measure in Threaten¬ 
ing Hemorrhages from Esophageal Varices. G. 
Kuhlgatz. Chirurg 30:296-299 (July) 1959 (In Ger¬ 
man) [Berlin]. 

Transfusion of whole blood and the adminis¬ 
tration of oxygen are the most important emer¬ 
gency measures in patients with acute bleeding 
from esophageal varices. In some patients it is 
advisable to introduce the blood intra-arterially 
under pressure by way of the femoral artery. Even 
this procedure, in some instances, fails to control 
the circulatory collapse, because the hemorrhage 
may increase as the blood pressure rises parallel 
to the refilling of the depleted circulation, or an 
arrested hemorrhage may commence again. Under 
these conditions, determined efforts have to be 
made to arrest the hemorrhage by conservative 
means until the patient’s general condition permits 
a surgical intervention. 

In 6 patients with massive hemorrhages from 
esophageal varices, in whom other conservative 
measures had failed, the author succeeded in ar¬ 
resting the hemorrhage by controlled blood pres¬ 
sure reduction in combination with artificial hypo¬ 
thermia. In 4 of these patients bleeding did not 
recur, even after the blood pressure bad been nor¬ 
malized; this permitted adequate preparation for 
the surgical treatment, which had been inadvisable 
because of the poor general condition (cirrhosis of 
the liver, jaundice, ascites). In the remaining 2 
patients the hypotension permitted the refilling 
and stabilization of the circulation, so that the 
operations could be carried out under favorable 
conditions—in one patient resection of the cardia 
with esophagogastrostomy, and in the other trans¬ 
thoracic ligature of the varices. 

The case histories of the 6 patients show that 
blood pressure reduction was produced with the 
aid of adrenergic blocking agents, such as Hyder- 
gine, and by ganglionic blocking agents, such as 
hexamethonium, also by putting the patients in a 
suitable position. Artificial hypothermia was in¬ 
duced with the aid of ice packs, until the rectal 
temperature had been reduced to as low as 26 C 
(78.8 F) in one of the patients, but in the otliers 
to only 28 to 34 C (82.4 to 93.2' F). Hypothermia 
was usually continued for 2 days, and hypotension 
for several days longer. The author advises against 
artificial reheating by means of heat packs and 
short-wave treatment, and prefers to await spon¬ 
taneous restoration of normal body temperature 
He emphasizes that the use of hypotension plus 
hypothermia requires high standards of nursing 
care: frequent changing of the patient’s position 
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because of the greater predisposition to decubitus 
ulcers, also cleansing enemas, bladder irrigations, 
feeding by nasal tube, and continuous control of 
circulation, respiration, temperature, and fluid and 
mineral balance. 

Supra- and Transduodenal Exploration of the Com¬ 
mon Bile Duct. H. Mahorner. Am. J. Gastroenterol. 
32:182-189 (Aug.) 1959 [New York], 

A series of 445 operations for benign lesions of 
tlie biliary tract have been analyzed and used as 
a basic study. There are several advantages in the 
transduodenal approach Avhen exploring the com¬ 
mon bile duct: soft tissue obstruction may be 
\’isualized; pancreatitis and stenosis of the ampulla, 
a true organic obstruction, may be obviated by 
ampullotomy; and carcinoma of the ampulla of 
Vater may be discovered, and a proper operation 
(pancreatoduodenectomy) may be performed. Car¬ 
cinoma of the pancreas, easily overlooked other¬ 
wise, was found twice in this series of 445 
operations for benign lesions. One of the patients 
was cured by pancreatoduodenectomy; the car¬ 
cinoma of the other, which had been overlooked 
3 times elsewhere during common bile duct ex¬ 
ploration, i-ecurred after local removal. Three times 
in this series of duct exploration, stones were known 
to have been left; this occurred when tlie supra¬ 
duodenal approach alone was used. A higher 
percentage of stones were removed when the com¬ 
bined supraduodenal and transduodenal approach 
was used (50%) than when the supraduodenal route 
alone was employed (27%). 

Opening of the common bile duct is indicated 
in case of obstruction, either from stones or from 
soft tissue, such as pancreatitis or ampullitis, or 
from carcinoma at the end of the duct, but it is 
definitely contraindicated when there is no ob¬ 
struction. The opening of the common duct is 
justifiable in patients with jaundice or u'ith a history 
of jaundice. When stones u’ere recovered from the 
common bile duct in patients of this series, jaundice 
was present in approximately 54% of the patients, 
and v'as absent in 46%. This clearly demonstrates 
that the absence of jaundice does not exclude the 
presence of stones in the common bile duct. The 
eridence at operation was found to substantiate 
the diagnosis of pancreatitis in 25 of the patients. 
In 24 of these the common duct was explored, and 
in 1 a decompression was obtained by cholecys- 
tostomy. All the patients recovered. 

A comparison of the results obtained by the 
supraduodenal approach, performed on one-half 
of the patients, with those obtained by the com¬ 
bined supraduodenal and transduodenal method, 
used in the other half, showed tliat mortality was 
not higher in the group in which the combined 
method was used. Tliis, how'ever, does not mean 
that the combined method is safer; it must, in fact. 


be used judiciously and with technical precision. 
The indications for opening the duodenum after 
having made a supraduodenal opening in the com¬ 
mon bile duct are as follows; (1) presence of multi¬ 
ple stones in the common bile duct, in case their 
complete removal or the free passage of the sound 
into the duodenum is doubtful; (2) presence of 
pancreatitis; and (3) uncertainty as to whether 
the sound has passed into the duodenum. The 
contraindications for opening the duodenum are 
as important as the indications, and are as follows: 
(1) massive edema of the gastrohepatic omentum 
and the duodenum, such as is frequently found with 
acute cholecystitis; (2) acute hemorrhagic pan¬ 
creatitis; (3) debilitated condition of the patient; 
and (4) age of elderly patients, unless a stone is 
known to be impacted in the ampulla of Vater 
necessitating tlris operation. It is advisable to per¬ 
form a two-stage operation in patients with acute 
cholecystitis associated with edema, performing 
cholecystostomy first and leaving exploration of 
the common bile duct until later. Even when 
justifiable indications e.vist for e.vploring the com¬ 
mon bile duct, the contraindications may be 
stronger under certain circumstances of acute in¬ 
fection, when clear identification is not feasible 
wthout accepting exceptional hazard. 

The Kidneys in Surgery of the Abdominal Aorta. 
D. E. Szilagyi, R. F. Smith and J. G. Whitcomb. 
A. M. A. Arch. Surg. 79:252-268 (Aug.) 1959 [Chi¬ 
cago]. 

The autliors rei^ort on 250 patients, most of them 
men, behveen the ages of 50 and 65 years, with 
arteriosclerotic disease of the abdominal aorta for 
which they were operated on at the Henrjf Ford 
Hospital in Detroit. Observations on these patients 
showed that it is not only prudent but physiolog¬ 
ically correct to regard every patient with arterio¬ 
sclerotic disease of the abdominal aorta severe 
enough to require surgical treatment as having a 
reduced renal reserve and, therefore, a diminished 
ability to withstand the physiological assault of an 
operation of great magnitude. Aside from the elu¬ 
sive injuries of operative trauma, the kidneys may 
be subjected to direct physical damage in 2 ways 
peculiar to aortic surgery: through ischemia due 
to occlusion of the abdominal aorta by clamping, 
and through chemical trauma inflicted through 
the injection of contrast mediums in the course 
of diagnostic studies. 

Although cross clamping of the abdominal aorta 
distal to the renal arteries has not been found re¬ 
sponsible for any specific physiological injury, its 
harmful potentialities must be kept in mind. The 
safe period of cross clamping of the aorta above 
the renal arteries has been found to be 30 minutes 
for kidneys without manifest organic disease. In 
operative procedures requiring longer clamping, 
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renal circulation must be maintained by some form 
of bypass. Nino (1S%) of 50 patients from whom 
aortograms were obtained with the aid of 70% 
sodium acetrizoate (Urokon) showed significant 
depression of renal function for 48 hours to 11 
days after the aortography. The use of the least 
toxic contrast medium (diatrizoate [Hypaque] so¬ 
dium), in the smallest possible amount, with multi¬ 
ple exposure technique for the avoidance of 
repetition of injection, is recommended. The use¬ 
fulness of the determination of the preaortographic 
and the postaortographic serum creatinine level as 
a functional index of renal function is stressed. 

The possibility of the presence of accessory renal 
arteries must be remembered in the course of op¬ 
erative dissection of the abdominal aorta. Wben- 
ever the aortic dissection reaches above the level of 
the inferior mesenteric artery, the left renal vein 
must be looked for, and, if it is not found in its 
normal anatomic location, it must be sought in a 
retroaortic position. In dealing with horseshoe kid¬ 
neys associated with an aneurysm of the abdominal 
aorta, bisection of the renal isthmus, suture of the 
eut ends, and resection of the separated kidneys 
allow the removal of the aneurysm in the routine 
manner. When an abdominal aneurysm is compli¬ 
cated by ureteral obstruction, the resection of the 
aneurysm is indicated at the earliest safe moment. 

Pseudomembranous Enterocolitis: The Experi¬ 
mental Induction of the Disease with Staphylo¬ 
coccus Aureus and Its Enterotoxin. J. V. Prohaska. 
A. M. A. Arch. Surg. 79:197-206 (Aug.) 1959 [Chi¬ 
cago]. 

In an attempt to correct existing misconceptions 
concerning the pathogenesis of pseudomembranous 
enterocolitis, and prompted by the fact that this 
disease persists as a serious and often fatal com¬ 
plication of major surgical procedures, the author 
performed experiments on chinchillas, cats, and 
kittens. Fatal enterocolitis was induced in chinchil¬ 
las to which particular strains of staphylococci had 
been administered orally after the animals had 
been given an antibiotic mixture consisting of 
12.5 mg. of chlortetracycline (Aureomycin), 12.5 mg. 
of oxytetracycline (Terramycin), and 25 mg. of 
sulfisoxazole (Gantrisin). Fatal enterocolitis was also 
induced by the oral administration of staphylococ¬ 
cic enterotoxin to chinchillas which had never re¬ 
ceived antibiotics. Nonfatal enteritis was induced 
by the oral administration of staphylococcic entero¬ 
toxin to cats and kittens which had likewise never 
received antibiotics. 

The enterotoxin given to these animals was ex¬ 
tracted from cultures of staphylococci which repre¬ 
sented pure isolates from stools of patients seriously 
ill with pseudomembranous enterocolitis or from 
a culture of staphylococci isolated from frozen 
shrimps known to be implicated in food poisoning. 


The stool cultures of the experimental animals re¬ 
mained normal, and at autopsy no staphylococci 
could be isolated. The absence of staphylococci 
in the intestinal tract of the animals receiving only 
the enterotoxin indicates that the enteritis is pro¬ 
duced by the enterotoxin alone. It is concluded 
that pseudomembranous enteroeolitis develops in 
man when colonies of staphylococci are able to 
grow in his intestine and elaborate enterotoxin. 
The symptoms of pseudomembranous enterocolitis, 
the physical changes observed in the intestine, and 
the fatal termination of the disease are due to the 
enterotoxin. 

Results of Subtotal Gastrectomy in 449 Patients 
with Benign Peptic Ulcer. R. M. Penick and R. A. 
Armstrong. Am. J. Gastroenterol. 32:152-157 (Aug.l 
1959 [New York]. 

The results of subtotal gastrectomy performed 
during the years from 1942 through 1956 at the 
Ochsner Clinic, in New Orleans, were evaluated. 
A total of 462 patients were operated on for benign 
peptic ulcer of the duodenum or stomach; included 
were 314 patients with duodenal ulcer, 123 with 
gastric ulcer, and 25 with gastrojejunal ulcer. Of 
these, 449 were subjected to subtotal gastrectomy. 
Adequate follow-up data were obtained in 413 
patients. The operation consisted of a posterior 
Hofmeister modification of Billroth II, witli re¬ 
moval of 75% of the stomach or more. The total 
postoperative mortality rate in patients in whom 
conservative resection was made was 1.8%, which 
was slightly higher when 80% or more of the 
stomach was removed. On the other hand, gastro¬ 
jejunal ulcer as a sequela to gastrectomy developed 
in only 1.3% of tlie patients in whom radical op¬ 
eration was performed, as compared with the 
occurrence of this complication in 10% of those 
who were subjected to conservative resection. 
These statistics substantiate the belief that tire 
incidence of this complication is in direct relation 
to the amount of stomach removed. Thus, satis¬ 
factory results were obtained in 90% of the patients. 
Subtotal gastrectomy, when correctly performed 
has proved to be a satisfactory operation in die 
authors’ experience, despite the fact that the pa¬ 
tients in this series were a selected group with a 
high tendency to peptic ulceration. 


NEUROLOGY & PSYCHIATRY 

Effect of Lidocaine Intravenously on Epileptic 
Attacks. E. Bohm. Nord. med. 61:885-889 (Tune ITT 
1959 (In Swedish) [Stockholm]. 

The effect of intravenous injections of lidocaine 
on epileptic seizures, mainly grand mal and jack- 
sonian attacks, was studied in 52 patients in th 
neurosurgical clinic of the Serafimer Hospital Th^ 
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diagnosis on admission was cerebral tumor in 27 
cases, epilepsy in 18, acute encephalitis in 1, and 
acute brain damage in 6. Lidocaine was adminis¬ 
tered either in a single dose or continuously in 
intra\’enous drip infusion of saline or dextrose 
solution. Ele\'en of 12 grand mal attacks in 7 pa¬ 
tients were arrested with a single dose of lidocaine 
of from 0.5 to 3 mg. per kilogram of bodv weight. 
In 15 attacks of status epilcpticus of grand mal tx'pe 
in 12 patients, the agent was given in doses of 
between 2 and 10 mg. per kilogram of body weight 
per hour. Full eflFect was seen in 7 patients after 
the administration of from 4 to 6 mg. of lidocaine 
per kilogram of bod\' weight per hour. In 2 patients 
gi\'en 8 mg. per kilogram, the attacks occurred in 
the early postoperative course after extirpation of 
a brain tumor, and the eflFect was only partial; both 
patients had postoperativ’e hematomas. Since lido¬ 
caine in the doses given has no narcotic effect, the 
probable diagnosis of postoperative hematoma 
could be made and verified. This was also the case 
in a patient given 10 mg. of lidocaine per kilogram 
of body u’eight per hour where reoperation re¬ 
vealed cerebral edema with malacic brain tissue in 
the operation area. In 36 jacksonian attacks in 27 
patients, lidocaine administered intravenously in 
doses of from 1 to 10 mg. per kilogram of body 
weight w'as beneficial in 23 patients. In 23 attacks 
of status epilepticus of jacksonian type in 21 pa¬ 
tients, lidocaine w'as administered continuously in 
doses of from 1 to 10 mg. per kilogram of body 
rveight per hour; in 14 cases a blocking effect re¬ 
sulted with doses between 6 and 8 mg. In some 
cases of myoclonic epilepsy and continuing local 
motor seizures, lidocaine had no effect on the 
conxmlsions. 

Migraine Plus Epilepsy. W. C. Alvarez. Neurology 
9:487-491 (July) 1959 [Minneapolis]. 

Tlie author presents case histories w'hich indicate 
that, w'hen one has to deal with a person with 
unusualh' severe migraine or migraine still severe 
in the person’s later \'ears. one should think of a 
second component, w'hich sometimes is epilepsy or 
an epileptic carrier state. The author gives several 
reasons for his inability' to accept the thesis that 
migraine is closely related to epilepsy. It seems 
more probable to him that, w'hen epilepsy and 
migraine are found together in a patient, they are 
due to 2 inheritances. 

Persons with simple or h'fiical or mild migraine 
seldom har'e epileptic relati\'es, but in a study made 
by the author, 21% of 99 relatir'es of epileptics had 
had migraine. This does not pro\'e a relationship 
between the 2 diseases, because, in a group of 574 
relatives of psychotic or alcoholic persons, 23% 
were found to have migraine, and migraine and 
psychosis do not appear to be at all related. Per¬ 
sons watli pure migraine have normal electroen¬ 


cephalograms, and they are not helped by anti- 
convulsive drugs. Persons suffering from migraine 
are usually very different-physically, intellectually, 
social]):, and temperamentally—{rom persons suf¬ 
fering from epilepsy, 

A series of cases are described in which persons 
with a severe form of migraine bad either what 
looked like an epileptic inheritance or actual epi¬ 
lepsy in themselves. It is w'ell to recognize epilepsy 
when it is added to migraine, because epilepsy can 
e.xplain so easily the severity of the syndrome and 
occasionally can lead to a cure wuth the help of 
anticonvulsive medication. A few epileptic patients 
w'ill be found to have mild migraine. 

The Significance of Complement-Fixing and Neu¬ 
tralizing Antibodies for the Diagnosis of Infections 
with the Virus of Lymphocytic Choriomeningitis. 
W. Scheid, R. Ackermann and K.-A. Jochheim. 
Deutsche med. IVchnsclux 84:1293-1296 (July 17) 
1959 (In German) [Stuttgart, Germany], 

The virus of lymphocytic choriomeningitis 
(LCM), W'hich w’as isolated for the first time in the 
United States in 1934, elicits different clinical 
entities. It is not definitely knowm whether the 
srmdrome of abacterial meningitis is a particularly 
frequent clinical manifestation of this virus. In 
addition to meningitides that take a favorable 
course, tire LCM virus is knowm to produce fatal 
encephalitides as w'ell as acute encephalomyelitides. 
Mild febrile infections without any neurological 
symptoms may also be caused b)' the LCM virus, 
but since they w'ill be traced to the wrus only in 
rare cases, the incidence of infections w'ith this 
virus is difficult to estimate. Since the LCM virus 
is usually transmitted to humans by house mice, 
extensive epidemics need not be feared. Sporadic 
as well as endemic infections w'ith the LCM virus 
occur in Germany, but because they produce 
varied clinical pictures, only laboratory tests wall 
establish the connection between the disorder and 
the virus. In the rapidly fatal cases, the isolation 
and identification of the virus w’ill have to suffice 
for the verification of the diagnosis. In otlier cases, 
however, serologic studies are required. 

The authors present the results of tests in 15 
patients to show' that complement-fi.\'ing antibodies 
may appear already during the first w'eek of the 
infection, although in most instances they appear 
later. High titer values are usually obtained from the 
3rd to the 6th w'eek. Vffiile in one instance comple- 
ment-fi.xing antibodies had disappeared by the 5th 
month, usually they w'ere found to disappear more 
slow'ly, sometimes persisting for many months or 
for several years. The neutralizing antibodies, 
which the authors w'ere able to demonstrate in all 
their cases, appeared earlier than had been as¬ 
sumed. Convincing titer values w'ere found already 
a few' weeks after the onset of the illness, but the 
maximal neutralization titers w'ere not observed 
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until after the third month, and not c^’cn after .sev¬ 
eral years could a loss of such antibodies be demon¬ 
strated. The behavior of the complement-fixing and 
neutralizing antibodies permits deductions about 
the onset of the infection. Obtaining a serum speci¬ 
men during the first few days of the illness is of 
great importance for the serologic diagnosis of 
infections with the LCM \'irus. 

Corticotropin Therapy in Epilepsy (Gibbs’ Hypsar- 
rythmia). C. Hansted and F. Thygesen. Nord. med. 
G1J895-S99 (June 11) 1959 (In Dani.sh) [Stockbolm]. 

Gibbs’s hypsarrj'thmia designates a gra\’e clectro- 
eiicephalographic abnormality, characterized by 
high amplitudes, irregular potentials, and inces¬ 
santly vaiying spikes. The abnormality is apiwr- 
ently always accompanied by an infantile epilepsy 
form. Autbors agree that the disorder usually sets 
in in the first year of life, rarely after the third 
)'ear. The children have up to 100 spasms a day. 
Some children die in a few years; most of them end 
with a grave dementia developed coordinately with 
the epileptic seizures. Practically no child, under 
3 years of age, with clinical grand or petit mal 
epileiJsy presents hypsarrytbmia. The predilection 
of hypsarrytbmia for the first years of life may point 
to a pathogenetic significance of constitutional fac¬ 
tors, not necessarily hereditary'. Sorel and Dusaucy- 
Bauloy'e in 1958 published the results of treatment 
of 7 children with hypsarrythmia with corticotropin 
(ACTH); 6 of the children became free from spasms 
after several days’ treatment. The children have 
been followed for from 2 months to 2 years. 

In the case presented here, in a girl, aged 5 
months, \yithout familial predisposition to epilepsy' 
or other disease and with normal development, 
motor epilepsy set in in the course of a few day's. 
For 3 or 4 weeks often more than 100 attacks 
occurred daily, mostly' lasting a few seconds; other¬ 
wise no signs of organic disease were seen. Elec- 
troencephalographically there were a number of 
almost continuous disorganized and extremely ab¬ 
normal curves. The condition was aggravated dur¬ 
ing phenobarbital treatment and did not improve 
on dimedione treatment. Administration of cortico¬ 
tropin for 10 days, started a month after the onset 
of the disorder, was followed by complete remis¬ 
sion. No recurrence was seen on ambulant observa¬ 
tion for 5 months. If time confirms the corticotropin 
effect described, the process must be regarded as 
initially reversible. 

Clinical Indications and Toxicity of Prolonged 
Perphenazine Therapy. F. J. Ayd Jr. New England 
J. Med. 261:172-174 (July 23) 1959 [Boston], 

Clinical experience with tranquilizers in the 
treatment of chronic neurotic and psychotic dis¬ 
orders has demonstrated that they must be ad¬ 
ministered for prolonged periods. Questions about 


po.ssiblc deleterious effeels from long-term use of 
phcnotbiazinc derivatives, sucb as perphenazine, 
induced the author to subject to a complete labora¬ 
tory survey (consisting of hematological examina¬ 
tion, liver-function tests, and urinalysis) 50 patients 
(36 women and 14 men), who had reeeived per¬ 
phenazine for disabling anxiety, tension, or psycho- 
motor excitement. None had responded to previous 
treatment, including other tranquilizers (21 cases), 
the shock therapies (19), and y^syebosurgery (.3). 
After 19 to 34 months of therapy (minimum total 
dose, 3,507 mg., and maximum total dose, .35,445 
mg.), all had improved and were ambulatory and 
functioning effectively. Side-effects (none serious) 
occurred with initial high dosage, but all disap¬ 
peared with the establi.shment of maintenance dose. 

The laboratory tests were made before and at 
repeated intervals during the treatment, also at the 
end of the survey. The results of the tests were all 
within the range of normal variation, with the 
exception of changes in the cephalin flocculation in 
4 patients. These changes were not statistically 
significant. Whether they were due to perphenazine 
or other circumstances is unknown. On the basis of 
the laboratory findings in this survey, it appears 
that the drug had no demonstrable deleterious 
effect on the blood, liver, or kidneys in these pa¬ 
tients. Like other phenothiazine tranquilizers, per¬ 
phenazine does not cure but effectively controls 
symptoms with a minimum of autonomic, en¬ 
docrine, and neurological side-effects. Its chief 
value lies in the small degree of functional disabil¬ 
ity that it causes, despite its potency. Its use short¬ 
ens the hospital stay, accelerates symptomatic re¬ 
mission, and permits ambulatory treatment for 
many patients over prolonged periods safely. 


GYNECOLOGY & OBSTETRICS 

The Treatment of Inefficient Uterine Action with 
the Intravenous Oxytocin Drip: A Review of 300 
Cases. L. Goldman. J. Obst. & Gynaec. Brit Emn 
66:382-393 (June) 1959 [London]. 


The author reports on 300 parturient women 
who had not reached half-dilatation after 12 hours 
of established labor and, therefore, were regarded 
as cases of inefficient uterine action and were 
treated by the intravenous oxytocin drip. These 
women represented less than 2% of the total de¬ 
liveries on the obstetric wards of the King Edwarrl 
VIII Hospital and McCord’s Zulu Hospital in 
Durban, Union of South Africa, over the 
period. Of the 300 patients, 251 (83.7%) were 
primiparous-an expected finding because ineffi 
dent uterine action is mainly a complication of 
first labors. However, there were also 7 nati t 
who had had more than 5 deliveries. The snh,7r!^ 
used for treatment was that of 0.4 cc. (4 uSts of 
Pitocin (a proprietary preparation of oxytocin) 


in 
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1,000 cc. of 5% dextrose in water, i. e., a dilution 
of 1 to 2,500, set up to run at 10 drops a minute. 
The rate of flow was increased if diere was no 
effective response, but rarely beyond 30 drops a 
minute. As a result of the treatment, 257 patients 
reached full-diiatation within 12 hours, a success 
rate of 85.7%. The perinatal loss, excluding tliose 
cases in which intrauterine death of the fetus had 
taken place before starting the drip, was 31 per 
mille. Cesarean sections were performed on only 
3% of the patients. 

Analysis of the 43 therapeutic failures indicated 
that the duration of cervical stasis was the most 
important single feature determining a good re¬ 
sponse to the treatment. High heads, posterior 
positions, malpresentations, and incoordinate uter¬ 
ine action did not offer any contraindication to the 
successful and safe use of the drip, A review of 
the literature on rupture of the uterus associated 
with intravenous oxytocin drip therapy did not 
reveal a single case of rupture of the uterus oc¬ 
curring in a primiparous patient. Three cases of 
rupture of the uterus associated with the use of 
Pitocin for the induction of labor were reported; 
all of these occurred in multiparous women. The 
only valid contraindication to oxytocin drip ther¬ 
apy is the risk of rupture of the uterus in the multi¬ 
parous patient. It is suggested that a more dilute 
solution should be employed in multiparous pa¬ 
tients, and administration should be extremely 
cautious. No oxytocic agent should ever be used 
in. a suspect uterus. Inefficient uterine action has 
been defined in terms of cervical stasis, and a plea 
is made for a therapeutic trial of oxytocin in all 
primiparous patients witli cervical arrest at 2 or 
more fingers dilatation for longer than 6 hours. 

A Ch'nical Evaluation of Chlorothiazide in the 
Prevention and Treatment of Toxemia of Preg¬ 
nancy. L. J. Salerno, M. L. Stone and P. Ditchik. 
Obst. & Gynec. 14:188-192 (Aug.) 1959 [New York]. 

The authors report on 102 pregnant women with 
varying degrees of pitting edema or toxemia (in¬ 
dicated by edema, hypertension, and proteinuria), 
who were treated with chlorothiazide (Diuril) in 
the prenatal clinic of the New York Medical Col¬ 
lege-Metropolitan Medical Center. Chlorothiazide 
was administered orally in doses of 500 mg. in tire 
morning and 500 mg. at night, a total of 1,000 mg. 
daily. The average weight loss during the first 
week of treatment w'as 5.16 lb. (2.4 kg.), and at 
the same time the edema had either completely 
disappeared or had diminished considerably. Edema 
persisted in 18 of the 102 patients after one week 
of therapy. After initial treatment blood pressure 
remained unchanged in 72 patients, was decreased 
in 20, and was elevated in 10. After the first week 
of treatment side-reactions occurred in 25 patients, 
9 of whom had nausea, 3 vomiting, 7 dizziness, and 


6 drowsiness. In only 4 patients were the symptoms 
severe enough to discontinue therapy. In those 
patients in whom the drug was withdrawn after 
the first 7 days of its administration, a rebound 
phenomenon was invariably noted; it was observed 
that most of the patients within a period of one 
week had regained more than the initial weight 
loss. When the administration of chlorothiazide 
was continuous, rebound occinred much less fre¬ 
quently and was less marked. 

Seventy-one patients were observed during 2 or 
more weeks of treatment witli chlorothiazide; of 
these, 40 were treated for 4 to 18 weeks, some 
intermittently and many continuously, with 1,000 
mg. of the drug given daily. In the longest continu¬ 
ous therapy, 1,000 mg. of chlorothiazide was ad¬ 
ministered daily for 17 weeks. Continuous or 
prolonged therapy maintained good control of 
edema and weight gain in 62 of the 71 patients. 
Of the 24 patients with toxemia of pregnancy, the 
conditions of 11 were improved, 2 remained un¬ 
changed, and 11 shou'ed worsening of the toxemic 
state. There were no demonstrable specific hypo¬ 
tensive effects of chlorothiazide given alone, and 
no observable potentiation of other hypotensive 
agents. Chlorothiazide is to be considered an ideal 
diuretic in the treatment of edema of pregnancy 
and in the prevention and control of toxemia of 
pregnancy. Side-reactions are few and minor in 
nature, and there are apparently no harmful effects 
of prolonged and continuous administration of 
the drug. Any specific hypotensive effect cannot 
be ascribed to chlorothiazide. 

PEDIATRICS 

Aspects of Hyaline Membrane Disease in Pre¬ 
mature Infants. S. Friedrich. Ztschr. Kinderh. 
82:357-386 (no. 4) 1959 (In German) [Berlin]. 

This report is based on the author’s observations 
on 40 premature infants, and on the histories of 103 
premature infants who died in the neonatal period. 
For statistical evaluation, records were kept for all 
the newborn premature infants who were hospital¬ 
ized betrveen February, 1956, and Februar\% 1957, 
at the Childi'en’s Hospital in Leipzig, Gerihany. 
Hyaline membrane disease was found predomi¬ 
nantly in infants who died during the first 3 days 
of life, and who weighed between 1,000 and 2,000 
Gm. (2 2 and 4.4 lb.). Signs and symptoms sugges¬ 
tive of hyaline membrane disease were respiratory 
distress (retraction expiratory grunt, alae nasi move¬ 
ments, increased rate of breathing, dyspnea), gray¬ 
ish pale cyanosis, and restlessness. Diagnosis was 
also based on the course of the disease, its severity 
not being evident at birth but appearing soon after. 

The clinical aspects of hyaline membrane disease 
can be distinguished (a) from aspiration of the 
amniotic fluid and atelectasis by the inconspicuous 
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symptom.s in llic immeclialo po.slnalal period, llieii 
by tiio gradual incrca.se in respiratory activity, a 
marked progressive dyspnea up to the fatal out¬ 
come; {b) from intracranial hemorrhage by the 
respiratory distress and signs of restlessness; and 
(c) from atelectasis by the lack of cyanosis and the 
gradual development of suppressed breathing :md 
weakened vesicular murmur immediately after 
birth. Tlie prognosis for infants with hyaline mem¬ 
brane disease is unfavorable; however, some recov¬ 
eries have been seen. 

Results of Specific Trcabncnt of Miliary Tuberculo¬ 
sis in Children; A Follow-Up Study of C3 Patients 
Treated with Antimicrobial Agents. E. M. Lincoln 
and F. Hould. New England J. Med. 261:113-120 
(July 16) 1959 [Boston]. 

In the chest clinic of the children’s medical serv¬ 
ice of Bellerme Hospital, New York, 102 children 
with generalized miliary tuberculosis were seen 
between 1926 and June, 1944. Of these 102 children, 
99 died within a year, SS of them having succumbed 
within 3 months of diagnosis; the majoritx' died 
with an associated tuberculous meningitis. The 3 
patients who survived for more than a year died of 
tuberculosis 15 months, 2 years, and 4 years, re¬ 
spectively, after the initial diagnosis of miliar^' 
tuberculosis. 

The unfavorable prognosis in these 102 children 
is contrasted with results in 63 patients treated 
during 12 years (between June, 1944, and June, 
1956) with antimicrobial therapy. A small group 
of 9 children were first treated with a sulfone, 
tlriazolsulfone; 6 of the 9 survived and remained 
well until 2 of them manifested renal tidrerculosis 
and 1 pulmonary tviberculosis 11 or 12 years after 
the original diagnosis of miliary tuberculosis. The 
case fatality rate improved in the next group of 
29 children treated with both tlriazolsulfone and 
streptomycin, but meningitis developed in 6 pa¬ 
tients under treatment for miliary tuberculosis. In 
the third group of 25 children treated with 3 anti¬ 
microbial agents—tlriazolsulfone, streptomycin, and 
isoniazid—only one death occurred, and meningitis 
did not develop under treatment. Two children had 
tubercle bacilli recovered on culture from the cere¬ 
brospinal fluid, and the possible diagnoses of serous 
meningitis and abortive caseous meningitis are 
discussed. 

As better antimicrobial agents were used in the 
treatment of miliary tuberculosis, the amount of 
calcification seen both in the primary complex and 
in the metastatic areas decreased. The rate of 
x-ray clearing was slowest in the patients treated 
witlr thiazolsulfone only—32 to 44 weeks. In die 
2 later groups, treated with added streptomycin in 
one group and with added streptomycin and 
isoniazid in the other, this rate was an average of 
13 weeks. 


n-abelcs Mcllilus At Agc.s One to Five: Findings 
at Onset. 11. S. Traisman, J. J. lloohin and A. L. 
Newcomb. Diabetes 8:289-293 (july-Aug.) 1959 
[New York]. 

Tile diagnosis of diabetes mellitus in infants and 
small children is rare, and it is seldom made be¬ 
cause of ibo infrccjuency of the disease, its .sudden 
onset, and the fact that accomp.inying .symptom.s 
of anorc.via and I’omiting arc so cbaracteri.stic of 
many other ills of these age groups. The onset in 
fhe.se patients is abrupt in contrast to the gradual 
oirset in older children and adults. The records of 
110 infants and children, lietwccn J and 5 ycar.s of 
age, witli diabetes mcllitiis were reviewed by flic 
authors. Sixty-five cliildrcn (.59.1%) were male, and 
45 (40.97r) were female. The interval between onset 
of symptoms and diagnosis ranged from 7 days to 
8 weeks in 26 of 32 cliildren, 12 to 23 montJis of 
age; from 7 days to 12 weeks in 29 of 30 children, 
24 to .35 montlis of age; from .3 days to 12 weeks 
in 20 of 21 children, 36 to 47 months of age; and 
from 4 days to 16 weeks in 27 children, 48 months 
to 5 years of age. Tlie interval between onset of 
symptoms and diagnosis could not be determined 
for 8 patients. Ninety-three children (84.5%) pre¬ 
sented polyuria, and 89 (81%) increased thirst; the 
incidence of these symptoms xvas higher in children 
of the older age groups. Forty-seven children 
(42.7%) presented weight loss. Polyuria or poly¬ 
dipsia was present in 88% of the cliildren, whereas 
polyuria or polydipsia or weight loss was present in 
91%. Increased appetite was noted in 25% of tlie 
series, the incidence being 44.5% in the 48-month- 
to-5-year age group, compared with only 12.5% in 
the 12-to-23-month age group. Loss of appetite was 
found in 14.5% of the cases, with a much liiglmr 
frequency noted in the youngest age group {‘>8%) 

Thirteen per cent of the children, with no striking 
dissimilarity among age groups, presented letharev' 
Bed wetting appeared in 6% of the children and 
vomiting in 4.5%. Tliree children were noted to be 
more irritable just prior to the diagnosis of dia- 

nf for sweets.” 

Of 3 additional children, the mothers noted that 
the diapers had a "sticky” feel to the touch, while 
2 reported a strong odor to the urine.” D abetes 
was discovered on routine analysis in 2 children 

TilT P;e^eded by a hypoglycemic episode 

Others. An associated disease was found in An 
children (36%), while one-third of the entire group 
had an associated respiratory infection; 2 pabS 
had an exanthematous disease, 1 had pyel4 Sd 
1 had vagmife. Not a single case of ambling wfth 
diabetes was found m this series, although a faS 
history of diabetes was found in os% 

The authors point out that tL if 
underlying the home care and treatment 
and small children with diabetes 
ough education of their 
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Acute Purulent Pericarditis: Two Cases of Staphy¬ 
lococcic Pericarditis in Children. J. A. Martinez. 
Rev. espan. pediat. 15:301-323 (May-June) 1959 
(In Spanish) [Saragossa]. 

Since the discovery' and wide use of sulfonamides 
and antibiotics to which pneumococci are verv sen¬ 
sitive, tire main causative agents of purulent peri¬ 
carditis have been the staphylococci. Purulent peri¬ 
carditis is always a complication in the course of 
an infectious condition; it frequently remains un¬ 
detected, whether it develops in an insidious or a 
sudden manner. The author stresses the need for 
a close watch and a careful, repeated examination 
of the patient’s heart whenex’er there is cardiac 
enlargement and/or diminishment of the heart 
sounds. 

Two cases of purulent staphylococcic pericarditis 
in children were observed at the pediatric clinic of 
the Municipal Hospital for Infectious Diseases in 
Barcelona. In one case tlie onset was sudden and 
accompanied by precordial pain; in the other the 
onset was insidious and masked by other signs and 
symptoms. The first patient, a 9-year-old boy, was 
suffering from a furunculosis of 2 months’ duration, 
which extended over his neck and lower extremities. 
Eight days before hospitalization he had started 
coughing and had a high temperature, cliills, and 
sweats, followed by dyspnea and pain in tlie left 
knee. Tu'enty-four hours after admission, he com¬ 
plained of precordial pain. The heart sounds were 
diminished, and cardiograph)' showed heart en¬ 
largement. Electrocardiograpliic and hematological 
findings confirmed tlie diagnosis of staphylococcic 
infection with arthritis and pericarditis. Treatment 
consisted in the administration of several alter¬ 
nated antibiotics (tetracycline, erythromycin, peni¬ 
cillin, streptomycin, Terramycin, and Chloromyce¬ 
tin] plus prednisone. Tlie blood culture became 
negative within 8 days, and the pericarditis was 
cured within a month. 

The second patient, a lO-year-old boy, had a 
furuncle on the left forearm. One week before 
hospitalization there appeared liigh fever, chills, 
pain in the right hip, headache, and a disseminated 
urticarious exanthem. ’The boy became stuporous 
and delirious. Four days after admission, in the 
course of intensive antibiotic therapy and without 
any precordial pain, tlie auscultation, which was 
part of the careful daily examination, revealed 
pericardial friction and diminished heart sounds. 
Radioscopic examination showed an enlarged heart, 
and die electrocardiogram presented characteristic 
alterations. The diagnosis of pericarditis complicat¬ 
ing a staphylococcic infection with osteoarthritis of 
the left hip was established. Treatment widi sev¬ 
eral alternated antibiotics and prednisone was in¬ 
stituted, as in the first case. The blood culture 


became negative after 8 days, and the pericarditis 
disappeared within a month, but an ankylosis of 
the left hip joint remained. 


DERMATOLOGY 

Bowen’s Disease and Its Relationship to Systemic 
Cancer. J. H. Graham and E. B. Helwig. A. M. A. 
Arch. Dermat. 80:133-159 (Aug.) 1959 [Chicago]. 

Tlie authors report on 32 men and 3 women, 
behveen the ages of 38 and 87 I'ears, with epider¬ 
moid carcinoma in situ of the skin (Bowen’s dis¬ 
ease), on whom either autopsies were performed 
or who were kmown to have died after pathological 
examination of surgical specimens of internal 
organs. Sections of lesions of the skin and internal 
organs, stained with hematoxylin and eosin, were 
studied in these 35 patients at the Armed Forces 
Institute of Pathology in Washington, D. C. Ana¬ 
tomically, the lesions were single or multiple and 
occurred on both e.xposed and unexposed areas of 
the body. Clinically, the lesions appeared as lentic¬ 
ular, pol)'cyc]ic, en'thematous, pigmented, crust)', 
scaly, keratotic, nodular, and ulcerated plaques; 
they were sharply demarcated from the surrounding 
tissue. The clinical diagnosis was most frequently 
some x’arieh’ of carcinoma. The disease involved 
predominantly the older age groups, and the dura¬ 
tion of the lesions from their onset to their surgical 
removal was 7.8 years. Twent)'-eight of the 35 pa¬ 
tients were obserx'ed to have one or more primar)’ 
internal cancers, or a primaty' cancer of the skin 
with metastasis, at an average latent period of 8.5 
years from the onset of Bowen’s disease until de¬ 
tection of a malignant internal lesion or a metastasis 
from a cutaneous cancer. Twenty-six of these 28 
patients had metastatic lesions or generalized spread 
from their primary tumors. Furthermore, 15 of the 
35 patients had a total of 49 premalignant and 
malignant cancers of the skin that appeared on an 
average of 6.2 )'ears later than their Bou'en’s dis¬ 
ease. Cancer-proneness of the entire group is even 
more erident when it is considered that 31 (89%) 
of the patients had primary cancer in one or more 
locations. All 3 germ layers were involved, and the 
sites, in order of frequency, were the respiratory 
system, gastrointestinal tract, genitourinar)' organs, 
reticuloendothelial system, skin, breast, and en¬ 
docrine system. Tliree of the 28 patients with 
internal malignant tumors also had herpes zoster 
during their terminal illness. 

Excision of the Bowen lesion was the treatment 
of choice, for the process tended to recur or not to 
respond to x-ray therapy, desiccation, and curettage. 
Txvo lesions were apparently cured with radium. 
Tire average follow-up period for the 35 patients 
from the time Bowen’s disease was first diagnosed 
until death was 3.4 years. Thus, there was a poor 
diagnosis once internal or metastasizing cutaneous. 
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cancer occurred. The short follow-up period in 
many of the 35 patients was due to death from in¬ 
ternal cancer. Information was obtained from the 
records of 22 of the 35 patients regarding the 
occvurencc of internal malignant tumors in their 
families; hcrcditaiy or some other common pre¬ 
disposition to the development of cancer was sug¬ 
gested by the occurrence of internal cancer in one 
or more members in the families of 8 (36%) of the 
22 patients. Arsenic could not be implicated as a 
causative factor in Bowen’s disease. 

Surgical and autopsy specimens obtained from 35 
patients with .senile keratosis, 35 patients with 
squamous-cell carcinoma of the skin, and 139 pa¬ 
tients with exfoliative dermatitis were compared 
with the specimens obtained from the 35 patients 
with Bowen’s disease. In 4 of the 35 patients with 
Bowen’s disease, the lesions invaded the corium 
as squamous-cell carcinoma; in 2 of the 4 there was 
metastasis to internal organs. Patients with Bowen’s 
disease were statistically similar to those with senile 
keratosis in regard to the prevalence of associated 
primars' internal cancer. In contrast, patients with 
primarj’ cutaneous squamous-cell earcinoma had a 
much lower incidence of internal cancer than did 
those who had Bowen’s disease. Primary internal 
cancer was much less frequent in patients with e.\- 
foliative dermatitis than in those with Bowen’s dis¬ 
ease, but the prevalence of Ijmphomas was about 
equal in the 2 groups. The association of Bowen’s 
disease of the skin with internal and cutaneous 
cancer may n'ell represent a cutaneous manifesta¬ 
tion of a systemic carcinogenic disease process. 

The Effect of ACTH and Hydrocortisone on the 
Human Sebaceous Gland. J. S. Strauss and A. M. 
Kligman. J. Invest. Dermat. 33:9-14 (July) 1959 
[Baltimore]. 

An experimental study of the changes in human 
sebaceous glands after the administration of corti¬ 
cotropin (ACTH) and hydrocortisone was made by 
the authors, the subjects being 16 mentally de¬ 
fective inmates of the New Jersey State Colonies at 
Woodbine and Vineland. The subjects were divided 
into 3 groups: Group A comprised 6 prepuberal 
males; group B, 6 postpuberal females; and group 
C, 4 postpuberal males. In each group, half of the 
subjects received ACTH (Acthar gel) and the other 
half received hydrocortisone (Cortef). The doses of 
ACTH were 80 units 3 times a week in groups A 
and B, and 40 units daily in group C; Cortef was 
given in daily doses of 60 mg. to group A, 100 mg. 
to group B, and 80 mg. to group C. The duration 
of the treatment was 3 to 12 weeks in group A, 4 
weeks in group B, and 6 weeks in group C. Control 
biopsy specimens were taken from the cheek before 
treatment, and from the contralateral cheek after 
varying intervals following administration of the 
drugs. 


The changes in the sebaceous gland size were esti¬ 
mated by mere visual inspection; changes so small 
as to be undetectable by visual inspection would 
have no clinical significance. Three subjects in 
group A, 2 in group B, and none in group C showed 
glandular enlargement following administrah'on of 
Acthar gel. Among those receiving Cortef, 2 in 
group A, 1 in group B, and none in group C showed 
glandular enlargement. The absence of visible 
changes in group C subjects is consistent with the 
fact that in postpuberal males the androgen-stimu¬ 
lated sebaceous glands have already attained maxi¬ 
mum size and cannot develop further. In the sub¬ 
jects in whom enlargement of the sebaceous glands 
took place, the change was more consistently related 
to the administration of ACTH than to the admin¬ 
istration of hydrocortisone. As the potentiality of 
developing acne is in proportion to the glandular 
size, the authors consider that ACTH has a greater 
acneigenic potency in comparison with the corti¬ 
costeroids. It is also their opinion that induced acne 
is essentially the same and evolves in essentially the 
same way as spontaneous acne vulgaris. 

Contact Dermatitis to Phenothiazine Drugs. D. 
Goodman and M. M. Cahn. J. Invest. Dermat. 
33:27-29 (July) 1959 [Baltimore]. 

The occurrence of severe contact dermatitis and 
of other side-reactions, such as cblorpromazine 
hepatitis, has become rather frequent in association 
with the use of the so-called “tranquilizing” pheno- 
tbiazine derivatives. The authors report a case of 
skin sensitization which developed after exposure 
to an e,xperimental phenothiazine derivative, piperi- 
dylchlorophenothiazine (NP-207). The patient, a 
31-year-old laboratory worker, wliile handling 
NP-207 during a pharmacological e.xperiment, de¬ 
veloped erythema and pruritus, which became a 
severe eczematous eruption covering the palmar 
surfaces of the fingers and the hands. The lesions 
improved gradually during a 10-week period of 
treatment and avoidance of contact with the drug. 
Nine months later, after a similar occurrence, tlie 
patient was patch-tested on the forearms xvith solu¬ 
tions of NP-20/ and several other phenothiazine 
derivatives. All reactions were positive. One montli 
later tlie patch tests were repeated with the same 
compounds plus many others in varying concen¬ 
trations. After removal of the patches the test sites 
were exposed to 2 hours of intense sunlight. After 
4 testings the patient became strongly sensitive to 
promethazine (Phenergan), indicating a new sensi¬ 
tization to this agent. Two control subjects, patcli- 
tested under the same experimental conditions did 
not develop any positive reactions. 

The analysis of the skin reactions of this patient 
indicates that the compounds eliciting positive 
manifestations were those containing a chlorine 
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atom in die 2- position of the phenothiazine nucleus. 
Tlie structure of die side-chain did not seem to 
cause any allergic sensitization, and exposure to 
string sunlight did not seem to affect die severity' 
of the reactions. These e.xperimental data suggest 
a possible structiue-activits' relationship which may 
be a factor in developing allergic skin reactions to 
phenodiiazine derivatives and may be related to 
other side-manifestations that seem to have an 
allergic basis. 

Local Injection of Vitamin A (Keramin) for Plantar 
Verruca. R. S. Gilbert and AI. J. AVilliams. U. S, 
Armed Forces M. J. 10:843-847 (July) 1959 [Wash¬ 
ington, D. C.]. 

The authors cite earlier reports on the effective¬ 
ness of ritamin A in the treatment of dermatological 
disorders associated widi hj'perkeratosis, and report 
on their own use of an aqueous vitamin A prepara¬ 
tion, available as Keramin injection, in die treat¬ 
ment of plantar verruca in 100 patients at the U. S. 
Naval Training Center, San Diego, Calif. Keramin 
injection has a vitamin A activitj' of 50,000 units per 
milliliter. Although it has several other constituents, 
vitamin A seems to be the only active ingredient. 
The area to be treated is prepared with tincture of 
Merthiolate and anesthetized widi 1% lidocaine 
(Xylocaine) hydrochloride containing 1:100,000 
epinephrine. Anesthesia is usually effective with 
only 1 ml. A tuberculin syringe with a 26-gauge 
%-in. needle is used for both anesthesia and Kera¬ 
min injection. For injection of the anesthetic, the 
needle should be introduced at a point just outside 
die visible peripher}' of die lesion, and the solution 
deposited beneath the lesion. Keramin is injected 
deep into the verruca. The initial dosage should not 
exceed 0.1 ml. per square centimeter of verrucose 
area. Further injections are given at weekly intervals 
with die dosage increased weekly up to 0.3 ml. In 
cases of mosaic veiTucae, or in an exceptionally large 
single plantar verruca, die lesion may be injected 
from several angles, at which time more than 0.3 ml. 
is needed. All patients remain ambulatory widi only 
an adhesive strip for dressing. No arch supports or 
felt padding w'ere used in the cases reported. 

The local injection of Keramin (vitamin A) into 
plantar warts resulted in complete resolution in 82 
and relief of pain in 95 of the 100 patients. No 
recurrence was observed widiin a 6-month period 
of obsen'ation. Keramin injection appeared to be 
equally effective in all 3 tj'pes of plantar verrucae. 
It is especially valuable in the multiple and mosaic 
varieties where odier methods are inadequate. Ex¬ 
tensive surgery with skin grafting, radiation, and the 
stronger caustics may now be avoided. The only 
side-reaction wath Keramin was itching, which 
occurred in a small percentage of the patients. 


INDUSTRIAL MEDICINE 

Influenza Vaccination, Reaction Rates, and Ab¬ 
sentee Experience. A. F. Mangelsdorff and P. H. 
Kriedt. A. M. A. Arch. Indust. Health 20:28-35 
(July') 1959 [Chicago]. 

The authors cite a number of publications on the 
1957-1958 pandemic of Asian influenza and report 
that in August, 1957, vaccination with an influenza 
virus vaccine containing the Asian strain was offered 
to the employees of the Prudential Insurance Com¬ 
pany of America. A polyvalent vaccine, containing 
500-cc. A units per milliliter of ty'pe A, A', B, and 
the Asian strain viruses, was used throughout the 
organization, except for the Canadian office where 
a monovalent vaccine, containing 200-cc. A units of 
Asian strain virus, was used. The vaccination pro¬ 
gram was started during the first week of Septem¬ 
ber, 1957. Inoculations of polyvalent influenza virus 
vaccine with the Asian strain were given to 16,210 
employ'ees, the subcutaneous method of adminis¬ 
tration being used. A total of 170 persons were re¬ 
jected because of sensitivity' to egg or egg products; 
153 were rejected because of a history of severe 
asthmatic or hay fever reaction. 

In order to calculate the effectiveness of the 
preventive influenza virus vaccination program, the 
absentee rate at Prudential was compared with that 
of 2 other companies of similar size and nature. One 
of the latter gave the influenza virus vaccine late in 
October; the other gave no vaccine. A diagram 
graphically shows the rate of absenteeism in the 3 
companies in 1956 and 1957. In September, there 
was very little difference betiveen the 1956 and 
the 1957 absentee rate. In October, however, 
the company giving no vaccine showed a 102% 
increase, while the company giring the vaccine late 
in October showed a 98% increase. Prudential 
showed only a 65% increase in absence, and in 
November tire absentee rate was similar for bodi 
1956 and 1957. From these figures it has been cal¬ 
culated that, excluding the day's lost because of the 
reactions to the vaccination program, the Prudential 
employ'ees were able to avoid 1,600 days of illness. 

Occurrence of Certain Cancer Forms Among Gas- 
Plant Workers. A. Bruusgaard. Tidsskr. norske 
Imgefor. 79:755-756 (June 15) 1959 (In Norwegian) 
[Oslo]. 

The tumor forms which have been in the search¬ 
light as possibly' due to occupational conditions in 
the gasworks industry are particularly' tumors in 
die respiratory tract and the urinary tract. Autopsy 
in 125 cases of death among gas-plant workers re¬ 
vealed 12 cases of malignant tumors in the respira¬ 
tory tract, 5 cases of cancer of the bladder, and 3 
cases of cancer of the esophagus; 21 cancers were 
in otlier locations. The number of cancers in the 
respiratory' tract was higher than was ex'pected, as 
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was the percentage of these cancers among the 
total numher of cancers. The possible occupational 
cause of cancer in the respiratory tract is assumed 
to depend, in part, on the abundant smoke and 
dust connected with the manufacture of products 
containing tar and pitch, ss’hich contain cancer- 
producing substances. Such conditions are espe¬ 
cially common among the so-called retort-house 
workers. 

THERAPEUTICS 

Corticosteroids in the Management of Tuberculous 
Lymphadenitis. J. B. L. Mathur and B. K. Khanna. 
J. Indian M. A. 32:403-404 (May 16) 1959 [Calcutta]. 

' While chemotherapy has superseded most other 
methods previously used in the management of 
tuberculous lymphadenitis, it has been realized that 
some patients may fail to respond to chemotherapy 
or the response may be delayed. In such cases ad¬ 
dition of corticosteroids has been known to hasten 
the resolution of the tuberculous lymph node in¬ 
volvement. Six patients with tuberculous lym¬ 
phadenitis have been treated successfully by the 
administration of 5 mg. of prednisolone per day 
along with the usual chemotherapy. Three of these 
cases are reported here. The prednisolone was 
given along with streptomj'cin and isoniazid. The 
authors consider it significant that prednisolone 
proved effective in the low dosage of 5 mg. per 
day. They feel that corticosteroids in such low 
dosage act as replacement therapy and exert their 
beneficial effect by enhancing the host resistance. 
The safety of such small doses needs no comment. 

Effect of a New Hormone, Triamcinolone, Com¬ 
bined with Specific Treatment in Tuberculosis. 
J. A. Pilheu .and J. A. lannello. Rev. Asoc. med. 
argent. 73:125-130 (April) 1959 (In Spanish) [Buenos 
Aires]. 

The new cortisone derivative, triamcinolone 
(Ledercort), has a more powerful anti-inflammatory 
effect than prednisone; it is also free from mineralo- 
corticoid effects (water, chloride, and sodium re¬ 
tention, or increased elimination of potassium). It 
has been used clinically with the same results as, 
and in smaller doses than, prednisone. The authors 
have used this new corticosteroid in association 
with specific therapy for tuberculosis in the follow¬ 
ing conditions: patients with grave tuberculosis to 
whom no previous treatment has been given; pa¬ 
tients who have had previous treatment in whom 
there is laboratory evidence of sensitivity to iso¬ 
niazid or streptomycin; and patients with advanced 
tuberculosis who after weeks or months of treat¬ 
ment show no clinical or radiologic improvement. 
The duration of tlie combined treatment has been 
from 4 to 6 weeks, the daily dose of triamcinolone 
amounting to 4 mg. 


Four typical cases from the authors’ experience 
arc presented as illustrations of the technique and 
results of the therapeutic use of triamcinolone in 
pulmonary tuberculosis. These included cases of 
grave, untreated tuberculosis, tuberculosis asso¬ 
ciated with bronchial asthma, tuberculosis as¬ 
sociated with malaria, and grave tuberculosis in 
which there was intolerance to PAS. In the first 3 
cases the treatment resulted in both clinic.al and 
radiologic improvement; in the 4th case the intoler¬ 
ance to PAS disappeared, and the patient’s general 
condition improved gradually. The following con¬ 
ditions must be present in order to warrant admin¬ 
istration of triamcinolone to tuberculous patients: 
sensitivity of the tubercle bacilli to antituberculous 
drugs (streptomycin, PAS, isoniazid); inclusion of 
isoniazid in the therapy; and normal levels of gly- 
cemia. 

The Results of the Treatment with Tolbutamide of 
200 Diabetic Patients: A Discussion of Secondary 
Failure. ]. M. Moss, DeW. E. De Lawter and J. J. 
Canary. Ann. Int. Med. 50:1407-1417 (June) 1959 
[Lancaster, Pa.]. 

The authors report on 200 patients with diabetes 
mellitus, who u-ere treated with tolbutamide in the 
diabetic clinic of the Georgetown University Hos¬ 
pital in Washington, D. C., or in the offices of the 
authors. Thirty-seven patients had had no previous 
treatment for diabetes mellitus, and 118 had pre¬ 
viously been given from 5 to 80 units of insulin for 
from a few weeks to as much as 20 years. Most of 
the patients u-ere instructed to follow a measured 
diabetic diet, but it was obvious that many of the 
obese patients continued to eat excessively. Most 
of the' patients were started on 2 Gm. of tolbuta¬ 
mide daily, with the dose adjusted according to 
their response. Six obese patients were given a 
placebo of sodium bicarbonate before and after 
the administration of tolbutamide. 

Good or excellent results were obtained in 98 
patients (49%); 34 patients (17%) showed no demon¬ 
strable benefit from the administration of the drug- 
and 32 (16%) obtained a temporary beneficial effect 
followed by a secondary failure to respond. In 18 
of these 32 patients the failure occurred after 6 
months of treatment, and in 14 it occurred before 
completion of 6 months of tolbutamide treatment 
Six of the 32 patients were aged less than 40 years 
Three patients had had ketosis in the past. Six had 
had diabetes for more than 10 years. Eight were 
underweight, and 14 were grossly obese. Of the 29 
who had taken insulin previously, 4 had taken more 
than 40 units daily. In 4 patients the failure was' 
apparently precipitated by progression of cirrhosis 
acromegaly, lupus erythematosus, and empyema. 
In 7 patients there was no obvious cause for the 
secondary failure. Because this secondary failure 
cannot always be predicted, it is important that 
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patients on tolbutamide therapy be followed at 
intervals of from 4 to 8 weeks after initial stabil¬ 
ization. 

The best results were obtained in the nonketotic, 
asymptomatic older patients with diabetes mellitus 
who were of near-normal weight and who took less 
tlian 40 units of insulin. Most of the primary and 
secondary^ failures were in patients who did not 
meet these criteria. Six obese patients obtained 
better results from a placebo than they did from 
tolbutamide. The good results often reported in 
obese patients are due to reduced caloric intake 
rather than to tolbutamide. Obese patients should 
be treated by diet alone, and tolbutamide used only 
if hyperglycemia persists. Eleven patients under¬ 
went major surgical interventions and 2 had normal 
pregnancies while their diabetes mellitus was con¬ 
trolled with tolbutamide. These conditions do not 
preclude the use of tolbutamide. There were no 
significant toxic effects from the drug. 

PUBLIC HEALTH 

Large-Scale Use of Sabin Type 2 Attenuated Polio¬ 
virus Vaccine in Singapore During a Type 1 
Poliomyelitis Epidemic. J. H. Hale, M. Doraising- 
ham, K. Kanagaratnam and others. Brit. M. J. 
1:1541-1549 (June 20) 1959 [London]. 

Records on poliomyelitis in Singapore after 1946 
showed that among the locally domiciled population 
cases occurred throughout the year. The majorit)' 
of cases were seen in children under the age of 2 
years, and the general picture was that of an area 
in which poliomyelitis was endemic, but with peri¬ 
odic increases in the number of cases. In August, 
1958, cases of poliomyelitis due to the type 1 virus 
began to be reported, numbers increasing rapidly 
so that epidemic conditions existed. The occurrence 
of poliomyelitis in children over the age of 8 years 
was a further indication of the changing pattern of 
the poliomyelitis picture. It had been suggested by 
the World Health Organization e.xpert committee 
on poliomyelitis in 1958 that in the face of an im¬ 
pending epidemic or where poliomyelitis of the 
infantile tj'pe is endemic, especially where signs 
are indicative of an imminent shift to the epidemic 
form of the disease, a trial of attenuated vaccine 
might be attempted. Both these conditions existed in 
Singapore, and the Minister of Health decided to 
offer, on a voluntary basis, immunization with the 
attenuated poliomyelitis virus vaccine. Although 
the epidemic was due to the type 1 virus and all 
reported cases were showm to be infected with this 
serologic tj^pe. it was decided to use a vaccine of 
the type 2 attenuated virus for various reasons, 
which are e.xplained. 


The type 2 attenuated poliomyelitis virus vac¬ 
cine was obtained from Dr. Sabin, who agreed to 
release the vaccine on condition that adequate 
laboratory control could be assured. The Health 
Department of the Singapore Government set up a 
number of vaccination centers. The temperature of 
children attending the centers was taken, and if this 
was normal, they were given 0.1 ml. of a 1/10 
dilution of the tissue culture fluid in a teaspoonful 
of sirup. A number of children were bled just be¬ 
fore administration of the vaccine, and the t)’pe of 
poliomyelitis antibodies present in their serums 
was ascertained. The type 2 attenuated poliomyeli- 
tus ^'irus vaccine was administered to 198,965 chil¬ 
dren, between the ages of 3 months and 10 years. 
Paralysis due to the type 1 poliomyelitus \drus 
developed in only 6 of these vaccinated children. 
During the same period of time—that is, one week- 
after the start of the vaccination campaign to the 
close of the epidemic—there were 179 paralytic 
type 1 cases among appro.ximately 300,000 non- 
vaccinated children of the same age group. 

No untoward effects followed the vaccination, 
and no case of paralysis due to the tjqre 2 virus 
occurred in the vaccinees. Antibody response to 
the vaccine was highly satisfactory, although a small 
proportion of the children in the younger age groups 
failed to give detectable antibodies after vaccina¬ 
tion. Some of the virus strains excreted by vaccinees 
showed slight increases in virulence to monkeys 
tested by intraspinal inoculation. This was not a 
progressive phenomenon, and strains isolated from 
contacts, where it could be assumed that at least 
one human passage had taken place, were no more 
virulent than those obtained direct from vaccinees. 
Only one case of paralytic poliomyelitis due to the 
type 2 virus occurred in a nonvaccinated child, and, 
as it was shown that wild virulent type 2 strains 
were circulating in a neighboring community, it 
was thought that this case could well have resulted 
from infection with such a wild strain. 

Antigenic Variations Among Type 1 Polioviruses: 
A Study of 16 Wild-Type Strains and 5 Variants. 
H. A. Wenner, I. Archetti and G. R. Dubes. Am. J. 
Hyg. 70:66-86 (July) 1959 [Baltimore]. 

This study is one of several made to ascertain the 
e.xtent of antigenic variation among poliomyelitis 
viruses. The practical importance of this research 
relates to the degree of antigenic homogeneity of 
various strains of poliovirus, and to the relationship 
of these to polioviruses used in inactivated or live 
attenuated virus vaccines. The study is concerned 
not only with the elucidation of intratypic antigenic 
structure but also with the e.xtent to which these 
strains of poliovirus share heterotypic antigens. In 
earlier studies on type 2 strains it was found that 
the antigenic components entering into the constitu- 
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tion of lliese type 2 .strain.s differed, making it pos- 
•sible to cla.ssify tliem into 3 major eategoric.s, 
namely, .strains identieal or closely related to the 
Lansing virus, strains distinctly different from the 
Lansing virus, and intermediate strains. The same 
methods were used in the present study with these 
e.sceptions; 1. The antigenic constitutions of the 
type 1 strains were analj'zcd with serums prepared 
in rabbits as well as in monkeys. 2. The method of 
complement fixation was used in addition to senim 
neutralization in the determinations of antigenic 
cross relationships. 3. A plaque method of measur¬ 
ing neutralization was developed for the present 
study and used for some antigenic comparisons. 

Sixteen t\’pe 1 strains of poliovirus were selected 
on the basis of their rather wide distribution in 
lime and place of original isolation. An antigenic 
analysis was made by means of the cytopathogenic 
roller tube, metabolic-inhibition, and complement- 
fixation methods. This analysis indicated that these 
wild-t)'pe strains share major antigens, but it also 
showed that these strains are ver)' probably not 
antigenically homogeneous. These wild-type viruses 
cannot be placed in antigenic categories within type 
1; rather, the pattern of “R” values obtained sug¬ 
gested that these polioviruses can be regarded as 
independent antigenic deviates. A plaque method 
for measuring neutralization was developed and 
used because it gave more reproducible “R” values 
than the other methods. By the plaque method 3 
strains (Australia 4205, Breit, and Zellner) were 
clearly shown to differ from each other antigenical¬ 
ly, thus giving support to differences observed with 
the other methods. Similar studies of 5 variants of 
the Akron strain of tj'pe 1 poliovirus provided no 
ewdence that they are antigenically different from 
, wild-type Akron. 

Antigenic Variations Among Type 3 Polioviruses. 
G. R. Dubes, I. Archetti and H. A. Wenner. Am. J. 
Hyg. 70:91-105 (July) 1959 [Baltimore]. 

This report is concerned with antigenic variations 
among 9 type 3 poliomyelitis virus strains. Neutrali¬ 
zation and complement-fixation tests revealed that 
not all type 3 viruses are identical in antigenic 
structure. The extent of antigenic relationship be¬ 
tween all possible pairs of these strains ranged 
from 22 to 107%, with an average of 49%. This group 
of 9 strains was not found to be divisible into anti¬ 
genic categories. For each of 2 of these 9 strains 
more than one kind of virus was included in the 
study; 5 different viruses of the Leon strain and 2 
different viruses of the Mantova strain were used. 
These viruses U'ere used to gain an estimate of 
possible antigenic variations within a strain. By 
using these viruses, the average intrastrain “R” 
value obtained was 86% (range, 56 to 122%), thus 
indicating that more variation was encountered 
among than within strains. Turbid-plaque-produc¬ 


ing viruses of the Leon and Mantova sti'ains were 
found to be paralytogenic for the monkey by the 
intramuscular route; these viruses were genetically 
labile, mutating to clear-plaque-producing viruses 
which had a selective advantage in monkey-kidney 
tissue cultures and which were of reduced virulence 
for the monkey. 

Immediate Sensitivity Reaction to Poliomyelitis 
Vaccine. W. O. Tliomson and D. J. B. Fletcher. 
Brit. M. J. 2:39-41 (July 11) 1959 [London]. 

The authors report on a 24-year-old nurse, who 
was sensitive to penicillin and, to a less extent, to 
streptomycin, and in whom angioneurotic, perior¬ 
bital edema and mild shock occurred after the 
intramuscular injection of 1 cc. of poliomyelitis 
vaccine. Twenty-four hours later the patient had 
returned to normal. Because of the potential danger 
of contracting poliomyelitis in her work, it was de¬ 
cided that, despite this reaction, her immunization 
should be completed. Forty-one days after her 
initial vaccination the patient was referred to a 
special clinic for patients who wish to be vaccinated 
against poliomyelitis but who have asthma, eczema, 
hay fever, or allergic conditions. A course of small 
doses was planned, each to be given at weekly 
intervals, as past e.xperience had shosvn that this 
technique u'as the safest with allergic persons. To 
this end, 0.1 cc. of poliomyelitis vaccine was given 
intradermally in the left forearm. Within 2 minutes 
a wheal developed at the site of the injection, sur¬ 
rounded by an area of erythema. At the same time 
the patient complained that her eyes were irritable. 
Over the next half hour the wheal on the forearm 
grew to a size of about 2% by VA in. (6.4 by 3.8 cm.), 
and the erythema covered most of- the forearm. 
Gradually her eyes became puffy', and over the next 
10 to 15 minutes periorbital edema developed and 
increased. Restlessness, agitation, and marked 
trembling of the hands were noted. About half an 
hour after the administration of the test dose lirti- 
caria was noted on the patient’s wrists, upper arms,, 
and upper thighs. Five hours after the injection, 
her eyes were still slightly puffy, but most of the 
swelling had disappeared, as had the general 
erythema, the urticaria, and the wheal on the 
forearm. 

Before poliomyelitis vaccine is administered, it is 
essential that the patient (and in the case of a child 
the parents) should be asked if there is a history of 
sensitivity to penicillin or streptomycin. If there is 
any doubt, a test dose should be given intrader¬ 
mally. For those who are penicillin-sensitive, a 
penicillin-free vaccine should be available, and 
penicillinase should be administered before vac¬ 
cination. The chief safeguard, however, is to ensure 
that the medical practitioner is aware of the poten¬ 
tial risk to patients sensitive to penicillin or 
streptomycin. 
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depression of alertness. A few, such as prometha¬ 
zine, are used in premedication and as a supple¬ 
ment during general anesthesia. Use of others 
should be discontinued before operation because 
of dangerous side-effects. 

When the patient has been taking a Rauwolfia 
alkaloid, severe hypotension and bradycardia may 
occur on induction of anesthesia; therefore, therapy 
should be stopped three or four days before elec¬ 
tive operations. If emergenc}' care is necessar}', 
0.5 mg. of o.vyphenonium and 5 mg. of metham- 
phetamine ma)' be given intravenously before in¬ 
duction. The phenodiiazine derivatives such as 
clilorpromazine, promazine, and mepazine often 
cause postural hypotension and peripheral vaso¬ 
dilatation, which are hazardous during anesthesia. 
Use of these drugs should be discontinued two 
days before elective procedures. If hypotension 
occurs during anesthesia, Trendelenburg position 
and large doses of phenylephrine are used. Pro¬ 
methazine is one drug in this group with practically 
no disturbing to.vicit}^ or side-eSects when given 
in therapeutic doses. It can be safely used before 
and during anesthesia. 

Meprobamate is a hydro.Yypropane derivative 
TOth marked sedative and muscle-rela.ving action. 
Rare cases of allergic reactions and nonthrombo¬ 
cytopenic purpura have been reported. No contra¬ 
indication e-dsts to its use immediately prior to 
operation. Hydroxyzine therapy may be continued 
until operation, and miscellaneous sedatives su'h 
as ethchlorvynol, ethinamate, glutethimide, and 
methyprylon are safe for use immediately prior 
to operation. 

SUBENDOCARDIAL ISCHEMIA 
To THE Editor:— tU/iof characterizes the electro¬ 
cardiographic diagnosis of subendocardial ische- 
nita and/or subendocardial necrosis? What is Us 
relationship to the microscopic and macroscopic 
lesions involved? 

Walter R. Tobin, M.D., Miami, Fla. 

Answer.— Subendocardial ischemia is character¬ 
ized on the electrocardiogram by S-T segment 
depression. T-wave negativity, principally in the 
precordial leads, may or may not be present; ab¬ 
normal Q waves and reduced R-wave amplitude 
are absent. Return to normal or preattack contour 
of electrocardiographic tracings ■ - 


may be confined to discrete microscopic foci or may 
involve a grossly visible layer. This gives the name 
subendocardial ischemia and/or subendocardial ne¬ 
crosis (of myocardial tissue) to the electrocardio¬ 
graphic alteration that may be due to such tissue 
change. It is usually seen in patients with coronary 
atherosclerosis. Since tlie electrocardiographic pic¬ 
ture is not pathognomonic of this condition alone, 
one must not overlook the need for a complete his¬ 
tory and clinical and laboratory data in arriving at 
a definitive diagnosis. 

To THE Editor:—A 55-year-old woman had symp¬ 
toms of dyspnea and precordial pain. Her blood 
sugar level was 480 mg. per 100 ml. and she had 
no history of diabetes. The electrocardiogram 
indicated auricular tachycardia (rate, 140 per 
minute), a horizontal cardiac position, and prom¬ 
inent R waves in precordial leads Vj to V 3 in¬ 
clusive. A roentgenogram revealed an enlarged 
■ left ventricle and atherosclerosis of the aortic 
arch. A few days later the blood sugar level was 
normal and the high R waves in the V leads were 
replaced by normal S waves. What caused these 
changes? 

William Schwartz, M.D., Fall River, Mass. 

Answer.— To e,\plain the electrocardiographic 
phenomena in this case, one may assume that there 
is decreased coronary blood flow due to atheroscle¬ 
rosis. A ventricular rate of 140 per minute causes 
some impairment of coronary volume flow; this, 
added to the decrease of coronary vessel size, 
would be suflScient to produce transitory myocardial 
ischemia. The septal region u’ould be involved to 
produce an incomplete right bundle-branch block. 
This would account for the prominent R waves in 
Vj to V 3 . After restoration of normal sinus mecha¬ 
nism, the incomplete right bundle-branch block 
would disappear and allow the appearance of nor¬ 
mal S waves in the V leads. It is possible that the 
hyperglycemia might have caused the auricular 
tachycardia, but this is speculative. In this patients 
electrocardiogram the prominent R waves did not 
indicate right venh-icular hypertrophy. 

HERPES SIMPLEX OF EYE 
To THE Editor:—A 10-year-old boy recently recov¬ 
ered from a bilateral herpes simplex infection of 
his eyes. What can be done to prevent recurrent 
‘-clion? Is there any value in vaccination with 
or influenza virus? What is the inci- 
-rent herpetic infection? What is 
’■ ’dness with recurrent in- 

Antioch, Calif. 

' I y seen as an 
•uciated with 
Antibiotics 
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PROLONGED INCREASED 
SEDIMENTATION RATE 

To TiiE Editor:— IV/ifl/ is the significance of a 
persistently rapid sedimentation rate in the wan 
here described? He is S3 years old and. has had 
a cough for six weeks. Seoeral sedimentation 
rates determined during this time were 90, 7S, 
and 100 mm. per hour, and the present rate is 
92 mm. per hour. During the first two weeks of 
the illness fine crepitant rales were present 
throughout the right lung and the roentgeno- 
graphic findings were "inereased interstitial mark¬ 
ing through right lung." He was almost afebrile 
during the six weeks. Culture of sputum revealed 
streptoeocci, staphylococci, and pneumococci, and 
there was no growth of tubercle bacilli. Is chronic 
bronchitis sufficient cause for a rapid sedimenta¬ 
tion rate? Is a patient with virus pneumonia ever 
afebrile, and could a rapid sedimentation rate 
persist for six weeks? i\/.D., Oregon. 

Answer.—A sedimentation rate of the given 
magnitude .and duration is not unusual in a patient 
with the clinical and physical findings presented. 
There is evidence of a pulmonary disease to cause 
an elevated sedimentation rate. The e.\act diag¬ 
nosis may be revealed by further study. Chronic 
bronchitis is not likely to give a greatly increased 
sedimentation rate but may do so if complicated 
by destruction of the bronchial wall or by pul- 
monarj' involvement. A patient with virus pneu¬ 
monia may be afebrile after the first few days of 
illness, and an increased sedimentation rate has 
been observed to persist for long periods. Six 
weeks is by no means excessive. The value of an 
elevated sedimentation rate would be to stimulate 
the search for other diseases of infectious or neo¬ 
plastic nature. It must be remembered that au¬ 
thenticated rare instances of high sedimentation 
rates without an apparent organic disease have 
been recorded. 

RADIATION AND REPRODUCTION 
To THE Editor:—A 38-year-old woman had a radi¬ 
cal mastectomy to remove an adenocarcinoma 
five years ago. She also received treatment with 
x-ray. She can remember no particular precau¬ 
tion to shield her pelvic organs during the treat- 

The answers here published have been prepared by competent au¬ 
thorities. They do not, however, represent the opinions of any medical 
or other organization unless specifically so slated in the reply. Anony¬ 
mous 'communications cannot be answered. Every letter must contain 
the writer’s name and address, but these will be omitted on request. 


ment. She was told that she could have children 
if she remained free from recurrence of cancer 
for five years. Results of subsequent examinations 
and annual roentgenograms of the chest have 
been negative. The operative site has been free 
of new tumor growth. The patient became preg¬ 
nant and had a normal pregnancy. She was 
delivered in August, 1958, of a 7-lb. (3,175-Qm.) 
girl; and an examination of the baby by a pedia¬ 
trician revealed no congenital anomalies. Due to 
recent netvspaper articles the patient and her 
husband want to know if future pregnancies 
would be advisable. Because, of the genetic 
hazard of therapeutic radiation would there 
be an increased chance of a mutation in later 
generations? 

Werner Steinberg, M.D., Linden, N. J. 

Answer.— It is necessary to establish the amount 
of radiation e.xposure in order to consider such 
problems in terms of potential radiation hazard. 
From the information given, we do not have the 
needed data, but it would seem reasonable to as¬ 
sume that her ovaries received a total dosage of 
5 to 10 rads. The radiation was received within a 
short period of time, but one can compare it with 
the figures given by geneticists for reasonable 
limits of accumulated dosage during procreative 
life. They give 10 rads as the limit for average 
segments of a population. Larger amounts are con¬ 
sidered acceptable for' an individual within the 
population and 5 to 10 rads are witliin the dosage 
range due to a 30-year accumulation from the 
natural background. One cannot say there is no 
genetic hazard associated with any specific amount 
of radiation, but, in light of om‘ present knowledge, 
we can say it would carry only a small risk and 
is acceptable. The problem should not be con¬ 
fused with that which involves radiation during 
fetal development, which is a different risk for the 
production of congenital anomalies. 

TRANQUILIZERS AND 
OPERATDT: MANAGEMENT 
To the Editor:—S hould elective operations be de¬ 
ferred for eight days if a patient has been taking 
tranquilizing medication? 

M.D., Pennsylvania. 

ANS^VER.—“Tranquilizer” is a general term ap¬ 
plied to a group of drugs which includes antihyper¬ 
tensives, sedatives, hypnotics, and agents that 
produce emotional calmness without a- ^ 
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BOOK REVIEWS 


Respirator)’ Physiolog)’ and Its Clinical Application. By 
John H. Knowles, M.D., Chief of Pulmonary Disease Unit 
and Assistant in Medicine, Massachusetts General Hospital, 
Boston. Cloth. $5.25. Pp. 256, with 8 illustrations. Han’ard 
University Press, Cambridge 38, Mass.; Oxford University 
Press, Amen House, Warwick Sq., London, E.C. 4, England, 
1959. 

For the past decade a few’ laboratories through¬ 
out the country have studied intensively the prob¬ 
lems of developing laboratory methods for the 
study of pulmonary function. Recently a w'idespread 
interest in these methods has developed. Hospitals 
in every community are equipping pulmonary func¬ 
tion laboratories. Realizing tliis spread in applica¬ 
tion, the author has brought together a clear 
description of principles, methods, and limitations 
of tire tests developed by these several groups, w'ith 
a discussion of the findings in the various states of 
chronic pulmonary disease. In 200 pages, w'ith a 
minimum of graphs and charts, and w'ith 400 refer¬ 
ences, the autlior has been able to present this 
work in an e.xcellent manner. The style is simple 
and clear. The content is accurate, embracing all 
of the complexities of respiratory physiology, w'ith- 
out requiring the reader to master them in under¬ 
standing the test. The net result is a broad, clear 
picture of w’hat has been accomplished in the de¬ 
velopment of pulmonary function testing. 

The result from the standpoint of the clinical 
physician is disappointing. Ventilatory studies and 
a more liberal use of arterial puncture for blood 
gas analysis are the only tests which are productive 
of reliable information. Although improved spiro- 
metric techniques have produced information that 
correlates more accurately svith the patient’s clinical 
status, this type of information has ahvays been 
available in tlie form of vital capacity measvu-e- 
ments. Also, the study of arterial blood gases con¬ 
tinues to be hampered by the inability to measure 
oxygen tension directly. The remaining interesting 
and essential tests of pulmonary function cannot as 
yet be recommended for routine use. This is not 
necess-arily because of tlie personnel and/or equip¬ 
ment required, but because the tests for gas dis¬ 
tribution, gas diffusion, perfusion-diffusion ratios, 
lung elasticity, and tlie w’ork of breatliing are not 
yet ready for clinical application. Nitrogen wash¬ 
out studies, Riley's gas equilibration techniques, 
and measurements of lung compliance have not yet 
3’ielded significant quantitation data useful at a 
clinical level. 

From die standpoint of the author much has been 
accomplished in the development of diese tests. 
This judgment is valid and understandable if one 
is content with accurate quantitation of clinical 


defects as an end in itself. The spread of interest 
in pulmonary function testing has arisen, not from 
the development of or accomplishments in this field 
but because of the recent success in die treatment 
of pulmonary tuberculosis and the increasing num¬ 
ber of patients w'idi chronic pulmonary disease. 
The physician confronted with these patients and 
supplied W'ith a laboratory for pulmonary function 
testing w'ants to know w’hat can be done by these 
methods. It is discouraging to find that he can but 
reassure himself as to the degree of the patient’s 
ventilatory defect. The lack of w'holehearted in¬ 
corporation of these testing methods into clinical 
medicine may be due more to their deficiencies 
than to the clinician’s unawareness of their benefits. 
Develojiment in this field must be stimulated, not 
on the basis of past accomplishments but by what 
remains to be accomplished. The widespread gen¬ 
eral use of the pulmonary function laboratory 
should place an added stimulus on the backward 
research laboratories and demand of tliem a re¬ 
orientation of endeavor to keep pace with the re¬ 
quirements of clinical medicine. 

A Short Te.\tbook of Radiotherapy for Technicians and 
Students. By J. Walter, M.A., B.M., M.R.C.P., and H. Mil¬ 
ler, M.A., Ph.D., F.Inst.P. Second edition. Cloth. $10. Pp. 
527, widi 303 illustrations. Little, Brown & Company, 34 
Beacon St., Boston 6; J. & A. Churchill, Ltd., 104 Gloucester 
PI., Portman Sq., London, W. 1, England, 1959. 

This is the second edition of a book originally 
published in 1950. As stated in the preface, it is 
based on a series of lectures given for student tech¬ 
nicians. The style of w’riting is excellent, giving a 
clear and concise orientation of the material essen¬ 
tial for an understanding of the problems of radio- 
tlierapy. Wltile primarily intended for technicians, 
the book also should prove of great value to phy¬ 
sicians undergoing training in radiotherapy as a 
preface to more detailed study of the subject. Of 
particular value is the clear and readable discus¬ 
sion of physics and the principles of radiotherapy, 
as a contrast to the more formal and often confus¬ 
ing approach so often encountered. The second 
half of this book deals with radiation techniques. 
This subject is covered in short and terse descrip¬ 
tions of techniques applicable to disease in which 
radiation therapy is indicated. For the technician 
this is adequate and for tlie physician therapist it 
is an .excellent guide for further study. This book 
should be a valuable addition to the library of all 
radiologic departments for use by technicians and, 
in particular, by those concerned with tlie training 
of technicians and physicians who are radiation 
therapists. 
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PROLONGED INCREASED 
SEDIMENTATION RATE 

To THE Editor;—W/ i«/ is iha significance of a 
pcrsislenihj rapid sedimcnialion rale in the man 
here describedP He is 53 years old and has had 
0 cough for six weeks. Several sedimentation 
rates determined during this lime ware 90, 78, 
and 100 mm. per hour, and the present rate is 
92 mm. per hour. During the first two weeks of 
the illness fine crepitant rales were present 
throughout the right lung and the roentgeno- 
graphic findings were “increased interstitial 7nark- 
ing through right lung.” He was ahnost afebrile 
during the six weeks. Culture of sputum revealed 
streptococci, staphylococci, and pneumococci, and 
there was no growth of tubercle bacilli. Is chronic 
bronchitis sufficient cause for a rapid sedimenta¬ 
tion rate? Is a patient with virus pneinnonia ever 
afebrile, and could a rapid sedimentation rate 
persist for six weeks? M.D., Oregon. 

Answer.—A sedimentation rate of the given 
magnitude and duration is not unusual in a patient 
Nvith the clinical and physical findings presented. 
There is evidence of a pulmonary' disease to cause 
an elevated sedimentation rate. The e.xact diag¬ 
nosis may be revealed by further study. Chronic 
bronchitis is not likely to give a greatly increased 
sedimentation rate but may do so if complicated 
by destruction of the bronchial wall or by pul¬ 
monary involvement. A patient with virus pneu¬ 
monia may be afebrile after the first few days of 
illness, and an increased sedimentation rate has 
been observed to persist for long periods. Six 
weeks is by no means excessive. The value of an 
elevated sedimentation rate would be to stimulate 
the search for other diseases of infectious or neo¬ 
plastic nature. It must be remembered that au¬ 
thenticated rare instances of high sedimentation 
rates without an apparent organic disease have 
been recorded. 

RADIATION AND REPRODUCTION 
To THE Editor:—A 38-year-old woman had a radi¬ 
cal mastectomy to remove an adenocarcinoma 
five years ago. She also received treatment with 
x-ray. She can remember no particular precau¬ 
tion to shield her pelvic organs during the treat- 

Tbe answers here published have been prepared by competent au¬ 
thorities. They do not, however, represent the opinions of any medical 
or other organization unless specifically so stated in tlie reply. Anony¬ 
mous commum'cations cannot be answered. Every* letter must contain 
the writer’s name and address, but these will be omitted on request. 


inent. She was told that she could have children 
if she remained free from recurrence of cancer 
for five years. Results of subsequent examinations 
and annual roentgenograms of the chest have 
been negative. The operative site has been free 
of new tumor growth. The patient became preg¬ 
nant and had a normal pregnancy. She was 
delivered in August, 1958, of a 7-lb. (3,175-Gm.) 
girl; and an examination of the baby by a pedia¬ 
trician revealed no congenital anomalies. Due to 
recent newspaper articles the patient and her 
husbainl wajif to know if future pregnancies 
would be advisable. Because of the genetic 
hazard of therapeutic radiation would there 
be an increased chance of a mutation in later 
generations? 

Werner Steinberg, M.D., Linden, N. }. 

Answer.— It is necessary to establish tlie amount 
of radiation exposure in order to consider such 
problems in terms of potential radiation hazard. 
From the information given, we do not have the 
needed data, but it ivould seem reasonable to as¬ 
sume that her ovaries received a total dosage of 
5 to 10 rads. Tlie radiation was received within a 
short period of time, but one can compare it unth 
the figures given by geneticists for reasonable 
limits of accumulated dosage during procreative 
life. They give 10 rads as the limit for average 
segments of a population. Larger amounts are con¬ 
sidered acceptable for an individual wthin the 
population and 5 to 10 rads are within the dosage 
range due to a 30-year accumulation from the 
natural background. One cannot say there is no 
genetic hazard associated with any specific amount 
of radiation, but, in light of our present knowledge, 
we can say it would carry only a small risk and 
is acceptable. The problem should not be con¬ 
fused with that which involves radiation during 
fetal development, which is a different risk for the 
production of congenital anomalies. 

TRANQUILIZERS AND 
OPERATI^^ MANAGEMENT 
To THE Editor:—S hould elective operations be de¬ 
ferred for eight days if a patient has been taking 
tranquilizing medication? 

M.D., Pennsylvania. 

Answer.— “Tranquilizer” is a general term ap¬ 
plied to a group of drugs which includes antihyper¬ 
tensives, sedatives, hypnotics, and agents that 
produce emotional calmness without accompanying 
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depression of alertness. A few, such as prometlia- 
zine, are used in premedication and as a supple¬ 
ment during general anesthesia. Use of others 
should be discontinued before operation because 
of dangerous side-effects. 

When the patient has been taking a RauwolGa 
alkaloid, severe hypotension and bradj'cardia may 
occur on induction of anesthesia; therefore, tlierapy 
should be stopped three or four days before elec¬ 
tive operations. If emergency care is necessary, 
0.5 mg. of o.xyphenonium and 5 mg. of metham- 
phetamine may be given intravenously before in¬ 
duction. The phenothiazine derivatives such as 
chlorpromazine, promazine, and mepazine often 
cause postural hypotension and peripheral vaso¬ 
dilatation, which are hazardous during anesthesia. 
Use of these drugs should be discontinued two 
days before elective procedures. If hypotension 
occurs druing anesthesia, Trendelenburg position 
and large doses of phenylephrine are used. Pro¬ 
methazine is one drug in this group with practically 
no disturbing to.x'icity or side-effects when given 
in therapeutic doses. It can be safely used before 
and during anesthesia. 

Meprobamate is a hydro.xypropane derivative 
witli marked sedative and muscle-rela.ving action. 
Rare cases of allergic reactions and nondirombo- 
cytopenic purpura have been reported. No contra¬ 
indication exists to its use immediately prior to 
operation. Hydro.xyzine therapy may be contintied 
until operation, and miscellaneous sedatives suffi 
as ethchlorx'j'nol, ethinamate, glutethimide, and 
methyprj'lon are safe for use immediately prior 
to operation. 

SUBENDOCARDIAL ISCHEMIA 
To TFJE Editor:— IV/wf characterizes the electro¬ 
cardiographic diagnosis of subendocardial ische¬ 
mia and/or subendocardial necrosis? What is its 
relationship to the microscopic and macroscopic 
lesions involved? 

Walter R. Tobin, M.D., Miami, Fla. 

Answer.— Subendocardial ischemia is character¬ 
ized on the electrocardiogram by S-T segment 
depression. T-wave negativity, principally in the 
precordial leads, may or may not be present; ab¬ 
normal Q waves and reduced R-wave amplitude 
are absent. Return to normal or preattack contour 
of electrocardiographic tracings occurs in from 
several hours to several days (usually a week or 
less). The implication is that this situation (sub¬ 
endocardial ischemia) is to be distinguished from 
the evanescent electrocardiographic changes seen 
with typical angina pectoris on the one hand and 
the classic stigmata of “transmural infarction” on 
the other. 

Studies demonstrate tliat tliese electrocardio¬ 
graphic changes usually accompany myocardial 
necrosis in subendocardial tissue, where the damage 


may be confined to discrete microscopic foci or may 
involve a grossly visible layer. This gives the name 
subendocardial ischemia and/or subendocardial ne¬ 
crosis (of myocardial tissue) to the electrocardio¬ 
graphic alteration that may be due to such tissue 
change. It is usually seen in patients with coronary 
atherosclerosis. Since the electrocardiographic pic¬ 
ture is not pathognomonic of this condition alone, 
one must not overlook the need for a complete his¬ 
tory and clinical and laboratory data in arriving at 
a definitiv'e diagnosis. 

To THE Editor:— A 55-year-old woman had symp¬ 
toms of dyspnea and precordial pain. Her blood 
sugar level was 480 mg. per 100 ml. and she had 
no history of diabetes. The electrocardiogram 
indicated auricular tachycardia (rate, 140 per 
minute), a horizontal cardiac position, and prom¬ 
inent R waves in precordial leads Vj to Vs in¬ 
clusive. A roentgenogram revealed an enlarged 
■ left ventricle and atherosclerosis of the aortic 
arch. A few days later the blood sugar level teas 
normal and the high R waves in the V leads were 
replaced by normal S waves. What caused these 
changes? 

William Schwartz, M.D., Fall River, Mass. 

Answer.— To e.xplain the electrocardiographic 
phenomena in this case, one may assume that there 
is decreased coronary blood flow due to atheroscle¬ 
rosis. A ventricular rate of 140 per minute causes 
some impairment of coronary volume flow; this, 
added to the decrease of coronary vessel size, 
would be sufficient to produce transitory myocardial 
ischemia. The septal region would be involved to 
produce an incomplete right bundle-branch block. 
This would account for the prominent R waves in 
Vi to Va. After restoration of normal sinus mecha¬ 
nism, tlie incomplete right bundle-branch block 
would disappear and allow the appearance of nor¬ 
mal S waves in the V leads. It is possible that the 
hyperglycemia might have caused the auricular 
tachycardia, but this is speculative. In this patients 
electrocardiogram the prominent R waves did not 
indicate right ventiicular hypertrophy. 

HERPES SIMPLEX OF EYE 
To THE Editor:—A 10-year-old hoy recently recov¬ 
ered from a bilateral herpes simplex infection of 
his eyes. What can be done to prevent recurrent 
infection? Is there any value in vaccination with 
smallpox or influenza virus? What is the inci¬ 
dence of recurrent herpetic infection? What is 
the incidence of blindness with recurrent in¬ 
fection? 

Robert E. Sandlin, M.D., Antioch, Calif. 

Answer.-H erpetic keratitis is usually seen as an 
acute primary keratoconjunctivitis associated with 
a herpes simplex labialis or stomatitis. Antibiotics 
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do not afFecl the herpes virus, but the topical use 
of antibiotics is indicated to prevent secondary 
bacterial infection. The virus can be destroyed 
only by the removal of the parasitized cells, either 
with such antiseptics as iodine or ether or by 
mechanical denudation. 

After a primary herpetic keratitis, antibodies de¬ 
velop and a relative local immunity' results which 
lasts for a period of several months, but the oppo¬ 
site cornea is still vulnerable to infection. Vacci¬ 
nation witli either smallpo.v or influenza r'accine 
has failed to provide protection. The best precau¬ 
tions against recurrent inflammation are the avoid¬ 
ance of such precipitating factors as trauma, sun¬ 
burn, fever, emotional anxiety, and injury to the 
perijjheral fibers of the trigeminal nerve. The inci¬ 
dence of recurrence is high on the basis of indi¬ 
vidual clinical records. There are, however, no 
reliable figures on the percentage of recurrence 
in the population at large, for many cases are mild 
or escape diagnosis. 

With recurrence, the inflammation may involve 
deeper layers of the cornea, producing the so- 
called diskiform types of keratitis with their ame¬ 
boid or geographical morphology. Prior to \\h)rld 
War II this type of recurrent inflammation was 
relatively benign, lasting three or four weeks and 
leaving only minimal scarring. In the postwar era, 
however, a more severe type of inflammation has 
been seen, persisting for many months and leading 
to corneal necrosis and occasional perforation. Also, 
many cases of a herpetic uveitis have accompanied 
such prolonged inflammations. It has been sug¬ 
gested that this represents an increase in the viru¬ 
lence of the virus and that in some instances it is 
due to the injudicious use of topically applied 
steroid preparations. Cortisone should not be used. 
When a recurrent inflammation persists, with the 
danger of severe comirlications, lamellar kerato- 
plast)' is now becoming recognized as the therapy 
of choice, since it removes the infected tissue, 
replacing it with healthy tissues, preserving some 
useful vision, and terminating the inflammation. 

ANTICOAGULATION THERAPY 

To THE Editor:— IV/iflf are the indications for and 

the management of anticoagiilation therapy in 

acute and chronic cerebrovascular disease? 

M.D., California. 

Answer.— Anticoagulation is indicated in in¬ 
stances of occlusive cerebrovascular disease and 
cerebrovascular insufficiency in the absence of 
any hemorrhagic or massive intracranial lesion. All 
patients with tlie stroke syndrome should be studied 
by x-ray of tlie skull, electroencephalography, lum¬ 
bar puncture, and angiography prior to die initia¬ 
tion of anticoagulant therapy. If any of these studies 
indicate a hemorrhagic or massive lesion, anti¬ 


coagulation is contraindicated. Anticoagulation is 
contraindicated in hypertension when the blood 
pressure level is greater than 180 to 200 mm. Hg 
systolic or 110 mm. Hg diastolic. Anticoagulation 
therapy is used with a major vessel occlusion in¬ 
volving branches of the circle of Willis where dem¬ 
onstrated by angiography, i. e., anterior cerebral 
occlusion or middle cerebral occlusion. Where a 
partial carotid lesion is demonstrated by the angio¬ 
gram and intimectomy is indicated, anticoagulation 
therapy is begun early and heparin may be initially 
used for rapid anticoagulation. This drug is given 
in doses of 50 mg. by deep subcutaneous injection 
every six hours, and tlie clotting time is checked by 
the Lee-ll'hite method twice a day. When desir¬ 
able, bishydroxycoumarin therapy is begun simul¬ 
taneously and heparin therapy discontinued when 
therapeutic levels of prothrombin activity are 
reached. Once the decision for anticoagulation is 
made, it is accomplished by the administration of 
300 mg. of bishydroxycoumarin on the first day and 
200 mg. on the second day; then the daily dosage 
is adjusted in relation to the prothrombin activity. 

BLOOD SPECIMEN SELECTION 
To THE Editor:— Does a fresh specimen of capillary 
blood give more accurate results than venous 
blood to which an anticoagulant has been added 
when examined for red blood cell count, white 
blood cell count, hemoglobin estimation by the 
Sahli method, and preparation of a blood smear 
for study of erythrocyte morphology and estima¬ 
tion of differential leukocyte count? 

Frank P. Mathews, M.D., Olympia, Wash. 

Answer.— Red blood cell counts and hemoglobin 
estimations may be performed on either capillary 
or venous blood to which an anticoagulant has been 
added. The erythrocytes may be counted at any 
time after the blood is drawn, if there is no he¬ 
molysis and the sample is well shaken. The hemo¬ 
globin estimation can be performed even after 
hemolysis has begun. If the same techniques are 
always used, standards may be established and de- 
tenninations can be compared. The venous blood 
may give somewhat higher but more uniform val¬ 
ues, since admixture of tissue juices does not cause 
dilution. When capillary blood is used, it is im¬ 
portant that the finger or ear not be squeezed and 
that the flow of blood be free. 

Leukocyte counts can be obtained with a fair de¬ 
gree of accuracy from freshly drawn venous blood 
with an anticoagulant added. The rate of disinte¬ 
gration of leukocytes allows refrigerated storage for 
24 to 48 hours, but this is not the best policy. No 
anticoagulant preserves either red or white blood 
cells sufficiently for reliable differentiation of nu¬ 
cleated cells or accurate morphologic description 
of red blood cells. 
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IDIOPATHIC TROPICAL SPRUE 
To THE Editor:—I s tropical sprue idiopathic? What 
causes the bleeding in some patients? If hema¬ 
turia occ«r5, what are the sources of bleeding in 
the urinary tract? What is the value of the banana 
diet? Is there any indication for the use of corti¬ 
sone? ployd O. Smith, M.D., Felton, Calif. 

Answer.— The disorder is considered idiopatliic. 
Nontropical sprue in contrast appears to be asso¬ 
ciated with an abnormal response to gluten protein 
derived from wheat, barlej', or oats. Bleeding tend¬ 
encies are seen rarely in tropical sprue and are 
more frequent in nontropical cases. The bleeding 
defect is related to low prothrombin levels resulting 
from malabsorption of oil-soluble vitamin K. The 
bleeding is corrected by parenteral administration 
of vitamin K preparations. Bleeding after vitamin 
therapy in the urinarj' tract must be attributed to 
other causes. The banana diet is not of special value 
in tropical sprue but is helpful in nontropical sprue 
by eliminating wheat from the diet. Cortisone ther¬ 
apy improves intestinal function, but patients with 
nontropical sprue should follow a gluten-free diet 
for at least 200 days to exclude wheat protein as the 
agent causing malabsorption. Cortisone is of value 
in early period of treatment to improve absorption 
of foodstuffs by the small intestine, but the diet 
should be managed to prevent complications of 
corticoid therapy. Sprue secondary to lymphoma, 
collagen disorders, and intestinal lipodystrophy 
may respond only to cortisone. 

ELIMINATION OF HOUSE MOLD 
To THE Editor:— Horn can a basement be kept free 
of mold? 

Henry Krochmal, M.D., Meriden, Conn. 

Answer.— Basements have tlie reputation of con¬ 
taining a high mold-spore level, but during 
humid weather the molds are not limited to the 
basement and often develop in any part of the 
house. They grow on leather, books, food, clothing, 
fmniture, and in and on other materials. Each 
mold growth releases large numbers of spores 
which may remain suspended in the air for a long 
time. 

Dehumidifying equipment in tlie basement, dry 
heat, and opening windows during dry weatlier 
will retard tlie growth of mold. Mold colonies al¬ 
ready established will produce spores so abundandy 
diat air decontamination is necessaiyc Circulation 
of air tlirough filtering devices, combined with fre¬ 
quent and diorough cleaning of room surfaces and 
furnishings, is one method of spore removal. 

The mycelia penetrate some materials, where they 
remain waiting to grow whenever conditions are 
favorable. Tliere is no effective method for destroy¬ 
ing these embedded molds except to remove the 
objects harboring diem. Impeding the growth of 


molds or limiting the spore content of the air 
would minimize symptoms due to mold allergies. 
Effective measures to keep the basement free of 
mold are likely to be drastic ones. 

FLUORIDE TABLETS 

To THE EorroB:—Which fluoride tablets are satis¬ 
factory and safe for the purpose of controlling 
dental caries? What is the dosage schedule? 

Ronald M. Thompson, M.D. 

West Palm Beach, Fla. 

Answer.— The council on dental therapeutics of 
the American Dental Association recently com¬ 
mented on the presci'iption use of dietary fluorides 
(7. Am. Dent. A. 56:589 [April] 1958). A number of 
forms of fluoride supplements are on the market. 
The only one that has been brought into conformity 
with the council’s provisions is the product market¬ 
ed under the brand name Fluoritabs. Additional 
products may be added to this list. 

An excerpt from the council’s announcement 
reads as follows: 

Fluoride tablets may be employed with least difficulty in 
localities where die drinking water is substantially devoid 
of fluoride. The following prescription illustrates their use: 
Rx: Sodium fluoride tablets 2.2 mg. Dispense 100. 

Label: Use according to written directions. 

CAUTION: Store out of reach of children, 

Written directions should be provided according to the 
age of the child as follows: 

(1) Before two years of age. Add one fluoride tablet to 
each quart of water used for drinking purposes and for the 
preparation of formulas and other food. 

(2) From two to three years of age. Every other day add 
one fluoride tablet to an amount of fniit juice or drinking 
water which die child will consume at one time. 

(3) After three years of age. Administer one tablet each 
day in an amount of frait juice or drinking water that will 
be consumed at one time. 

AUTOMOBILE SAFETY BELTS 
To THE Editor:— I have provided my automobile 
with seat belts, yet I cannot induce my family to 
use them consistently. An alternative device is a 
padded shelf which pulls out from the dashboard 
and locks into position. What is the effectiveness 
of the latter as compared with seat belts? 

Sam I. Lerman, M.D., Detroit. 

Ansmter.— This query is pertinent to the known 
fact that, of tlie number of persons who have belts 
in their automobiles and become involved in a crash, 
80% do not have the belts fastened. This consultant 
has examined the padded shelf mentioned and finds 
it inadequate in several respects. The principal 
objection is that it does not provide restraint when 
the car is struck from tlie side, and the shelf, like the 
belt, requires a speciBc act or decision to bring it 
into place. The proper attitude in regard to the seat 
belt is to introduce it into one’s habit pattern. In 
this way the belt is always in place even though 
one merely backs the car from the garage to the 
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driveway. Eventually, a belt that automatically falls 
into jilace when the door is closed will offer a solu¬ 
tion. Two of this type have been patented and 
appear mechanically sound. 

Legislation to require motorcars to have minimum 
safetj' devices is before Congress, and letters to 
senators and congressmen urging the passage of 
H. R. 1346 and H. R. 1341 are veiw much needed. 
The two bills ha\’e been favorably reported out by 
the House Committee on Interstate and Foreign 
Commerce. 

OTITIS DUE TO PSEUDOMONAS 
IN NEWBORN INFANTS 

To THE Editor:—III the nursery for newborn infants, 
six or seven developed an aural discharge which 
caused no clinical symptoms. Cultures of the dis¬ 
charge showed Pseudomonas aeruginosa. Is that 
of any clinical significance? What is the treat¬ 
ment? What measures could he used in the 
mirscnj fo prcoenf the recurrence or the spread of 
the infection? 

Samuel Newman, il/.D., Danville, Va. 

Answer.— Pseudomonas aeruginosa is a slender 
rod-shaped gram-negative organism that frequently 
causes suppuration, especially of the middle ear, 
in cliildren. Destructive lesions of the skin and 
ulcers of the alimentar)' mucosa from this cause are 
not uncommon. It is probably involved in some 
cases of infantile diarrhea. In rare instances the 
infection may become a bacteremia with death as 
a possible result. Pseudomonas infections are diffi¬ 
cult to treat because of resistance of the organisms 
to antibiotics. Testing of the bacilli in one laboratory' 
revealed that 30% were resistant to all antibiotics. 
Control of hospital infections would require dis¬ 
covering by sensitivity tests whether the particular 
strain is sensitive to any antibiotic and, if so, its use 
systemically and locally. Quarantine should be es¬ 
tablished, with attention to attendants as possible 
carriers and to contaminated articles that are re¬ 
moved from the nursery'. 

UNDESCENDED TESTES 
To THE Editor;—A 6 -year-old boy has received care 
for several years because, by physical examina¬ 
tion, there were no testes to be found. Endocrine 
therapy given at the age of 3 years failed to pro¬ 
duce any change in this situation, and an explor¬ 
atory operation has now been recommended. If 
there is loss of gonadal tissue would there he any 
testicular endocrine function? Shoidd the ex¬ 
ploratory operation be unilateral? 

Leonard H. Blackwell, M.D., Pontiac, Mich. 

Answer.— If operation discloses testes with sper¬ 
matic vessels so short that scrotal placement is im¬ 
possible, the continuing retroperitoneal position Avili 
not adversely affect endocrine function. The sper- 


matogenic epithelium will, of course, be completely 
destroyed. If, on the other hand, the blood supply 
to the testis is obstructed during the course of the 
difficult orchiopexy, atrophy of all the testicular ele¬ 
ments will result. Such bilateral failure would re¬ 
sult in eunuchism. For this reason, unilateral op¬ 
eration is recommended. If operation discloses a 
testis amenable to satisfactory scrotal placement, 
operation on the other side may be done after a 
short convalescence. If the operation on the first 
side reveals conditions unfavorable for orchiope.xy, 
the contralateral operation should be canceled be¬ 
cause it is likely that a similar anomaly e.xists on 
the opposite side. 

SIGNIFICANCE OF SPUTUM CULTURE 
To THE Editor:—I s Aerobacter aerogenes consid¬ 
ered to be pathogenic when found in sputum 
and throat cultures? 

Dale C. Hager, M.D., Beaumont, Texas. 

Answer.— The question cannot be answered un¬ 
equivocally because of the interrelationships among 
the so-called enteric bacilli. Klebsiella pneumoniae 
(Friedliinder’s bacillus) is usually heavily encap¬ 
sulated and its colonies are excessively mucoid in 
character. It is, for all practical purposes, indis¬ 
tinguishable from A. aerogenes and other related 
forms (Citrobacter, etc.). When the micro-organ¬ 
ism is found in conjunction with the characteristic 
acute pulmonary disease it is designated Klebsiella, 
but in the absence of pneumonic disease it is cus¬ 
tomarily reported as Aerobacter or coliform.- There 
is little evidence that certain strains of Aerobacter- 
Klebsiella can be differentiated on the basis of 
high virulence for man. 

Coincident with, but not necessarily related to, 
the use of broad-spectrum antibiotics, an increase 
in coliform flora has been observed in the upper 
respiratory tract. When hemolytic coliform bacilli 
occur in heavily pure culture, they may be asso¬ 
ciated with the inflammatory reaction of sore throat, 
but a causal relation is not thereby established. 

KLEPTOMANIA 

To THE Editor:— A girl now aged 15 has been 
stealing objects of small value since the age of 6. 
Rings seem to fascinate her the most. This is 
evidently a case of kleptomania. Woidd psychi¬ 
atric care help this child? Would this trait be 
inherited by her children? 

A. C. Scott, M.D., Evansville, III. 

Answer.- This patient ought to receive psychi¬ 
atric care and should be helped by treatment. 
Children who feel basically deprived in essential 
personal relationships sometimes give e.xpression to 
their feelings by stealing. The child who feels un¬ 
loved or discriminated against by the parents does 
the stealing as an unconscious attempt at sj'mbolic 
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gratification for the need not met in actual life. An 
essential part of treatment is helping the parents 
imderstand the nature of the difficult)' so that they 
may help the child by more adequately meeting his 
need for affection and understanding. Neurotic 
symptoms are not transmitted to children on a 
hereditar)' basis. Any neurotic attitude, if not modi¬ 
fied b\' treatment or by healthy normal maturation, 
can unfavorabfy influence the manner in which the 
parent cares for and rears children. The child could 
tlien betray a neurotic pattern that may or may not 
be similar to diat of the parent. 

USE OF PARALDEHYDE 
To THE EDrroR:~r/ie following questions relate to 
the use of paraldehyde in the treatment of a 
chronic alcoholic who is otherwise in good health, 
except for mitral value damage from rheumatic 
fever. What is the len^h of therapy and the dos¬ 
age that can be safely given? Can it cause tissue 
damage? What would be a substitute medica¬ 
ment? M.D., Nebraska. 

Ans\\'Er.— The effects of paraldehyde are similar 
to those of alcohol, and when addiction develops 
the manifestations are also similar and include the 
possibilit)' of delirium tremens during withdrawal. 
Toxic effects result from paraldehyde that has de¬ 
composed due to exposure to light or other reasons 
to form acetaldehyde. A report of renal tubular acid¬ 
osis resulting from paraldehyde ingestion was given 
by Elkin ton and others {Am. }. Med. 23:977 [Dec.] 
1957). During six years of follow-up the patient in¬ 
gested 60 to 120 cc. of paraldehj’de a da)'. There 
are reports of organ damage from paraldehyde. 
The rheumatic heart disease with mitral stenosis 
would not be affected by tire paraldehyde. There 
is no less toxic drug which could be substituted. 

URINARY BLADDER CAPACITY 
To THE Editor:—A n elderly woman was hospital¬ 
ized for suppurative meningitis. On the 10th 
day she developed azotemia and a gradually 
enlarging mass in the lower abdomen. She was 
voiding 1,200 to 1,400 cc. of urine a day, but 
because of the azotemia and the mass, which 
had now extended above the umbilicus, she was 
catheterized. The inass disappeared as 4,800 cc. 
of urine was drained out, and the azotemia im¬ 
proved. Since this procedure she has not been 
able to void voluntarily. She has been on therapy 
with bethanechol chloride. How much urine can 
the bladder contain? How thin will the bladder 
wall be tvhen distended to the capacity of 
4,800 cc.? A. D. Talusan, M.D., Baltimore. 

Answer.— Textbooks indicate a maximum blad¬ 
der capacit)' of 2,000 to 4,000 cc. The greatest re¬ 
corded volumes retained by the urinar)' bladder 
are 9,000 cc. in one patient and 11,000 cc. in 


another. The thickness of the bladder wall may 
vary from 1 to 10 mm., and one can only guess 
that it would be less than 1 mm. when containing 
11 liters of urine. 

SYMPTOMS OF CORONARY DISEASE 
To THE Editor:—A patient had a coronary occlusion 
one year ago and since has been taking-200 mg. 
of phenindione daily, 0.25 mg. of digoxin daily, 
and a tranquilizer. For several months there has 
been a tingling, sensations of pricking, formica¬ 
tion, and a feeling of coldness or anesthesia in the 
right upper extremity and right side of the face. 
Could these symptoms he due to drug sensitiza¬ 
tion, or are they part of the thrombosis? Could 
concurrent arthritis cause the sensations? 

William }. MacDonald, M.D., Boston. 

Answer.— Drug sensitization does not produce the 
symptoms described. Such symptoms in the upper 
e.xtremities are frequent after a coronar)' throm¬ 
bosis, and they less frequently are felt in the face. 
Spondylitis, arthritis of the shoulder joint, and otlier 
skeletal lesions may be sites of referred sensations 
due to arteriosclerotic heart disease. For example, a 
patient with an old ununited fracture of the left 
humerus had pain which was relieved by nitro¬ 
glycerin and was felt only at tire site of his old 
fracture. When he later had a myocardial infarction, 
the pain was again at the site of the old fracture. 

CARCINOMA IN SITU 

To THE Editob:—A 43-year-old patient had a pan- 
hysterectomy for epidermoid carcinoma in situ of 
the cervix. Should estrogen be given if the patient 
needs control of menopausal symptoms? 

William E. Elding, M.D., Streator, III. 

Answer.— There would be no contraindication to 
the administration of exogenous estrogens in a pa¬ 
tient who has had proved carcinoma in situ of the 
uterine cervix. This would be based on the fact that 
total hysterectomy with preseiwation of the ovaries 
is an accepted form of treatment for this condition. 

YELLOW SKIN IN INFANTS 
To THE Editor:—A lOVz-month-old child has had 
yellow discoloration of nasal labial folds and 
both ears. The rest of the body, including the 
scleras, shows no discoloration. There has been 
no excessive vitamin ingestion, and the color 
varies in intensity but never quite disappears. 
The child is developing well. Please explain this 
phenomenon. 

George Vash, M.D., Lonaconing, Md. 

Answ'er.— It is not possible to give a satisfactory 
answer to tliis question without more information. 
If the pigmentation is really yellow and jaundice 
and drugs (quinacrine hydrochloride and picric 
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acid) are not implicated, it i.s possible that this 
pigmentation is due to carotcnemia or .vantlioma- 
tosis. The localization of the discoloration to the 
nasal labial folds and ears is compatible with 
carotcnemia. Carotcnemia can be diagnosed by 
determination of the level of scrum carotene. 
Carotencmia is common in infants. A person with 
xanthomatosis has cither localized nodules or dif¬ 
fuse yellowing of the entire skin surface. Other 
possible causes would be myxedema and diabetes 
mellitus. 

VITAMINS B„ AND B,,. 

To THE Editor:—I s there any advantage for peo¬ 
ple of the middle-age group to partake daily 
of vitamins Be and Bn if there is no medical in¬ 
dication for them? Will a daily intake of them at 
the average dosage of 10 mg. do any harm? 

Jacob M. Cahan, M.D., Philadelphia. 

Answer.— Vitamins, like other medicaments, 
should not be administered without definite indi¬ 
cation. There is no definite advantage for middle- 
aged people to take vitamins Bn and Bia in quantities 
of 10 mg. daily. The human requirement for nei¬ 
ther of these vitamins is firmly established, but evi¬ 
dence would indicate that the dietary requirement 
of vitamin Bn is much less than 10 mg. per day and 
that there is little likelihood that an ordinarj' diet 
in the United States would be deficient in this 
factor. The daily requirement for vitamin Bjo is a 
few micrograms or less per day. An amount of 10 
mg. per day would exceed any possible human 
requirement. There is no evidence to indicate that 
excessive quantities of vitamins Bn or Bj-.. would be 
harmful. TTie cost of such quantities is not incon¬ 
sequential however. 

JUTE FIBER PNEUMOCONIOSIS 
To THE Editor:— Is pneumoconiosis caused by the 
inhalation of jute? A carpet layer, who is 38 years 
old, has increasingly severe dyspnea, and he has 
a chest expansion of only 1 in. Jute is a common 
component of carpet padding. 

Seymour A. Hartman, AI.D. 

Sherman Oaks, Calif. 

Answer.— Contact with jute has been identified 
with dermatitis due to the oils and soaps used in 
the primary preparation of the jute. Jute itself may 
be an irritant or allergen causing dermatitis. A var¬ 
iety of pulmonary tract involvements from jute, in¬ 
cluding laryngitis, bronchitis, asthma, pneumonitis, 
emphysema, and bronchopneumonia, are referred to 
as mill fever,” which is a transient, three-to-four- 
day illness believed to be related to an allergic 
response to the vegetable fiber. It is not known that 


such conditions appear in persons with trades such 
as carpet laying, in which the e.xposure may be 
minimal. 

MINERAL SPIRITS AND RESPIRATORY 
IRRITATION 

To THE Editor:-A patient developed the sensation 
of tightness of the throat which occurs occasion¬ 
ally, accompanied by a dry cough and some 
dyspnea. These symptoms last for a week, dis¬ 
appear, and then recur. He is a 44-year-old man 
who works in an automobile factory where part 
of the work is to wash metal parts in a solution 
of mineral spirits. Is there a possible relationship 
between this work and his respiratory difficulty? 

B. Goldberg, M.D., Chicago. 

Answer.— Mineral spirits is a petroleum fraction 
akin to naphtha and kerosene. In low concentration 
its vapors may produce irritation of the eyes and 
respiratory tract. In comparison to other petroleum 
liquids it has a relatively high boiling point and 
evaporates slowly. Thousands of workers are ex¬ 
posed to this chemical each day \wthout medical 
sequence. It is unlikely that any significant dyspnea 
could be traced to this cause. 

DISASSOCIATION of ITVINS 
To THE Editor:— Arc there psychological or medical 
reasons for advising the parents of twins to 
separate the children in their classrooms on start¬ 
ing school? M.D., Illinois. 

Answer.— It is desirable to gradually bring about 
some separation between twins. When together con¬ 
stantly and dealt with as though they were one, the 
children tend to rely, exclusively on each other and 
may not reach out toward association with other 
children. It is easier for each to attain a sense of 
identity if they are not together constantly. If they 
differ in abilities there will be less competitiveness 
when they are separated. Separate classrooms when 
feasible are preferred. In the same classroom, how¬ 
ever, a teacher can bring about a degree of separa¬ 
tion and should make an effort to handle them as 
individual children. 

SODA LIME REFILL SCHEDULE 
To THE Editor:—H oio often should the soda lime 
be changed or replenished in the canister of a 
closed-circuit anesthetic machine? The machine 
is used with nitrous oxide and oxygen for ob¬ 
stetric deliveries. 

Homer G. Ellis, AI.D., Centreville, Aliss. . ■ 

Answer.— In anesthesia machines witli a single 
small soda lime canister, the material should be 
changed after four to five hours of use. In machines 
xwth larger canisters, which usually contain 1,300 
to 1,400 Gm. of soda lirrie, the material should be 
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changed after 10 to 11-hours. Many carbon dioxide¬ 
absorbing matmals- contain an indicator wliich 
causes the absorbent to change color when it be¬ 
comes exhausted. This chainge of color is a gross 
test and not infallible but is helpful in detecting 
exliausted soda lime. 

ELASTIC BANDAGE APPLICATION 
To THE Editor:—H aue standards been,set for the 
use of elastic bandages with regard to method 
of application and amount of pressure to be 
applied? What is the use of molded shoes in 
the treatment of disorders of the foot and leg? 
■ Fred Stern, M.D., Brooklyn, N. Y. 

Answer.— There is no standard technique for 
the method of application or for the amount of 
pressure to be applied with an elastic bandage. 
This varies with the condition for which it is used. 
The technique is to have the bandage overlap 
itself about half its width. The amount of pressure 
should never exceed the amount of elasticit)' of 
the bandage. The technique of molded shoes for 
the most .’part has been in the hands of custom 
shoe builders. 

HEPATITIS AND DIET 

To THE Editor:—/ s chocolate harmful for people 
who have had hepatitis or other liver disease? 
How long after virus hepatitis should one re¬ 
frain from alcohol? 

Francis Willner Epstein, M.D., Toledo, Ohio. 

Answer.— Diets prescribed for patients who have 
hepatitis or diseases of the liver should be low in 
fats. Chocolate contains 30 to 50% cocoa butter 
and is a concentrated source of fat. Alcohol is 
rapidly absorbed from the fasting stomach and 
goes to the liver, where excessive amounts would 
cause damage. A patient with hepatitis should be 
deprived of alcohol until the serum bilirubin level 
is normal and the cephalin flocculation value has 
returned to l-h- The time is usually two years. 

COLOEED BASEBALLS 

To THE Editor:— fs a colored baseball (yellow or 
orange) more visible and more safe than a white 
one? The colored ball size would be about 2.9 
in. in diameter. Baseball is played in the 
afternoon and early evening until dusk. 

Robert E. Murto, M.D., Trenton, N. J. 

Answer.— A white baseball has a higher refiec- 
tivih’ of luminance than one of any other color. 
Visibility is lessened by smudge, so a plastic finish 
that allows dirt to be easily wiped off would be 
advantageous. When a ball is used in hvilight, 
increased visibility would result if six dime-sized 
spots in blue-green phosphorescent paint were 
placed equidistantly on it. 


J.A.M.A., Nov. 21, 1859: 

HOMOLOGOUS KIDNEY TRANSPLANT 
To THE Editor:— Has there been, recently, a sue- 
, cessful kidney homotransplant in a human being 
other than an identical twin? 

John Bartness, M.D., Albert Lea, Minn. ' 

t 

Answer.— One transplant has been done between 1 
twins who were not identical. This was successful 
for more than three months. Bilateral nephrectomy 
was performed on the recipient on Feb. 4, 1959, 
and his state of health is still excellent. Dr. John 
P. Merrill directed the medical care. Dr. James B. 
Dealy administered total body radiation of 250 r 
and 150 r, and the operation was performed by Dr. 
Joseph S. Murray and Dr. J. Hartivell Harrison. 

NASAL ULCER 

To THE Editor:—A 35-year-old man has an ulcer' 
in the nasal vestibular mucosa over the lateral 
cartilage. There is an amber-colored granular 
crust, which wipes off easily. There is no bleed¬ 
ing. Tests show a few polymorphocytes in smear 
of the nasal discharge and hemolytic staphylo¬ 
coccus by bacterial culture. What is cause and 
treatment? m.D., Michigan. 

Answer.— In view of the laboratoty findings, one 
would use an antibiotic or sulfonamide sj^stemi- 
cally and topically to treat the hemolytic staphylo¬ 
coccus infection. 

SLEEPING POSTURE 

To the Editor:— IVouW any deformity develop as 
a result of sleeping with a small pillow between 
one's knees? M.D., Tennessee. 

Answer,— There is no apparent deformity that 
would occur in an adult with normal e.xtremities 
from this use of a pillow. The patient with arthritis, 
using a pillow under the knees, could develop a 
fle.xion contracture. In children no deformity would 
occur, and it is possible tliat a pillow between the 
knees, as a splint with the ankles held together 
by bandaging, might be of some value in correcting 
knock-knees. 

TRANSFUSION REACTION AND SEX FACTOR 
To THE Editor:—I s it possible that the presence or 
absence of chromatin sex factors is important 
in blood transfusion reactions of undetermined 
cause, i. e., male recipient of blood from female 
donor and female recipient from a male donor? 
Herman Goodman, M.D., New York. 

Answer.— There are no reported complications 
which, are attributed to tlie use of blood for trans¬ 
fusion when the donor is of the opposite sex and all 
other factors are compatible. It is possible, how¬ 
ever, that future work may show some sequela due 
to transfusions of this type. 




